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works  well  in  your  office... 

NEOSPORIIT  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 ozand  1/2  oz  and  1/32  oz  lapprox.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topica 
infections,  and  treats  those  tha 
have  already  started 

• It  contain: 
three  antibiotic: 
that  an 
rarely  uset 
systemicalb 

• It  is  convenient  ti 
recommend  without  i 
prescriptior 


NEOSPORIN-  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prep; 
tions,  prolonged  use  may  result  in  overgrowth  of  r 
susceptible  organisms,  including  fungi.  Appropr 
measures  should  be  taken  if  this  occurs. 
ADVERSE  REACTIONS:  Neomycin  is  a not 
common  cutaneous  sensitizer.  Articles  in  the  cun 
literature  indicate  an  increase  in  the  prevalenc 
persons  allergic  to  neomycin.  Ototoxicity  and  nepl 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Prc 
sional  Services  Dept.  PML. 
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Blue  Cross® 
Blue  Shield® 
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HEALTH  CARE  ISSUES  AIRED 
AT  BLUE  CROSS  AND  BLUE  SHIELD  SYMPOSIUM 


Nationally  recognized  speakers  gave  their  views  on 
health  care  issues  that  may  develop  during  the  1980s 
at  the  Chicago-based  Blue  Cross  and  Blue  Shield 
Plan’s  Symposium  V. 

More  than  900  persons  turned  out  for  the  day-long 
session  at  the  Hyatt  Regency  Chicago  last  November. 
The  Symposium  theme  was  “Health  Care  in  the  ’80s 
and  Beyond  ...  a Post-Election  Analysis.” 

Speakers  included  Reagan  Campaign  Manager 
Sen.  Paul  Laxalt  (R.,  Nev.);  Citizens  Party  presiden- 
tial candidate  Barry  Commoner;  chief  inflation 
fighter  Alfred  Kahn;  and  author  Norman  Cousins. 

Also  on  the  program  were:  Sen.  David  Durenberger 
(R.,  Minn.);  medical  educator  John  Cooper,  M.D., 
Ph.D.;  United  Airlines  executive  Monte  Lazarus; 
“think  tank”  president  Willard  Gaylin,  M.D.;  labor 
leader  Robert  Gibson;  2nd  ranking  Democrat  on  the 
Ways  and  Means  Committee  Rep.  James  Corman 
(D.,  Calif.);  and  community  health  professor  Duncan 
Neuhauser,  Ph.D. 

Sen.  Robert  Dole  (R.,  Kan.),  incoming  chairman  of 
the  Senate  Finance  Committee,  was  prevented  from 
attending  because  of  a budgetary  conference  commit- 
tee meeting,  but  addressed  the  crowd  by  live  phone 
hookup  from  Washington,  D.C. 

The  audience  included  health  care  professionals, 
business  executives,  government  and  union  officials 
and  consumer  representatives  from  throughout  Illi- 
nois. 

In  his  opening  remarks,  S.  Martin  Hickman,  presi- 
dent of  the  Chicago-based  Blue  Cross  and  Blue  Shield 
Plan,  cautioned  the  audience  against  wrong  expecta- 
tions. 

“The  purpose  of  the  Symposium  is  not  to  provide 
you  with  a blueprint  for  action,  nor  to  give  you  the 
Blue  Cross  and  Blue  Shield  point  of  view.  Rather,  it  is 
to  provide  a forum  for  debate  and  discussion  which 
we  hope  will  foster  a better  understanding  of  the 
issues,”  Hickman  said. 

“With  this  line-up  of  speakers,  we  are  certain  that 
Symposium  V will  live  up  to  its  predecessors  as  a 
generator  of  enthusiasm,”  Hickman  concluded. 


John  Cooper,  M.D.,  Ph.D. 

The  sharpest  critic  of  increased  competition  in 
health  care  was  John  Cooper,  M.D.,  Ph.D.,  president 
of  the  American  Association  of  Medical  Colleges. 

He  voiced  the  concerns  of  major  medical  centers 
that  medical  schools  may  close,  access  to  health  care 
may  be  curtailed  and  institutions  will  be  unable,  or 
unwilling,  to  care  for  the  indigent. 

“Competition  and  deregulation  pose  a major 
threat  to  the  teaching  hospitals  especially,”  Dr. 
Cooper  said.  “It  is  wrong  to  assume  that  hospitals 
provide  a standard  product.  The  teaching  hospital 
which  tends  to  be  more  expensive,  provides  a huge 
service  to  the  community  through  its  educational, 
research  and  tertiary  care  functions.” 

“Competition  could  jeopardize  these  functions, 
and  the  losers  would  be  the  American  people,  whose 
present  health  care  system  is  the  envy  of  the  world.” 

“Competition  is  seen  as  a means  of  preventing  a 
hospital  from  making  too  much  money  by  providing 
too  much  care.  But  it  is  likewise  true  that  a Health 
Maintenance  Organization  or  other  competitive  pro- 
vider can  make  money  by  doing  too  little.” 

Willard  Gaylin,  M.D. 

Dr.  Gaylin,  president  of  the  Hastings  Center, 
pointed  out  that  moral  and  ethical  considerations, 
driven  in  part  by  the  advance  of  technology,  are  the 
factors  responsible  for  soaring  health  costs. 

In  bygone  days,  medical  care  consisted  mainly  of 
“care  and  comfort,”  but  in  recent  years  the  accep- 
tance of  “life  saving”  as  a goal  of  our  society  and  the 
technology  to  make  life  saving  possible  have  driven 
costs  to  where  they  are  today,  he  said.  The  trend  will 
continue,  he  predicted. 

As  a nation,  “we  have  assumed  an  unlimited  supply 
of  everything.  Now  we  find  that  isn’t  always  so  and 
we  have  difficulties  with  the  facts  of  scarcity.  We  are 
going  to  have  scarcity  in  medical  care,”  he  said. 

Dr.  Gaylin  said  that  as  a nation  we  may  have  to 
come  to  deal  with  medical  care  as  a “communal  prob- 
lem” rather  than  on  an  individual  basis;  recognizing 
there  is  a difference  between  ‘life  saving’  and  ‘life  sus- 
taining’. “But  who’s  going  to  pull  the  plug?” 


(This  report  is  a service  to  the  physicians  of  Illinois) 


Sen.  Robert  Dole  (R.,  Kan.) 

Prevented  from  attending  by  a critical  meeting  of  a 
budget  conference  committee,  Sen.  Robert  Dole  (R., 
Kan.)  addressed  the  audience  via  a live  telephone 
hookup  from  Washington,  D.C. 

He  said  the  Reagan  Administration  will  be  quick  to 
take  up  health  care  costs  as  part  of  its  overall 
economic  policy.  “Health  care  has  become  our  third 
largest  industry,  and  its  impact  on  the  inflationary 
picture  is  huge.  That  alone  puts  it  high  on  our  priority 
list,’’  Sen.  Dole  declared. 

Sen.  Dole  predicted  early  Congressional  action  on  a 
package  of  health  care  legislation.  “You  can  look  for 
a broader  range  of  low  cost  health  coverage  featuring 
a high  deductible.  You  can  also  expect  some  sort  of  le- 
gislation to  curtail  the  practice  of  some  insurers  of 
only  paying  for  certain  medical  services  when  pro- 
vided on  an  inpatient  basis,’’  he  said. 

Sen.  Paul  Laxalt  (R.,  Nev.) 

“Don’t  look  for  a meat  ax,  look  for  a serious  exa- 
mination of  what  the  federal  government  is  all 
about.’’ 

That  was  the  advice  of  President-elect  Ronald 
Reagan’s  National  Campaign  Manager,  Sen.  Paul 
Laxalt  (R.,  Nev.). 

“We  will  first  be  looking  for  fat  we  can  eliminate 
and,  as  far  as  health  care  is  concerned,  we  will  be 
looking  hard  at  Medicare  and  Medicaid,  where  even 
prominent  Democrats  have  estimated  there  is  as  much 
as  $6  or  $7  billion  in  waste  and  fraud,’’  Sen.  Laxalt 
declared. 

He  concluded  with  a promise  that  the  first  order  of 
business  in  January  will  be  “to  get  this  physical  ani- 
mal that  is  the  federal  government  into  shape.” 

Alfred  Kahn 

Alfred  Kahn,  former  chairman  of  President 
Carter’s  Council  on  Wage  and  Price  Stability,  an- 
nounced himself  as  a backer  of  both  deregulation  and 
competition — with  qualifications. 

“To  show  you  how  much  I favor  competition,  I tes- 
tified in  favor  of  Sen.  Durenberger’s  bill — only  to 
take  a beating  from  my  own  HEW  Department  for 
doing  it,”  Kahn  quipped. 

“As  far  as  regulations  go,  I won’t  forswear  the 
regulatory  option  entirely.  Regulation  tends  to  keep 
health  care  providers  honest.  If  budget  caps  were 
placed  on  hospitals,  I firmly  believe  hospitals  would 
eliminate  the  unnecessary  care  they  provide  before 
ever  cutting  back  on  necessary  care,”  he  said. 

The  danger  in  regulation  of  health  care,  Kahn  ob- 
served, is  that  it  is  difficult  to  construct  categories  of 
health  care.  “There  is  also  the  strong  possibility  that 
regulations  can  be  used  to  promote  monopolies,  spe- 
cifically use  of  Certificate  of  Need  regulations  to  pre- 
vent the  start-up  of  HMOs.” 

He  urged  health  care  professionals  in  the  audience 
to  approach  the  ideas  of  deregulation  and  competi- 
tion as  businessmen  would. 

“Try  thinking  about  what  opportunities  these 
trends  can  present  and  what  marketing  approaches 
you  should  take,”  he  said. 


Sen.  David  Durenberger  (R.,  Minn.) 

Sen.  David  Durenberger  (R.,  Minn.)  viewed  the 
November  election  results  as  a victory  for  competition 
and  deregulation  and  he  predicted  that  the  Reagan 
Administration  would  act  quickly  to  reduce  the  feder- 
al government’s  role  in  health  care. 

The  voters  were  saying  that  they  wanted  less  gov- 
ernment and  more  individual  freedom  of  choice.  As  it 
now  stands,  the  federal  government  limits  that  choice 
by  exercising  its  huge  financial  and  regulatory  roles,” 

He  said  a bill  he  introduced  in  the  last  session  of 
Congress  would  increase  freedom  of  choice  by  en- 
couraging people  to  remain  healthy.  The  bill  would: 

• Require  firms  providing  health  care  benefits  to  of- 
fer its  employees  at  least  three  alternative  health 
care  plans. 

® Require  that  the  employer  contribution  be  the  same, 
no  matter  which  plan  the  employee  chooses. 

• Limit  the  tax  deductibility  of  employer  contribu- 
tions. 

He  said  the  Twin  Cities  area  of  his  home  state  has 
made  “promising  beginnings”  on  promotion  of  good 
health  and  competitive  health  care. 

“Increasing  numbers  of  employers  are  granting 
‘wellness  leave’  to  their  employees  to  reward  those 
who  are  on  the  job  and  not  taking  time  off  because  of 
bad  health. 

“I  am  also  excited  by  other  trends  in  theTwin  Cities 
area.  Our  high  percentage  of  enrollment  in  HMOs 
and  independent  practice  associations  is  giving  us  a 
chance  to  see  what  happens  when  a doctor  actually 
has  a chance  to  practice  cost  effective  medicine.  What 
we  have  seen  so  far  is  not  a drop  in  quality,  but  a drop 
in  price,”  Sen.  Durenberger  concluded. 

Barry  Commoner,  Ph.D. 

Environmentalist  and  Citizens  Party  presidnential 
candidate  Barry  Commoner  warned  the  Symposium 
audience  of  serious  consequences  if  the  Reagan  Ad- 
ministration is  successful  in  its  efforts  to  roll  back 
regulations  affecting  human  health  and  safety. 

Noting  that  environmental  measures  and  such  legis- 
lation as  the  Occupational  Safety  and  Health  Act  are 
key  targets,  he  said  such  roll  backs  would  rob  the 
public  of  what  little  health  protection  it  has  and  could 
expose  everyone  to  major  epidemics. 

Commoner  termed  pollution  “the  environmental 
insult”  and  said  the  two  present  approaches  to  its  eli- 
mination are  ineffective. 

“The  regulatory  approach  is  like  slapping  a Band- 
Aid  on  a wound — the  damage  has  already  been  done. 
The  Environmental  Protection  Agency  is,  in  effect, 
trying  to  put  the  genie  back  in  the  bottle,”  he  said. 

“These  environmental  insults  come  from  the  way  in 
which  we  produce  goods,  and  that  is  why  the  so-called 
free  market  approach  to  pollution  won’t  work.  The 
free  market  is  dedicated  to  the  maximization  of  prof- 
its— period. 

“Unless  we  make  the  general  health  and  well-being 
a part  of  the  decision  on  whether  or  not  to  produce 
goods,  we  will  not  be  able  to  prevent  environmental 
insults  from  occurring,”  Commoner  said. 


IMJ  Attention 


RESOLUTIONS  DEADLINE — The  ISMS  House  of  Delegates  Annual  Meeting  will  convene 
April  5-8,  1981,  at  the  Radisson  Hotel,  Chicago.  Resolutions  for  the  House  of 
Delegates  must  be  received  in  the  ISMS  offices  by  March  8,  1981.  Resolutions 
received  after  that  date  will  be  considered  late  resolutions  and  require  special 
action  for  possible  consideration. 

In  accordance  with  House  policy,  resolutions  will  be  published  in  the 
Journal  by  author  and  subject  only.  In  order  to  be  identified  in  the  Journal, 
resolutions  must  be  received  in  the  ISMS  offices  by  an  earlier  deadline,  Febru- 
ary 22,  1981. 

JCAR  VETO  OVERRIDDEN — The  Illinois  Senate  and  House  have  voted  to  override  Gov. 

Thompson’s  amendatory  veto  of  House  bill  2351.  The  veto  would  have  re- 
moved a provision  allowing  the  Joint  Committee  on  Administrative  Rules 
(JCAR)  to  request  a binding  vote  by  the  General  Assembly  to  prevent  im- 
plementation of  questionable  rules  promulgated  by  State  agencies.  The  over- 
ride, which  was  supported  by  ISMS,  carried  144/24  in  the  House  and  57/0  in 
the  Senate. 

DANGER!  DOCTOR  SHOPPERS — The  practice  of  visiting  one  physician  after  another  with 
apparently  legitimate  complaints  in  search  of  prescriptions  for  certain  drugs  is 
known  colloquially  as  “doctor  shopping’’.  Growing  reports  of  doctor  shop- 
ping activity  have  prompted  this  notice  of  a special  reporting  system  instituted 
by  the  Illinois  Department  of  Law  Enforcement  (DLE).  “Shoppers,”  DLE 
personnel  have  reported,  often  do  not  appear  to  be  abusers.  They  may  not 
show  signs  of  drug  abuse.  Many  simply  sell  the  prescriptions  to  addict-clients. 

The  DLE  has  particularly  noted  diversion  problems  with  the  prescription 
drugs  Preludin®  and  Dilaudid®  . They  report  that  75mg.  Preludin®  tablets  are 
typically  broken  down  and  converted  to  injectible  form — and  injected  via 
measured  dose,  prepackaged  insulin  with  attached  hypodermic  needle.  Four 
milligram  Dilaudid®  tablets  are  being  sold  on  the  street  for  upwards  of  $30 
each.  Quaaludes®  (methaqualone)  continue  to  represent  a major  abuse  prob- 
lem, as  does  the  drug  combination  of  Talwin®  and  pyrobenzamine.  Abuse  of 
the  latter  combination,  popularly  known  as  “T’s  and  Blues,”  caused  the  Il- 
linois Dangerous  Drugs  Commission  to  regulate  Talwin®  (pentazocine)  as  a 
Schedule  II  substance.  However,  DLE  personnel  have  reported,  it  remains  a 
Schedule  IV  product  under  FDA  regulations,  and  is  being  imported  from 
other  states — where  it  is  not  controlled — “by  the  bucketfuls.” 

An  additional  difficulty  is  that  persons  abusing  injectable  drugs  and  drug 
combinations  have  been  known  to  purchase  pre-packaged  dosage  insulin  kits, 
which  contain  hypodermic  syringes,  over  the  counter.  The  syringes  are  then 
used  to  inject  the  illegal  drug  combination. 

DLE  staff  have  offered  some  suggestions  to  Illinois  physicians:  (1)  protect 
your  prescription  pad — and  report  any  thefts  immediately;  (2)  if  a pharmacist 
calls  you  to  verify  a prescription  that  you  didn’t  write,  don’t  stop  with  coun- 
termanding the  order — report  all  suspected  forgeries;  (3)  if  a new  patient  ap- 
pears to  be  “doctor  shopping,”  ask  who  referred  him  or  her  to  you.  Some 
physicians  have  been  unwittingly  used  through  unsolicited  referrals. 

Reports  and  inquiries  should  be  directed  to  Mr.  Ben  Haynes  at  DLE:  (312) 
530-3628.  A special  24-hour  drug  diversion  hotline  has  also  been  established: 
(312)  827-6061.  Written  inquiries  or  reports  may  be  sent  to  Mr.  Haynes  at:  Il- 
linois Department  of  Law  Enforcement,  Division  of  Criminal  Investigations, 
Drug  Diversion  Unit,  188  Industrial  Drive,  Elmhurst  IL  60126. 


POSITION  ON  FOREIGN  MEDICAL  STUDENTS— Based  on  an  Illinois  resolution 
introduced  by  Dr.  David  S.  Fox,  the  AMA  Interim  Session  House  of  Delegates 
adopted  a resolution  intended  to  facilitate  development  of  a mechanism  to 
evaluate  qualifications  of  graduates  from  newly-created  foreign  medical 
schools.  Adopting  the  position  that  a uniform  method  based  in  the  private  sec- 
tor be  found  to  evaluate  foreign  medical  schools,  the  AMA  House  determined 
that  standards  used  to  evaluate  foreign  medical  school  programs  should  be 
equivalent  to  those  by  which  U.S.  schools  are  evaluated.  In  addition,  they 
recommended  that  no  individual  accrediting  or  licensing  jurisdiction  act  in- 
dependently in  making  judgments  on  the  quality  of  education  in  foreign 
medical  schools,  but  rather  participate  in  the  uniform  evaluation  mechanism. 

In  reporting  this  action,  AM  News  stated  that  the  resolution  was  prompted 
by  a plan  of  the  New  York  State  Board  of  Regents  to  evaluate  foreign  medical 
schools  and  provide  hospital  clerkships  to  foreign-trained  Americans  returning 
here  to  gain  clinical  experience.  That  story  indicated  that  about  11,000 
American  citizens  "are  studying  medicine  abroad.  Most  of  these  are  enrolled  in 
about  six  recently  established  for-profit  schools  in  Mexico  and  the  Caribbean 
which  will  produce  a large  number  of  students  seeking  clerkships  beginning  in 
June  of  1981.  A New  York  delegate  stated  that  at  least  6,000  students  from 
New  York  alone  are  enrolled. 

According  to  the  AM  News  story  and  the  GAO  report,  most  of  these 
schools  do  not  have  clinical  facilities,  and  the  Associated  Medical  Schools  of 
New  York  has  issued  a position  paper  strongly  opposing  the  NY  Board  of 
Regents’  plan.  AM  News  notes  that  profit-making  medical  schools  were 
eliminated  in  the  U.S.  70  years  ago,  after  the  Flexner  report.  Henry  Gramblett, 
M.D.,  federation  president,  was  quoted  as  saying  that  the  Federation  of  State 
Medical  Boards  has  long  held  that  foreign  schools  should  be  held  to  the  same 
standards  as  American  schools.  That  group  has  established  a national  commis- 
sion to  assist  individual  state  boards  in  evaluating  foreign  students’  training. 

AMA  HOUSE  ACTS  ON  AFP — The  AMA  Interim  Session  House  of  Delegates  acted  to  op- 
pose regulations  by  the  Department  of  Health  and  Human  Services  which 
would  regulate  sale  and  use  of  maternal  serum  AFP  (alphafetoprotein) 
diagnostic  kits  and  reaffirmed  objection  to  the  use  of  the  Medical  Device 
Amendments  of  1976  as  a means  of  controlling  the  practice  of  medicine.  After 
reviewing  a complex  report  on  the  subject  by  the  AMA  Council  on  Scientific 
Affairs,  they  voted  to  recommend  that  legitimate  concern  for  safe  and  effec- 
tive use  of  AFP  in  the  complicated  testing  chain  required  to  identify  fetal 
neural  tube  defects  should  be  addressed  as  outlined  in  that  report. 

The  Council  report  addresses  scientific  and  sociological  aspects  of  this  rela- 
tively new  technology,  which  proposed  FDA  regulations  would  limit  to  use  by 
approved  laboratories,  with  specifically  designated  personnel  and  patient 
demographics.  The  resolution  was  introduced  by  the  Illinois  delegation. 

SSA  HANDBOOK  AND  PAMPHLET  AVAILABLE — Recent  changes  in  the  requirements 
for  disability  benefits  under  Title  II  and  Title  XVI  of  the  Social  Security  Act 
were  published  in  1980  in  a yellow  handbook  for  physicians,  “Disability 
Evaluation  under  Social  Security.”  Objective  evidence  of  impairments  must 
be  submitted  for  applicants  to  be  considered  for  benefits.  New  diagnostic 
techniques  and  the  experience  of  the  Social  Security  Adminstration  in  the 
disability  determination  process  have  provided  more  realistic  requirements  for 
an  equitable  decision. 

Physicians  can  get  a free  copy  of  these  Social  Security  standards  for  disabil- 
ity evaluation  by  writing  to  Edward  G.  Ference,  M.D.,  Supervising  Medical 
Consultant,  Bureau  of  Disability  Adjudication  Services,  Department  of 
Rehabilitation  Services,  Box  3842,  Springfield,  Illinois  62708,  or  by  calling 
(217)  782-4594.  A pamphlet  on  1980  changes  in  Social  Security  and  Sup- 
plemental Security  Income  disability  protection  that  encourage  beneficiaries  to 
return  to  work  is  also  available. 
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Adjunctive 


II  tiY 


Each  capsule  contains 
5 mg  chi  ordi  azepox  ide  HC1 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer  * 
and  irritable  bowel  syndrome* 


ibrax 

se  consult  complete  prescribing  informa- 
a summary  of  which  follows: 

ndications:  Based  on  a review  of  this 
irug  by  the  National  Academy  of 
Sciences — National  Research  Council 
ind/or  other  information,  FDA  has  classi- 
ied  the  indications  as  follows: 

Possibly"  effective:  as  adjunctive  therapy » 
n the  treatment  of  peptic  ulcer  and  in  the 
reatment  of  the  irritable  bowel  syndrome 
irritable  colon,  spastic  colon,  mucous  col- 
tis)  and  acute  enterocolitis. 

:inal  classification  of  the  less-than- 
sffective  indications  requires  further 
nvestigation. 

Vindications:  Glaucoma,  prostatic  hyper- 
ty,  benign  bladder  neck  obstruction;  hyper- 
itivity  to  chlordiazepoxide  HCI  and/or 
lium  Bromide. 

lings:  Caution  patients  about  possible  corn- 
el effects  with  alcohol  and  other  CNS 
essants,  and  against  hazardous  occupations 
iring  complete  mental  alertness  (e.g.,  operat- 
nachinery,  driving).  Physical  and  psychologi- 
lependence  rarely  reported  on  recommended 
is,  but  use  caution  in  administering  Librium* 
irdiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression:  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants,  causal  relationship  riot 
established. 

Adverse  Reactions:  No  side  effects  or  mamfes 
tations  not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a' few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased ' 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision 
urinary  hesitancy, _ constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets. 


Roche  Products,  Inc. 
Manati,  Puerto  Rico  00701 


The  Yiewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology. 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


This  29 year  old  man  complains  of  fatigue.  He  has 
a palpable  right  upper  quadrant  mass  and  a hemo- 
globin of  7 grams. 


Figure  1 

Barium  enema-post-evacuation.  (Asterisk  = extravasated 
barium  at  a site  of  narrowing  in  the  ascending  colon) 


Figure  2 

Close-up  of  hepatic  flexure.  (Asterisk  = extravasated  bari- 
um) 


Your  diagnosis? 

(1)  Diverticulitis 

(2)  Colon  carcinoma  with  perforation 

(3)  Crohn  Disease— sinus  tract 

(4)  Traumatic  colon  perforation 

(5)  Foreign  body  perforation 

(6)  Perforation  due  to  pericolic  disease 


(Continued  on  page  46) 
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VALIUM® 

diazepam/ 

Roche 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome:  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  in  long-term  use.  that  is, 
more  than  4 months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for 
the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  similar  to  those 
with  barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of  In- 
creased risk  of  congenital  malformations 
as  suggested  In  several  studies.  Consider 
possibility  of  pregnancy  when  Instituting 
therapy;  advise  patients  to  discuss  ther- 
apy If  they  Intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology 
of  agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  |aundice.  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  |aundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q.i  d , alcoholism,  10  mg  t.i.d.  or  q i d in 
first  24  hours,  then  5 mg  t i d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i  d , adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients:  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated  (See  Precautions  ) Children  1 to  2V2  mg 
t i d or  q i d initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months) 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100.  available  in  trays  of  4 reverse-numbered 
boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  in  trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


OBITUARIES 

*Buttice,  Gaetano  T.,  Clarendon  Hills,  died 
October  26,  1980,  at  the  age  of  75.  Dr.  Buttice 
was  a 1933  graduate  of  Loyola  University  Stritch 
School  of  Medicine. 

*Crosson,  John  Wm.,  Winnetka,  died  October, 
1980,  at  the  age  of  73.  Dr.  Crosson  was  a 1934 
graduate  of  Temple  University  School  of  Medi- 
cine, Philadelphia. 

*Donovan,  Ray  F.,  Watseka,  died  October  11, 
1980,  at  the  age  of  73.  Dr.  Donovan  was  a 1933 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

**Eisler,  Edwin  R.,  Chicago,  died  October  31, 
1980,  at  the  age  of  85.  Dr.  Eisler  was  a 1919 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

*Hickey,  Thomas  P.,  Kankakee,  died  October 
31,  1980,  at  the  age  of  72. 

**Kanne,  Abraham  S.,  Chicago,  died  November 
3,  1980,  at  the  age  of  87.  Dr.  Kanne  was  a 1925 
graduate  of  Chicago  Medical  School. 

**Livingstone,  Huberta  M.,  Chicago,  died  June 

30,  1980,  at  the  age  of  75.  Dr.  Livingstone  was  a 
1928  graduate  of  the  University  of  Iowa  College 
of  Medicine. 

Lynch,  John  Joseph,  Mt.  Prospect,  died  October 

31,  1980,  at  the  age  of  56.  Dr.  Lynch  was  a 1952 
graduate  of  Loyola  University  Stritch  School  of 
Medicine. 

*Murphy,  Allen  Francis,  Chicago,  died  Novem- 
ber 12,  1980,  at  the  age  of  55.  Dr.  Murphy  was  a 
1951  graduate  of  Loyola  University  Stritch 
School  of  Medicine.  He  also  was  past  president  of 
South  Shore  Hospital  and  formerly  on  the  staff  of 
Palos  Community  Hospital. 

*Nakutis,  Aldona  Elena,  Evergreen  Park,  died 
November  12,  1980,  at  the  age  of  58.  Dr.  Nakutis 
was  a 1944  graduate  of  Vyteuta  Didziojo  University 
Medical. 

**Novak,  Julius  B.,  Chicago,  died  October  3, 
1980,  at  the  age  of  79.  Dr.  Novak  was  a 1928 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

**Sculley,  Jesse  Casstenens,  Algonquin,  died 
November  24,  1980,  at  the  age  of  84.  Dr.  Sculley 
was  a 1926  graduate  of  the  University  of  Illinois 
College  of  Medicine. 

*Wise,  Albert  Walter,  Rock  Island,  died  Decem- 
ber 2,  1980,  at  the  age  of  65.  Dr.  Wise  was  a 1938 
graduate,  University  of  Iowa  College  of  Medicine. 

* Indicates  ISMS  member 

**Indicates  ISMS  member  of  the  fifty  year  club 


ror  January,  1981 


9 


TAGAMET 

BRAND  OF 

CIMETIDINE 

How  Supplied: 


□ Pale  green  200  mg.  tablets  in  bottles  of  100; 
pale  green  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use  only). 

□ Liquid,  300  mg./5  ml.,  in  8 fl.  oz.  (237  ml.)  amber  glass  bottles. 


'sSeu 

0108-5012-20 


Tagamet 

7°  cimetidine 
■ablets 

. Carolino,  P.R.  00630  ' 
itliaryof  SmilhKIine  Corporation 


tagamet 


^garnet’  ho  ««#•* 
•jWcfca  2 ml-13 


cimetidine 

ablets 

^CQ,  Carolina,  PR  00630 
afY  of  SmithKIme  dorporation 


2ml.=300mg 

Tagamet' 


etjurvaffltf  10C " 

*«$»•> 9 

LAS  OCX,  CaroM*- }i  -•  s 
'*-*1  of  SflWMChne  Ztxy##>  •' 


(cimetidine  HO) 
)00ma 

<i«KkSn*/2«4  [c 


□ Injection,  300  mg./2  ml.,  in  single-dose  vials  and  in 
8 ml.  multiple-dose  vials,  both  in  packages  of  10. 

SK&F  LAB  CO. 

a SmilhKIine  company 

\\\  SK&F  Lab  Co . Carolina.  PR.  00630  ,c’ SK&F  Lab  Co . 1980 


Yours  Truly  ™ by  Jobst  —its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No 
need  to  follow  the  trauma  of  a radical  mastectomy  and  associated  psychological 
overlay  with  an  ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl 
chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and 
others,  you  can  suggest  to  your  postmastectomy 
patients  an  external  breast  form  that  is  seamless  and 
natural.  The  Yours  Truly™  breast  form  is  new.  Worn 
right  against  the  skin  it  requires  no  special  bra  to  stay 
in  place.  It  moves  with  the  vitality  and  flow  of  a 
natural  breast.  The  silicone  gel  inside  has  a specific 
gravity  of  .98,  only  .04  more  dense  than  human  breast  tissue  and  the  response 
in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to  choose,  each 
with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 

|^®  JOBST  CHICAGO  SERVICE  CENTER 


Chicago,  Illinois  60602 

Suite  2101,  Pittsfield  Bldg. 
55  E.  Washington  Street 
312/346-0446 


EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity Stritch  School  of  Medicine 


This  patient  is  a fifty-four-year-old  man  with  a history  of  stable  angina  for  two  years.  His  angina  had 
begun  to  increase  in  frequency  two  months  before  admission.  His  pains  gradually  increased  to  12  per  day. 
At  this  point  he  developed  a more  severe  and  prolonged  chest  pain  accompanied  by  diaphoresis  and 
nausea.  The  pain  lasted  two  hours  until  he  came  to  the  emergency  service.  Morphine  sulfate  was  required 
for  relief  of  pain.  He  had  a twelve  lead  ECG  which  showed  an  acute  inferior  wall  myocardial  infarction. 
Physical  exam  demonstrated  an  acutely  ill  patient  who  was  diaphoretic  with  a blood  pressure  of  120/ 
70mm.  Hg.  He  was  admitted  to  the  Coronary  Care  Unit  and  ECG  monitoring  was  begun.  Approximately 
three  hours  later,  the  ECG  rhythm  strip  was  obtained. 


Questions: 

1.  The  ECG  rhythm  strip  shows: 

A.  Paroxysmal  ventricular  tachycardia. 

B.  Atrioventricular  dissociation. 

C.  Cycle  dependent  bundle  branch  block. 

D.  Paroxysmal  atrial  tachycardia  with  aber- 
rant intraventricular  conduction. 

E.  Paroxysmal  atrial  tachycardia  with  retro- 
grade P waves. 


2.  Treatment  for  this  problem  could  include: 

A.  Digitalis  parenterally. 

B.  Procainamide  parenterally. 

C.  Lidocaine  intravenously. 

D.  Direct  current  cardioversion. 

E.  Temporary  demand  pacemaker. 

( Continued  on  page  64) 
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Guest  Editorial 


Some  Views  on  Categorization 


BY  Morris  T.  Friedell,  M.D./  Chicago 
Chairman,  ISMS  Board  of  Trustees 


In  order  to  understand  the  debate  over  categor- 
ization of  hospital  medical  services,  one  must 
consider  historical  development  of  the  regional 
medical  services  concept.  It  might  be  said  that 
this  began  with  a very  prominent  Texas  physi- 
cian. From  the  front  steps  of  the  Houston  Meth- 
odist Hospital  (the  headquarters  of  that  famous 
heart  surgeon)  peripheral  vision  would  show  a 
small  park,  the  M.D.  Anderson  Cancer  Institute 
and  the  Texas  Neurological  Institute. 

Was  it  this  architectural  arrangement  that  gave 
rise  to  that  trio  of  regional  services  called  heart, 
stroke  and  cancer?  In  the  late  fifties  and  early 
sixties,  regional  programs  dealing  with  these 
great  medical  problems  were  strongly  advocated 
by  advisors  to  the  federal  government.  The  apex 
of  heart  surgery  at  that  time  combined  with  the 
proximity  of  the  Neurological  and  Cancer  Insti- 
tute certainly  had  something  to  do  with  the  con- 
cept. It  is  hard  for  me  to  believe  that  the  locations 
of  the  three  institutes  constituted  a preconceived 
plan. 

In  1966,  the  National  Academy  of  Sciences’ 
publication,  Accidental  Death  and  Disability, 
stated:  “The  patient  must  be  transported  to  the 
emergency  department  best  prepared  for  his  par- 
ticular problem.  In  the  absence  of  a descriptive 
categorization  of  the  level  of  care  that  might 
reasonably  be  expected  at  a facility,  neither  the 
patient  nor  the  ambulance  driver  can  judge  which 
facility  is  adequate  to  the  immediate  need  ...  A 


MORRIS  T.  FRIEDELL,  M.D.,  is  chairman  of  the  ISMS 
Board  of  Trustees.  A board  certified  surgeon,  he  is  also 
chairman  of  the  board  at  the  Hektoen  Institute  for  Med- 
ical Research,  president  of  the  Jackson  Park  Hospital 
Foundation  and  a professor  of  surgery  at  the  Chicago 
Medical  School.  He  is  former  editor-in-chief  of  Inter- 
national Surgery  and  a member  of  numerous  pro- 
fessional groups. 


categorization  of  emergency  departments  would 
serve  to  indicate  the  level  of  care  that  a patient 
might  reasonably  expect.”1 

Regionalization  of  medical  services,  with  the 
university  hospital  at  the  apex  of  a broad  pyramid 
of  supporting  (that  is  referral)  systems,  was  a 
concept  which  appealed  to  planners.  In  that  mod- 
el, patients  are  funneled,  according  to  the  par- 
ticularity and  severity  of  their  disease,  to  various 
available  levels  of  care.  Blueprint  For  Medical 
Care2  by  Rutstein  (1974)  contains  all  the  buzz 
words  we  find  today  — HMO,  level  of  care, 
ambulatory  care  center,  university  center,  the  op- 
erating unit  for  medical  care— and  even  an  ideal- 
ized concept  of  consultation  by  remote  electronic 
mechanisms.  Rutstein,  who  was  visiting  institute 
lecturer  at  Massachusetts  Institute  of  Technolo- 
gy, formulated  these  concepts  in  1970  and  1971 
in  a study  sponsored  by  the  Commonwealth  Fund 
at  the  Institute. 

The  influence  of  the  Harvard  School  of  Public 
Health  and  the  concept  of  the  university  hospital 
as  the  ideal  center  for  treatment  were  not  new, 
but  were  greatly  enlarged  by  Rutstein.  He  pre- 
dicted that  HEW  would  become  the  focus  of  na- 
tional health  programs,  and  indeed  it  has.  The 
book  deals  extensively  with  medical  care  facility 
distribution  and  function.  It  completely  disre- 
gards the  attitude  of  the  patient  — which  is  dis- 
missed simply  with,  “he  will  have  to  learn,”  and 
of  the  physician— who  will  be  regimented  within 
the  service.  It  dismisses  idly  the  concept  of  a large 
bureaucracy  necessary  to  administer  this  enor- 
mous, overblown  system  of  medical  care.  Never- 
theless, some  ideas  advocated  by  Rutstein  and 
others  have  come  to  fruition  in  the  80’s. 

The  American  Medical  Association  Confer- 
ence on  Guidelines  for  the  Categorization  of 
Hospital  Emergency  Capabilities  said  in  1971: 
“The  basic  purpose  of  categorization  is  to  identify 
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TABLE  1 


Advantages  of  Categorization 

1 . Availability  of  classification  of  services  of  various  specialties. 

2.  Lay  people  and  public  agencies  will  have  information  as  to  what  services  are  available. 

3.  Physicians  may  want  to  use  this  information  for  referral  of  patients. 

4..  Allows  easy  bureaucratic  recognition  of  centers  eligible  for  grants  and  funding  with  less  regard  for  quality. 
Disadvantages  of  Categorization 

1 . Development  of  a rigid  system  which  stifles  the  initiative  of  the  individual. 

2.  Use  of  voluntary  standards  to  establish  rigid  governmental  and  bureaucratic  criteria  for  delivery  of  services. 

3 A vehicle  for  discrimination  of  funding  so  that,  for  instance,  perinatal  Level  III  services  only  are  funded  by 
Federal  funds  although  Level  II  perinatal  services  are  almost  as  expensive. 

4.  Categorization  is  almost  the  opposite  of  fee  for  service  practice. 

5.  Categorization  is  part  of  a regional  health  service  program  which  allows  bureaucratic  organization  of  medical 
services  with  complete  disregard  to  the  needs  and  feelings  of  either  the  patient  or  the  physician. 


the  readiness  and  capabilities  of  the  hospital  and 
its  entire  staff  to  receive  and  treat,  correctly  and 
expeditiously,  emergency  patients.  Ambulance 
personnel,  law  enforcement  officers  and  other 
citizens  of  the  area,  having  advance  knowledge  of 
the  designated  categories  of  emergency  capabili- 
ties of  the  various  hospitals  in  the  area,  may  thus 
select  the  proper  institution  to  which  emergent 
patients  should  be  taken.”1 

Categorization  of  emergency  medical  services 
began  with  various  classifications— such  as  com- 
prehensive, basic,  major,  primary,  elementary  — 
and  evolved  to  more  sophisticated  trauma  and 
burn  units.  Paramedical  involvement  in  emer- 
gency systems  with  remote  telemetry,  capability 
for  administration  of  IV  medication,  intra-tra- 
cheal  or  other  airway  maintenance,  have  become 
the  vogue.  The  cost  effectiveness  of  these  sys- 
tems has  not  been  entirely  worked  out.  Instant 
communication  with  medical  facilities  allows  for 
more  appropriate  distribution  of  emergency  pa- 
tients to  hospital  emergency  rooms  which  are  not 
too  far  away  from  the  site  of  the  catastrophe  and 
are  capable  of  at  least  managing  the  most  severe 
life  threatening  situation.  Nevertheless,  there 
have  been  impositions  on  this  system  which 
appear  to  be  irrelevant— such  as  transfer  of  burn 
victims  by  helicopter  merely  because  there  is  a 
fire  department  helicopter  available.  Considera- 
tions for  availability  of  beds  and  skilled  medical 
service  generally  have  not  been  fully  im- 
plemented. 

It  is  assumed  that  a university  center  would 
have  continuously  available  trained  personnel  to 
handle  most  emergencies.  This  has  raised  the 


question  of  whether  a first  or  second  year  resident 
is  considered  equivalent  to  a skilled,  experienced 
orthopedic  surgeon,  who  may  be  a few  minutes 
further  away  from  the  emergency  room.  And  now 
we  hear  of  the  so-called  “centers  of  excellence,” 
which  may  be  confused  with  the  “center  of 
everything,”  as  though  quantity  is  equivalent  to 
ability  and  more  is  always  better. 

With  the  development  of  the  emergency  physi- 
cian specialty  a new  concept  in  emergency  room 
management  has  arisen.3  The  availability  of  a 
skilled  physician  trained  in  emergency  medicine 
has  apparently  affected  the  categorization  idea  of 
the  emergency  room  to  some  extent.  How  far  this 
will  affect  the  Joint  Commission  standards  is  hard 
to  tell,  but  it  is  evident  that  the  AMA’s  report  on 
emergency  room  classifications  and  needs 
(Guidelines  For  Categorization  Of 
Hospital  Emergency  Capabilities:  American 
Medical  Association  Commission  On 
Emergency  Medical  Services)  will  undergo 
extensive  revision  because  of  the  influence  of  the 
American  College  of  Emergency  Physicians.4 

With  some  of  these  concepts  in  mind,  categor- 
ization has  been  extended  to  a numbers  game  by 
government  agencies  and  bureaucrats.  For  exam- 
ple, after  initial  conference  by  the  American 
Academy  of  Pediatrics  and  the  American  College 
of  Obstetrics  and  Gynecology,  a standard  of  1500 
deliveries  per  year  was  established  as  minimum 
for  an  obstetrical  service.  In  the  meantime,  ob- 
stetrical and  perinatal  services  were  classified  as 
Level  I,  Level  II  and  Level  III,  with  Level  III  as 
the  most  complicated  and  most  technical  set-up. 
Attempts  are  now  being  made  to  discourage  the 


20 


Illinois  Medical  Journal 


continuance  of  obstetrical  services  at  hospitals 
which  have  fewer  than  1500  deliveries  per  year;  a 
situation  which  cannot  be  encountered  in  rural  or 
in  small  community  hospitals.5 

Another  attempt  at  categorization  arose  when 
the  designations  “primary,  secondary  and  ter- 
tiary,” were  used  to  classify  hospitals.  Discrepan- 
cies develop  when  a “tertiary”  hospital  is  sup- 
posed to  have  all  the  skilled  services,  but  in  fact,  a 
community  hospital  may  have  a highly  skilled 
person  who  delivers  an  advanced  technical  serv- 
ice in  a smaller  setting.  This  could  occur  in  a 
designation  of  plastic  surgery  center,  or  oph- 
thalmology center  because  a skilled  plastic  sur- 
geon or  an  ophthalmologist  who  has  developed  a 
unique  technic  is  present.  To  meet  this  dilemma 
the  designation  of  vertical  categorization  was 
created. 

Willemain6  constructed  a mathematical  model 
in  which  he  used  only  two  classes  or  categories  of 
emergency  room  facilities;  (1)  definitive  care  fa- 
cility and  (2)  stabilization  facility.  This  latter 
model  may  more  suitably  describe  services  that 
are  needed  for  emergent  patients.  His  paper  at- 
tempted to  relate  this  to  dollar  cost.  It  is  im- 
portant to  establish  a mix  of  facilities,  both  with 
regard  to  special  relationships  and  population  as 
well  as  facility  density.  A facility  categorization  of 
stabilization  versus  definitive  care  would  then 
allow  only  two  categories  for  emergent  patients. 
A question  for  the  Medical  Society  to  determine 
is  whether  a facility  capable  only  of  stabilization 
with  rather  limited  or  major  capacities  in  only  a 
few  areas,  (so-called  vertical  abilities)  should  be 
maintained  as  opposed  to  a comprehensive  facil- 
ity which  provides  definitive  care  in  all  areas. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  seized  upon  the  need  for  categorization 
of  emergency  rooms  and  developed  a series  of 
standards  which  have  become  more  rigid  by  the 
year.  Unfortunately,  it  did  not  have  enough 
expertise  to  inspect  emergency  rooms  and  to  es- 
tablish qualifications  on  a basis  which  was  mean- 
ingful. At  the  last  convention  of  the  American 
Medical  Association  House  of  Delegates,  (July, 
1980)  the  Joint  Commission  agreed  to  review  its 
standards  on  categorization  and  to  change  its  in- 
spection methods  so  that  criteria  would  be  more 
meaningful  and  less  rigid  and  the  need  for  more 
skilled  and  trained  inspectors  was  acknowledged. 
No  one  argues  that  these  are  not  desirable  ends, 
but  the  methods  of  achieving  them  have  not 
quite  come  to  the  expected  fruition.  The  prob- 
lem, of  course,  deals  with  triage,  that  is,  selection 
of  the  appropriate  site  for  the  patient.  Naturally, 
selection  will  favor  those  emergency  rooms 


which  are  recognized  to  be  the  most  com- 
prehensive, regardless  of  the  service  needed. 

Since  these  two  statements  have  been  made, 
triage  has  become  a matter  of  communication 
basically  between  paramedics  and  other  official 
rescue  bodies  and  communication  centers  by  use 
of  telemetry  and  other  means.  The  problem  of 
triage  remains,  however,  and  is  not  entirely 
solved  by  these  means.  (An  additional  concern  is 
the  opportunity  now  offered  to  regional  planners 
to  utilize  physician  extenders  and  allied  health 
practitioners  as  the  entry  level  to  regular  medical 
care,  much  as  paramedics  serve  as  the  entry  level 
to  emergency  medical  care). 

In  addition,  hospitals  may  provide  an  uneven 
level  of  service;  some  may  have  burn  centers  and 
others  may  have  skilled  orthopedic  facilities;  in  a 
third  an  ophthalmologic  surgeon  may  have 
reached  a degree  of  excellence  for  a specific  inju- 
ry. The  problem  of  categorization  in  these  cases  is 
that  it  tends  to  transfer  the  quality  of  medical  care 
from  the  physician  staff  available  to  the  com- 
prehensiveness of  the  institution.  This  may  not 
be  a desirable  end  and  should  certainly  be  the 
subject  of  intense  review  by  the  Medical  Society. 
Up  to  now,  institutions  have  adopted  these  cri- 
teria voluntarily,  except  that  official  designation 
of  trauma  centers  appears  to  be  established  in  Illi- 
nois (without  apparent  input  from  the  Medical 
Society).  The  criteria  for  and  designation  of  a 
trauma  center  have  not,  to  my  knowledge,  been 
reviewed  by  the  Medical  Society. 

Willemain6  concludes  that  regional  categoriza- 
tion of  emergency  facilities  by  care  capability 
within  diagnostic  classes  is  a major  thrust  of  cur- 
rent emergency  medical  service  planning.  This  is 
motivated  both  by  financial  and  clinical  consid- 
erations and  is  intended  to  better  match  emer- 
gency care  resources  to  public  demands.  Howev- 
er well  intended,  the  process  is  a complicated  one 
and  not  yet  fully  supported  by  theory  and  data.  It 
should  be  noted  that,  as  Willemain  states,  “cate- 
gorization is  a device  to  establish  regionalization 
of  the  delivery  of  medical  care.” 
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A Review 


Sleep,  Physiology  And  Disorders 


By  Abd  El  Aziz  A.  Salama,  M.D. /Springfield 

In  the  past  25  years,  study  of  sleep  mechanisms  has  developed  rapidly  and  become  a 
major  field  in  neurophysiological  research.  This  rapid  growth  is  due  in  part  to  some 
discoveries  which  have  changed  the  classical  neurophysiological  picture  of  sleep  from  the 
concept  of  a passive  resting  state  of  the  brain  to  that  of  a heterogeneous  and  complicated 
succession  of  active  phenomena. 


Sleep  has  been  a problem  since  the  creation  of 
mankind.  Hippocrates  mentioned  the  case  of  a 
woman  from  Thesus  with  melancholia  who  “be- 
came affected  with  loss  of  sleep.”  Five  hundred 
years  later,  Arataeus  (120-180  A.D.)  described 
depressed  patients  as  “sad,  dismayed  and  sleep- 
less, who  became  thin  with  their  agitation  and 
loss  of  refreshing  sleep.” 

Freud  opened  up  the  area  of  the  importance  of 
dream  content,  and  for  the  past  60  years  this  has 
played  an  important  part  in  psychiatric  theory  and 
practice.  However,  only  recently  has  the  average 
psychiatrist  become  aware  of  the  importance  of 
sleep. 

The  field  of  sleep  study  represents  a rapidly 
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advancing  frontier,  with  application  not  only  for 
treatment  of  everyday  tension,  but  also  for  psy- 
chiatric illness  and  the  entire  field  of  medicine. 

What  Is  Sleep? 

Sleep  is  a recurring  state  of  inactivity  accom- 
panied by  lost  awareness  and  decreased  respon- 
siveness to  the  environment.  Sleep  is  distin- 
guished from  coma  due  to  disease,  drugs,  or  alco- 
hol and  from  unconsciousness  caused  by  general 
anesthesia  by  the  ease  with  which  the  sleeping 
subject  can  be  roused  to  awareness  of  the  sur- 
rounding world. 

Stupor,  on  the  other  hand,  is  also  associated 
with  unresponsiveness  and  immobility,  but  the 
disorder  is  one  of  motility,  not  consciousness,  for 
the  stuporose  patient  is  fully  aware  of  the  envi- 
ronment, although  unresponsive.  There  are  a 
number  of  conditions  of  dissociated  conscious- 
ness, such  as  hypnotic  trances  and  fugue  states. 
These  are  intermediate  and  possess  some  of  the 
features  of  both  sleep  and  wakefulness.  However, 
the  affected  individual,  although  amnesic  for  his 
or  her  actions,  behaves  for  the  most  part  as  if 
fully  alert  and  in  touch  with  the  external  world. 

Hypersomnia  has  been  defined  by  Kleitman1  as 
“uncontrollable  somnolence  and  pathologically 
prolonged  sleep,  from  which  it  is  sometimes  diffi- 
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cult  to  arouse  the  sleeper,  or  to  keep  him  awake 
for  any  length  of  time  after  he  has  been  awak- 
ened.” 

Physiology  of  Sleep 

Polygraphic  studies  of  EEG  and  EMG  of  noc- 
tural  sleep  were  pioneered  by  Aserinsky  and 
Kleitman2  and  Dement  and  Kleitman.3  There  are 
two  states  of  sleep,  and  these  are  opposing  states: 

NREM  (non-rapid  eye  movement  sleep):  The 
EEG  pattern  consists  of  a background  of  slow 
waves  with  superimposed  bursts  of  12-14Hz 
spindles  and  K complexes.  (These  are  transient 
high  voltage  slow  wave  complexes  occurring  both 
spontaneously  and  in  response  to  potentially 
alerting  stimuli.)  There  is  a slow  eyeball  oscilla- 
tion during  drowsiness  prior  to  deep  sleep  and  in 
the  lightest  stages  of  NREM  sleep.  Cardio-respi- 
ratory  activity  is  steady,  with  slower  heart  and 
respiratory  rates  than  during  quiet  waking.  The 
skeletal  musculature  is  greatly  but  not  completely 
relaxed,  so  EMG  activity  of  wakefulness  con- 
tinues in  this  slow  wave  sleep.  Upon  awakening 
in  this  state,  subjects  are  likely  to  report  that  they 
were  “thinking.” 

REM  (rapid  eye  movement  sleep):  bursts  of 
rapid  conjugate  eye  movements  which  are  accom- 
panied by  a low  voltage  mixed  frequency  EEG 
pattern  and  complete  muscle  relaxation,  especial- 
ly profound  in  neck  muscles.  Cerebral  blood  flow 
is  greater  than  during  waking  hours.  Heart  rate, 
respiration  and  blood  pressure  become  highly 
variable  with  high  mean  levels.  The  penis  is  in  a 
state  of  tumescence.  When  awakened  from  REM 
sleep,  the  subject  is  likely  to  report  vivid  dreams 
with  much  visual  imagery. 

In  normal  circumstances,  REM  sleep  is  always 
preceded  by  NREM  sleep,  and  both  states  al- 
ternate in  more  or  less  predictable  sequence. 
Dream  recall  has  been  reported  in  more  than  70% 
of  persons  wakening  from  REM  sleep. 

The  term  “stage”  usually  refers  to  a relatively 
precise  but  arbitrary  subdivision  in  the  course  of 
the  continously  progressing  change. 

However,  with  regard  to  NREM  sleep,  only 
four  stages  are  commonly  accepted  as  sub- 
divisions. These  are  the  EEG  stages  of  NREM 
sleep: 

Stage  1:  A relatively  low  voltage  mixed  fre- 
quency. 

Stage  2:  K complexes  and  12-14Hz  sleep 
spindles  on  a background  of  stage  1. 

Stage  3:  Moderate  amounts  of  high  amplitude 
slow  wave  activity,  with  about  50%  of  waves  of 
2Hz  or  less. 

Stage  4:  Large  amounts  of  high  amplitude  ac- 


tivity with  more  than  50%  of  waves  of  2Hz  or  less. 

Some  degree  of  mental  activity  can  be  recalled 
during  NREM  wakenings,  but  this  lacks  the  vivid 
hallucinatory  quality  of  dreams. 

In  REM  sleep,  the  forebrain  appears  to  be 
aroused;  there  is  EEG  activation  and  elevated 
brain  temperature.  There  is  also  the  process  of 
tonic  motor  inhibition  which  is  measured  by  re- 
cordings of  the  electromyogram  of  the  neck  mus- 
cles (especially  the  digastric  muscles).  There  are 
many  muscles  which  are  not  continuously  inhib- 
ited during  REM  sleep.  This  include  the  dia- 
phragm, the  extraoccular  muscles,  the  middle  ear 
muscles,  the  intercostal  muscles,  some  muscles 
of  the  face,  the  nasopharynx  and  larynx. 

A Healthy  Person’s  Sleep 

First  there  is  drowsiness,  increased  muscle  re- 
laxation, slow  eyeball  oscillation,  and  disappear- 
ance of  the  alpha  rhythm.  This  is  followed  rapidly 
by  NREM  sleep.  Stage  4 is  reached  within  30-60 
minutes,  interrupted  after  90  minutes  by  sudden 
appearance  of  REM  sleep  for  5-10  minutes. 
There  are  four  to  six  REM  periods  during  the 
night,  alternating  with  NREM  sleep;  each  lasts 
for  10-30  minutes,  accounting  for  80-100  min- 
utes of  REM  sleep,  the  longer  periods  of  which 
are  the  late  ones. 

So,  of  the  usual  6.5-8  hours  of  sleep  of  a young 
adult,  20-25%  is  spent  in  REM,  5%  in  stage  1, 
50%  in  stage  2,  7-8%  in  stage  3,  and  3-16%  in 
stage  4. 

REM  sleep  is  much  more  abundant  in  neonates 
(about  50%  of  their  sleeping  time).  It  decreases 
progressively  after  birth,  until  the  end  of  the  first 
year.  It  is  20-25%  until  adult  life. 

Most  psychoactive  drugs  suppress  REM  sleep, 
few  increase  it  as  with  the  use  of  MAOI  and  ben- 
zodiazepine derivatives. 

Location 

NREM  sleep  center  is  located  in  the  preoptic 
region  of  the  hypothalamus,  lower  pons  and  me- 
dulla. 

REM  sleep  center  is  located  in  the  nucleus  re- 
ticularis pontis  caudalis. 

Wakefulness  is  maintained  by  tonic  discharge 
of  the  reticular  activating  system  in  the  tegmen- 
tum and  posterior  hypothalamus. 

Biochemistry  of  Sleep 

This  started  with  Jouvet  (1967). 4 He  found 
that  depletion  of  nomoamines  leads  to  the  disap- 
pearance of  the  state  of  sleep  and  that  this  effect 
was  reversed  by  both  5-hydroxytryptophan  (a 
precursor  of  serotinin)  and  by  L-Dopa  (a  pre- 
cursor of  dopamine  and  noradrenaline) . 
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Clinical  Sleep  Disorders 

The  four  major  categories  are  (1)  Primary  sleep 
disorders,  (2)  Secondary  sleep  disorders,  (3) 
Parasomnias  and  (4)  Sleep-modified  disorders. 
These  will  be  approached  separately. 

Primary  Sleep  Disorders 

Insomnia—  Insomnia,  one  of  the  most  common 
sleep  disorders,  is  characterized  by  inability  to  fall 
asleep,  frequent  and  prolonged  awakenings,  and 
early  morning  awakenings,  all  in  the  absence  of 
gross  physical  or  psychological  pathology.  Recent 
EEG  sleep  studies  indicate  that  there  is  a physio- 
logical basis  for  the  insomniac’s  complaint.  Kara- 
can,  et  al.5  have  found  these  patients  to  have 
significantly  longer  sleep  latencies,  shorter  sleep 
times,  and  less  efficient  sleep.  Insomnia  affects 
14%  of  the  population.  About  15%  of  men  and 
25%  of  women  over  45  years  of  age  take  hypnot- 
ics. Poor  sleepers  take  longer  time  to  fall  asleep, 
have  nocturnal  awakenings  and  more  of  stage  2 
and  less  REM  sleep  than  good  sleepers,  but  both 
spend  equal  times  in  stages  3 and  4 of  NREM. 
Poor  sleepers  also  exhibit  heightened  physiologi- 
cal arousal  with  faster  heart  rates,  peripheral 
vasoconstriction  and  higher  rectal  temperature. 
MMPI  showed  poor  sleepers  to  be  more  anxious, 
depressed,  and  with  more  peculiarities  of 
thought.  The  short  sleepers  are  described  as 
those  who  sleep  less  than  6.5  hours  per  night, 
who  tended  to  be  successful,  well  adjusted,  with 
little  psychopathology,  as  they  avoid  psy- 
chological problems  rather  than  facing  them. 
Longer  sleepers  tended  to  be  worriers,  shy,  mild- 
ly depressed,  anxious,  neurasthenic  and  with 
mild  psychosomatic  complaints. 

The  most  common  complaint  is  difficulty  in 
falling  asleep.  It  accounts  for  80%  of  patients  suf- 
fering from  insomnia.  Difficulty  in  staying  asleep 
and  early  morning  wakenings  are  less  frequent. 

The  Narcoleptic  Syndrome— A full  blown  form 
of  syndromes  involves  a tetrad  of  symptoms. 

Narcolepsy— This  consists  of  irresistible  at- 
tacks of  apparently  natural  sleep,  which  generally 
occur  suddenly  and  usually  last  about  15  minutes. 
The  patient  can  be  aroused  easily  as  from  normal 
sleep.  The  sleep  attacks  are  most  likely  to  occur 
after  meals  or  at  times  of  boredom  or  inactivity 
or,  in  some  patients,  during  activity,  after  which 
patients  usually  awaken  refreshed  and  there  is  a 
refractory  period  of  1-5  hours  before  the  next 
episode. 

The  incidence  of  narcolepsy  has  been  esti- 
mated at  0.2-0. 3%  of  the  population  in  a study  in 
Germany  by  Reding,  et  al.6  However,  the  syn- 
drome may  be  more  prevalent  than  was  once  sus- 


pected, since  many  cases  probably  continue  to  be 
misdiagnosed  as  epilepsy,  hypoglycemia  or  hypo- 
thyroidism. In  every  case,  a neuropsychiatric 
evaluation,  an  EEG  examination,  blood  sugar, 
hormonal  tests,  and  skull  X-rays  should  be  done 
prior  to  prescription  of  antinarcoleptic  agents. 

Most  sleep  EEG  research  on  the  narcoleptic 
syndrome  has  attempted  to  relate  the  disorder  to 
the  REM  state.  Roth,  et  al.,1  did  a study  on  nar- 
coleptics and  controls  and  stated  that  in  normals 
the  various  stages  of  sleep  occur  in  a regularly 
recurring,  clinical  fashion:  NREM  sleep  occurs 
first,  with  REM  appearing  after  about  60-90  min- 
utes of  NREM  sleep.  Thereafter,  REM  and 
NREM  alternate  cyclically  throughout  the  night. 
In  many  narcoleptics,  REM  occurs  at,  or  soon 
after,  the  onset  of  sleep. 

Cataplexy— In  this  condition  there  is  a sud- 
den decrease  or  abrupt  loss  of  muscle  tone,  either 
generalized  or  limited  to  certain  muscle  groups; 
ranging  from  transient  weakness  of  the  jaw  to 
complete  muscle  atonia  which  results  in  a sudden 
slump  to  the  ground.  Deep  tendon  reflexes  are 
lost  and  the  plantar  reflex  is  absent.  Attacks  occur 
in  clear  consciousness  and  are  transient,  lasting 
only  a few  seconds.  It  is  often  precipitated  by 
emotion,  as  in  laughter,  anger,  excitement  or 
surprise.  It  may  occur  many  times  a day.  In  this 
condition,  there  is  dissociation  between  the 
peripheral  and  central  manifestations  of  REM 
sleep.  The  biochemistry  and  pharmacological 
treatment  of  narcolepsy  are  still  largely  un- 
explored areas. 

Sleep  Paralysis— This  is  a sudden  flacid  mus- 
cular paralysis  with  total  inability  to  move  which 
occurs  in  full  consciusness,  either  while  the  sub- 
ject is  falling  asleep  or  on  waking  from  sleep.  It  is 
often  accompanied  by  an  intense  feeling  of  fear 
and  by  hypnagogic  hallucinations.  It  is  possible  to 
terminate  the  attacks  by  touching  the  patient.  As 
an  isolated  disorder,  it  has  been  found  to  occur  in 
from  2%  to  15%  of  people  in  a study  by  Goode.8  It 
appears  to  predominate  in  males,  and  there  is 
occasionally  a family  history.  Sleep  paralysis  epi- 
sodes occurring  in  narcoleptics  seem  to  occur 
during  sleep-onset  REM  periods.9 

Hypnagogic  Hallucinations— There  are 
vivid  auditory  and/or  visual  hallucinations,  often 
with  a frightening  or  terrifying  quality,  which  oc- 
cur during  waking  periods,  immediately  before 
sleep.  If  after  sleep,  it  is  called  “hypnapompic 
hallucinations.”  These  are  said  to  be  dream  ex- 
periences of  REM  sleep  onset. 

Any  of  the  four  cardinal  symptoms  of  the  nar- 
coleptic syndrome  can  occur  alone  or  in  com- 
bination with  any  or  all  of  the  others.  Narcolepsy 


for  January,  1981 


25 


alone  is  usually  a lifelong  disorder,  starting  in 
between  10-20  years  of  age. 

Narcolepsy  with  capaplexy  has  been  described 
in  association  with  multiple  sclerosis,  frontal  lobe 
meningioma  and  epidemic  encephalitis. 

A more  definite  metabolic  finding  in  nar- 
coleptic patients  is  a high  prevalence  of  dia- 
betogenic hyperinsulinism  and  obesity. 

The  Hypersomnias:  These  are  conditions  char- 
acterized by  a tendency  to  sleep  for  excessively 
long  periods,  either  as  an  extension  of  nocturnal 
sleep  into  the  late  morning  or  past  noon,  or  at 
various  times  during  normal  hours  of  wakeful- 
ness. Sleep  does  not  refresh  the  patient.  It  occurs 
during  the  NREM  sleep.  It  could  be  either  chron- 
ic or  periodic. 

A chronic  tendency  to  sleep  excessively  may  be 
associated  with  various  disorders  of  the  central 
nervous  system,  such  as  trauma  to  the  skull, 
cerebrovascular  disorders,  brain  tumors,  or  with- 
out any  underlying  pathological  lesion. 

Periodic  hypersomnia  includes  both  the 
Kleine-Levin  and  Pickwickian  Syndromes. 

Critchley10  reported  the  chief  characteristic  of 
the  Kleine-Levine  Syndrome  to  be  “periodic  hy- 
persomnia, marked  hunger  and  megaphagia  in 
adolescent  males.”  He  added  that  in  “genuine” 
cases  the  attacks  first  appear  during  adolescence 
and  occur  periodically  at  about  six  month  inter- 
vals. Each  attack  lasts  for  days  or  weeks  and  even- 
tually disappears  spontaneously.  The  onset  is 
sudden,  with  irritable  sleep  and  a vivid  dream 
content  for  more  than  18  hours  per  day.  Patient  is 
always  rousable  and  wakes  spontaneously  to  at- 
tend to  toilet  needs.  He  may  suffer  a fever  of 
100°F,  irritability,  restlessness,  depersonaliza- 
tion, difficulty  in  thinking,  disorientation,  with 
impairment  of  memory  and  time  judgment. 
There  are  also  vivid  waking  fantasies,  sometimes 
difficult  to  distinguish  from  dreams.  Episodes  of 
somnolence  and  bulimia  may  be  initiated  by  a 
period  of  hunger  and  a feeling  of  coldness  lasting 
several  days,  to  be  followed  by  a depressive 
feeling,  with  self-depreciation,  guilt,  suicidal 
ideas  and  retardation.  This  condition  has  to  be 
differentiated  from  hyperphagia  due  to  lesions  of 
the  ventromedial  hypothalamic  nuclei  and  cases 
of  somnolence  due  to  lesions  of  the  posterior 
hypothalamic  region.  Duffy  and  Dawson11  re- 
ported finding  a female  case. 

Burwell  et  al12  first  defined  the  Pickwickian 
Syndrome  as  a condition  characterized  by  “obesi- 
ty, ravenous  appetite,  impaired  respiration, 
fainting  and  an  often  irresistable  tendency  to  fall 
asleep.”  Drachman  and  Gumnit1J  stated  that 
apneic  intervals  lasting  from  5-60  seconds  begin 


to  appear  very  soon  after  the  Pickwickian  patient 
obtains  over  10  hours  of  sleep  within  24  hours. 

Secondary  Sleep  Disorders 

Secondary  sleep  disorders  are  the  conditions  in 
which  chronic  clinical  problems  are  accompanied 
by  specific  or  nonspecific  sleep  disturbances. 

Functional  Psychiatric  Illnesses—  Most  in- 
vestigators agree  that  depressed  patients  have 
less  total  sleep  time,  less  slow-wave  sleep,  and 
more  awakenings  during  the  night  than  normal 
subjects.  The  greatest  sleep  disturbance  is  during 
the  last  third  of  the  night  in  depressives  and  early 
morning  waking  in  both  manics  and  depressed. 
There  is  decreased  REM  sleep  during  the  most 
severe  stages  of  the  illness,  followed  by  an 
increase  in  this  stage  during  the  period  of  clinical 
improvement. 

In  schizophrenia,  there  is  a consistent  finding 
of  delayed  sleep  onset,  with  an  intrusion  of  the 
REM  state  into  wakefulness. 14  Kupfer,  et  al.,15 
reported  significantly  reduced  REM  time  in  acute 
schizophrenics  in  the  early  part  of  their  illness. 

Alcoholic  Psychoses—  Slow- wave  sleep  and 
REM  sleep  appear  to  be  suppressed  during  acute 
alcoholic  episodes. 16  Initially  there  is  an  increase 
in  slow-wave  activity  and  a decrease  in  REM. 
Later,  both  may  disappear  completely.  Complete 
suppression  of  REM  may  be  the  precipitator  of  an 
alcoholic  seizure.  Withdrawal  of  alcohol  is  accom- 
panied by  rebounds  of  both  slow-wave  and  REM 
sleep.  The  REM  rebound  may  provide  the  basis 
of  the  hallucinations  characteristic  of  alcohol 
withdrawal. 

Metabolic  and  Nutritional  Disorders—  Patients 
suffering  from  uremia  have  been  noted  to  experi- 
ence insomnia  at  night.  When  treated  with  renal 
hemodialysis,  the  various  aspects  of  their  sleep 
patterns  showed  marked  improvement. 

Hypothyroid  patients  showed  reduction  in 
stages  3 and  4 sleep;  when  treated,  these  stages 
improved  toward  normal  level. 

Patients  suffering  from  anexoria  nervosa 
showed  decreased  total  sleep  time.  Their  sleep 
patterns  are  more  closely  related  to  changes  in 
nutritional  status,  especially  due  to  starvation, 
than  to  changes  in  emotional  state. 

The  same  happens  with  starvation,  hyper- 
thermia and  during  the  first  trimester  in  pregnant 
women. 

Organic  Disorders—  In  lesions  involving  the 
mid-brain  tegmentum  or  posterior  hypothala- 
mus, NREM  sleep  is  depressed.  Involvement  of 
the  preoptic  area  of  the  anterior  hypothalamus 
causes  insomnia.  Bilateral  stereotactic  thalamoto- 
my gives  low  voltage  EEG  and  insomnia. 
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In  African  Trypanosomiasis  (sleeping  sick- 
ness), EEG  of  patients  showed  suppression  of 
vertex  sharp  waves,  K complexes  and  sleep 
spindles. 

In  some  demented  patients,  episodes  of  noc- 
turnal agitation  and  confusion  were  noticed  when 
awakened  from  REM  sleep. 

The  Parasomnias 

The  parasomnia  phenomenon  describes  those 
conditions  in  which  activity  similar  to  waking 
behavior  appears  during  sleep. 

Somnambulism  (sleep  walking)— This  is  not 
uncommon  in  children,  predominantly  in  males, 
15%  between  5-15  years,  and  quite  often  accom- 
panied by  enuresis  and/or  night  terrors.  There  is 
always  a positive  family  history.  It  typically  occurs 
during  slow- wave  sleep.9  The  sleep  walker  is  in  a 
trance-like  state,  displaying  investigatory  eye 
movements  with  poor  motor  coordination  and  a 
low  level  of  awareness.  His  movements  are  rigid, 
repetitive  and  purposeless. 

Somniloquy  (sleep  talking! — Appears  to  be 
quite  common,  whether  as  an  isolated  phenome- 
non or  as  an  accompaniment  to  other  sleep,  psy- 
chopathological  or  organic  disorders.  It  usually 
accompanies  body  movements  and  occurs  pre- 
dominantly during  NREM  sleep  and  in  some 
individuals  during  REM  sleep.  Arkin,  et  al., 17 
have  found  high  concordance  between  content  of 
sleep  talking  and  content  elicited  on  awakening 
from  REM  sleep-talking  episodes. 

Pavor  Nocturnus  (night  terrors)  —Occurs  in  3% 
of  healthy  children,  either  as  night  terrors  or  as 
dream  anxiety  attacks.  Both  occur  in  all  ages  and 
cultures.  Dream  anxiety  attacks  are  generally 
much  milder  than  night  terrors  and  occur  follow- 
ing a well-developed  dream  sequence  during 
REM  sleep.  Night  terrors  occur  in  the  first 
NREM  period,  in  the  first  90  minutes  of  sleep.  In 
one-third  of  cases,  there  is  sleep  walking,  often 
with  violent  movements.  All  subjects  are  also 
sleep  talkers. 

Nocturnal  Enuresis—  This  refers  to  bedwetting 
in  children  old  enough  to  have  acquired  control 
of  micturition.  It  is  the  most  frequent  childhood 
sleep  disorder.  It  predominates  in  males,  and 
sometimes  there  is  a family  history  of  the  disor- 
der. It  occurs  in  3.6%  of  boys  and  less  than  2%  of 
girls  in  the  10-11  year  age  group.  Bedwetting  typi- 
cally occurs  during  slow-wave  sleep.  Broughton9 
has  suggested  that  enuresis  is  also  a slow-wave 
sleep  arousal  phenomenon,  as  are  sleep  walking 
and  night  terrors.  Etiological  theories  of  enuresis 
are  numerous  and  varied.  It  could  be  genetic, 
habit  deficiency,  pathological  or  psychological. 


Bruxism  (Nocturnal  teeth  grinding)— Diurnal 
and  nocturnal  teeth  grinding  are  separate  phe- 
nomena.6 During  the  day  it  is  called  bruxomania, 
as  a part  of  oral  gratification.  Severe  bruxism  may 
occur  during  the  period  of  separation  or  acute 
stress.  It  could  also  be  an  expression  of  anger. 
Males  seem  to  be  more  affected,  and  up  to  15%  of 
individuals  in  a survey  gave  a history  of  bruxism. 
It  occurs  primarily  during  stage  2 sleep.  Reding, 
et  al.,6  have  proposed  that  bruxism  is  a partial 
arousal  phenomenon.  Other  factors  could  be 
found  as  in  dental  conditions,  lesions  of  the  brain 
stem,  or  due  to  psychological  factors. 

Sleep-Modified  Disorders 

These  are  clinical  syndromes  which  are  aggra- 
vated during  sleep.  The  five  most  important  are 
described  below. 

Ischemic  heart  disease—  Nocturnal  angina  pain 
attacks  appear  to  occur  predominantly  during 
REM  sleep.18  Myocardial  infarction  frequently 
occurs  during  sleep. 

Emphysema—  Abnormal  increase  in  alveolar 
C02  tension  and  decrease  in  arterial  02  saturation 
during  sleep  may  contribute  to  these  patients’ 
post-awakening  difficulties.19 

Bronchial  Asthma— Typical  asthmatic  attacks 
are  at  night.  In  children,  attacks  are  confined  to 
the  last  two-thirds  of  the  night,  while  in  adults 
they  occur  throughout  the  night. 

Duodenal  ulcer—  The  high  nocturnal  secretion 
rate  of  gastric  acid  is  particularly  exaggerated  dur- 
ing REM  sleep.20 

Epilepsy— 'EEG  studies  showed  more  abnormal 
waves  during  sleep  than  during  the  waking  state 
in  known  epileptics,  particularly  in  patients  with 
psychomotor  epilepsy.21 

Several  other  medical  disorders  interfere  with 
the  sleep  pattern  and  these  include:  neuromuscu- 
lar disorders,  metabolic  disorders  and  parasitic 
infestation. 

Treatment  for  Insomnia 

Kales  and  Gary22  evaluated  the  effectivensss  of 
psychotherapy,  pharmacological  treatment  and  a 
combination  of  both.  They  found  that  depressive 
patterns  increase  with  age.  Depression  in  the 
younger  age  group  appears  to  be  qualitatively  dif- 
ferent from  that  in  the  older  age  group.  The  type 
of  sleep  problem  (falling  asleep,  staying  asleep,  or 
early  awakening)  also  was  related  to  age.  The  use 
of  drugs  appeared  to  be  much  more  strongly  re- 
lated to  age  than  to  type  of  psychopathology. 
Drug  usage  was  strongly  related  to  increasing  age. 

The  same  evaluators23  studied  the  following 
drugs  and  their  average  doses:  (1)  Chloral  Hy- 
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drate  (Noctec)  250-500mg.;  (2)  Secobarbital 
(Seconal)  lOOmg.,  (3)  Glutethimide  (Doriden); 
(4)  Methaqualone  (Sopor)  150-300mg.;  and  (5) 
Flurazepam  (Dalmane)  30mg. 

They  found  that  all  of  the  drugs  were  initially 
moderately  to  markedly  effective  in  inducing  or 
maintaining  sleep,  or  both.  Also,  they  found  that 
by  the  end  of  a two  week  period  of  drug  adminis- 
tration, decreased  effectiveness  had  developed 
with  all  these  drugs  except  flurazepam. 

They  also  added  that  many  of  these  patients 
were  seen  in  an  ongoing  psychodynamically  ori- 
ented psychotherapy,  some  for  two  to  three  years. 

Based  on  their  theory,  flurazepam  is  the  drug 
of  choice  in  all  insomniac  patients,  whether  they 
have  a significant  difficulty  either  in  falling  asleep 
or  staying  asleep  or  both.  For  most  patients,  treat- 
ment is  initiated  with  a 15mg.  dose  at  bedtime. 
Dosage  is  increased  to  30mg.  if  no  response  is 
elicited  within  one  week. 

Treatment  for  Narcolepsy 

Several  drugs  were  used,  including  Levoam- 
phetamine  60mg./d.  Methylphenidate  80mg./d. 
for  catalepsy,  Imipramine  75mg./d.  or  chlorimi- 


pramine  25mg.  B.I.D.  (Anafranil). 

Yoshihiro,  et  al .,24  treated  four  patients  with 
narcolepsy  and  periodic  somnolence  in  which 
manifestations  such  as  sleep  attacks,  cataplexy, 
hypnagogic  hallucinations  and  sleep  paralysis 
were  markedly  improved  with  ergotamine  tar- 
tarate  only.  They  added  that  although  ergotamine 
has  generally  been  believed  to  be  in  all  likelihood 
devoid  of  significant  effects  on  the  CNS  (except 
its  activity  of  stimulating  the  vomiting  center) , it 
may  be  conceivable  that  ergotamine  or  its  metab- 
olites interferes  with  serotinin  metabolism  in  the 
brain  of  narcoleptics,  given  its  noticeable  struc- 
tural similarity  to  its  competitive  analogue,  LSD. 
Treatment  of  night  terror  was  effective  with  di- 
azepam. Imipramine  was  used  with  success  with 
nocturnal  enuresis  and  Chlorimipramine  in  cases 
suffering  the  Pickwickian  syndrome.  Hypno- 
therapy is  said  to  show  partial  success  with  brux- 
ism.  ◄ 
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A Study 

Coping  With  An  Impotent  Husband 

DomeenaC.  Renshaw,  M.D.,  M.B.,  Ch.B./Maywood 


What  is  it  like  for  a woman  to  marry  and  not  be 
sexually  approached  by  her  husband?  What 
changes  occur  in  a relationship  where  previously 
she  was  avoiding  sex  while  he  was  demanding  it 
daily,  but  slowly  he  begins  to  avoid  her?  Does  she 
worry,  feel  relief,  suspect  a rival,  think  he  has 
rejected  her,  or  feel  concern  about  his  physical 
health  when  impotence  is  recurrent?  Do  some 
women  feel  that  this  means  he  really  may  be  ho- 
mosexual? 

All  of  these  thoughts  and  more  torment  the 
wife  of  an  impotent  man.  One  40-year-old  wom- 
an said:  “I  feel  like  the  loneliest  person  in  the 
whole  world.  This  is  not  something  I can  tell  any- 
one. I could  not  talk  to  him,  he  was  more  upset 
than  I was.  I hoped  it  would  go  away.  There  were 
nights  I just  couldn’t  sleep.  I would  reach  over 
and  it  seemed  he  would  withdraw  from  me  even 
in  his  sleep.  I worried  that  I had  done  something, 
that  it  was  my  fault.”  This  history  emerged  when 
she  was  seen  for  a clinical  depression.  By  then  the 
impotence  was  of  6 years  duration.  Is  this  an  iso- 
lated or  unusual  reaction?  It  may  not  be. 

From  a study  of  the  wives  of  impotent  men,  it 
appears  this  is  a special  group  of  women  who 
need  recognition  and  assistance  by  physicians. 
Their  unexpressed  problem  may  masquerade  as 
the  depression  described  above  or  a variety  of 
other  complaints  such  as:  persistent  backache; 
chronic  headache;  continuous  lower  abdominal 
pain;  chronic  vaginitis,  etc.,  all  with  an  absence  of 
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detected  physical  signs  or  positive  tests.  It  is  only 
when  finally  the  physician  sits  down  to  ask  a few 
questions  about  sexual  function  that  the  causa- 
tive factor  of  a husband’s  impotence  may  surface, 
to  be  discussed  and  possibly  dealt  with. 

This  may  take  time,  which  the  physician  may 
not  have  at  that  moment.  However,  to  acknowl- 
edge the  problem  as  worthy  of  discussion,  sched- 
ule a next  appointment,  telling  the  patient:  “This 
is  important  and  we  must  have  some  more  time 
for  discussion.  Let  me  give  you  a Monday,  4:30 
p.m.,  appointment  so  we  can  have  half  an  hour  to 
talk.  Meantime,  you  make  some  notes:  When 
John’s  impotence  started;  how  often  he  was  im- 
potent; was  he  drinking;  is  he  now  on  medication 
and  what;  what  you  have  done  about  it,  so  we  can 
try  to  understand  where  to  go  from  here.  Impo- 
tence is  a treatable  condition  today.” 

At  the  Loyola  University  Sex  Clinic  a study  was 
done  of  151  wives  of  impotent  men.  During  a 
seven  year  period,  151/398  men  who  presented 
with  their  wives  for  sex  therapy  had  the  symptom 
of  impotence.  The  structure  of  this  medical 
school  training  program  is  to  treat  a couple  once  a 
week  for  seven  weeks  by  a dual  trainee  sex  team 
under  close  faculty  (on  site)  supervision.  The 
couple  is  seen  for  35  hours  in  those  seven  weeks; 
there  is  an  intensity  and  depth,  which  may  con- 
tribute to  therapeutic  success  of  the  modality. 
Findings  from  the  study  of  the  151  wives  may 
help  to  alert  the  practicing  physician  to  the  mo- 
saic of  human  situations  underlying  the  clinical 
symptom  of  impotence,  both  for  a male  who  pre- 
sents individually  or  his  wife,  who  may  mention 
his  problem  in  an  attempt  to  get  help  for  them 
both. 

94/151  (62%)  of  the  wives  reported  sexual 
problems:  12  primary  anorgasmia;  50  secondary/ 
situational  anorgasmia;  nine  vaginismus;  one 
dyspareunia  when  infrequent  attempts  at  inter- 
course were  made;  22/94  (24%)  reported  the 
symptom  or  complaint  of:  “no  interest  in  sex 
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anymore;”  57/151  (38%)  of  the  wives  were  free 
of  sexual  symptoms. 

In  only  12/94  (8%)  of  the  symptomatic  wives, 
did  their  sexual  problem  (primary  anorgasmia) 
precede  the  impotence.  The  other  82  symptoma- 
tic women  related  the  onset  of  their  sexual  diffi- 
culty to  that  of  their  partners. 

57  (37%)  of  the  151  men  had  attempted  inter- 
course with  one  or  more  other  women  (10  of  the 
57  had  gone  to  a prostitute).  Of  these  57,  14 
(24%)  said  they  were  “fine”  with  other  women, 
four  said  they  were  sometimes  impotent  with  an- 
other woman  and  39/57  (68%)  said  they  were 
impotent  with  their  liaison  partner  as  well.  97  of 
the  151  impotent  men,  (64%)  said  they  were  too 
anxious  about  their  performance  to  attempt  sex 
with  someone  else. 

Of  the  wives,  23/151  (15%)  had  attempted  an 
affair.  Most  of  these  23  reported,  “It  was  great  for 
my  ego”  although  10/23  said  they  had  an- 
orgasmia with  the  outside  partner.  Successful  cas- 
ual sex  appeared  to  be  as  difficult  for  them  as  for 
the  39  impotent  men  who  had  unsuccessfully 
tried  a liaison.  In  only  eight  (5%)  of  these  151 
marriages  did  both  partners  have  extra-marital 
contact,  initially  secretly  but  later  revealed  to 
each  other. 

Duration  of  the  impotence  had  ranged  from 
eight  months  in  one  to  21  years  in  another.  For 
most  of  the  151  men  their  impotence  had  been  a 
problem  for  2-10  years  before  they  sought  help. 
Seven  of  the  151  were  cases  of  primary  impotence 
in  unconsumated  marriages  of  duration  ranging 
from  eight  months  to  eight  years.  It  is  interesting 
to  note  that  58/151  (38%)  men  started  out  with 
the  initial  sexual  symptom  of  premature  ejacu- 
lation. Impotence  came  later  and  seemed  to  de- 
velop as  a secondary  symptom  defending  against 
the  initial  premature  ejaculation  symptom.  The 
initial  problem  may  have  caused  so  much  anxiety 
about  control  as  to  finally  paralyze  the  penis  into 
total  non-function.  In  three  men,  their  presenting 
complaint  at  the  Sex  Clinic  was  “lack  of  sex  inter- 
est.” It  was  only  from  a thorough  and  explicit 
sexual  history  that  the  sexual  sequence  was  re- 
vealed: premature  ejaculation,  secondary  impo- 
tence then  lack  of  desire:  a “giving-up  syn- 
drome,” and  maybe  an  easier  complaint  to  ac- 
knowledge to  self  and  to  others  than  impotence. 

For  the  26  wives  who  presented  with  lack  of 
desire,  all  related  this  symptom  to  years  of  futile 
struggle  to  achieve  successful  coitus,  feeling  re- 
jected, sexually  unattractive  and  finally  culminat- 
ing in  sexplay  avoidance  “to  prevent  frustra- 
tion.” In  none  of  the  151  impotent  men,  at  the 
time  they  reached  Loyola  Sex  Clinic,  was  there 
any  consistent  altruistic  pattern  of  meeting  the 


wife’s  sexual  needs  by  kissing,  caressing,  manual 
or  oral  genital  stimulation.  In  his  own  pain,  loss 
of  prowess,  performance  anxiety,  shame,  anger  at 
self,  self-blame  or  projected  blame  at  the  wife, 
each  impotent  man  seemed  to  be  unable  to  obtain 
vicarious  sexual  satisfaction  by  participating  in 
his  partner’s  arousal  and  climax. 

In  the  group  of  151  wives,  32  (21%)  could  be 
accurately  described  as  angry,  demanding,  depre- 
ciating and  domineering.  Seven  of  these  wives 
dropped  out  of  treatment  in  the  first  month  say- 
ing in  effect:  “Fix  him— he’s  the  patient.”  How- 
ever, the  majority  of  the  wives— 119/151  (79%) 
were  not  rejecting  or  blaming.  They  were  sup- 
portive, sensitive  and  concerned. 

At  first  it  appeared  clinically  useful  to  divide 
the  marriages  into  conflictual  and  non-conflictu- 
al.  This  may  more  easily  be  done  when  the  con- 
flict is  blatant.  However,  the  division  is  less  ac- 
curate when  the  hostility  is  camouflaged  by  denial 
or  by  good  social  skills  which  may  present  a 
facade  of  harmony.  Also,  it  was  often  difficult  or 
even  impossible  to  make  a retrospective  assay  of 
which  came  first:  conflict  or  sex  problem.  Often 
the  attempt  to  categorize  the  relationship  (con- 
flictual/not)  was  merely  academic  rather  than 
clinically  or  even  prognostically  helpful  in  treat- 
ment outcome.  Sometimes  the  most  vehemently 
conflictual  couple  showed  excellent  cooperation 
and  symptom  reversal  in  less  than  the  allotted 
seven  weeks.  Others,  however,  who  appeared  su- 
perficially cordial  and  verbally  agreed  to  cooper- 
ate in  treatment,  (yet  pleasantly  avoided  suggest- 
ed home  loveplay  which  is  an  essential  part  of  sex 
therapy)— retained  their  sexual  symptom.  There 
seemed  to  be  a hidden  agenda  of  “help  us  but 
don’t  change  us!” 

When  couples  comply  and  do  their  loveplay  for 
a few  weeks  at  home,  the  enjoyment  and  close- 
ness can  rapidly  undo  years  of  confusion  and  ten- 
sion. Surprisingly,  even  sensual  (rather  than  spe- 
cifically genital)  caressing  may  stimulate  erotic 
erections  not  experienced  in  many  years.  A 65- 
year-old  who  was  skeptical  of  face  caressing  and 
kissing  experienced  from  this  his  first  full  erec- 
tion in  seven  years.  One  wife,  said:  “No  man  with 
hands  or  mouth  needs  to  be  impotent— I’m  so 
lucky,  I (.  . . achieve  orgasm  . . .)  in  about  five 
minutes.  It’s  been  almost  eleven  years  since  we 
had  intercourse.  Perhaps  it’s  15  years  ago  since 
he  touched  my  body.  I used  to  masturbate  in 
secret.  For  the  last  two  years  I do  it  in  bed,  he  lies 
there  pretending  to  be  asleep  but  I know  he’s 
not— He  says  nothing  about  sex  or  the  lack  of  it. 
This  is  worse  than  being  brother  and  sister,  be- 
cause I feel  so  bottled  up,  like  I may  explode  one 
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day.  Why  won’t  he  even  talk  about  it?”  The  bar- 
rier and  the  burden  of  sexual  silence  was  indeed 
painful  for  this  woman  who  wept  as  she  told  her 
story  for  the  first  time  at  age  42. 

We  found  it  helpful  to  divide  wives  of  impotent 
men  into  two  groups:  the  unfaithful  and  the 
faithful.  The  choice  of  these  terms  was  descrip- 
tive, not  moralistic.  It  helped  us  to  evaluate  what 
personal  solutions  had  been  tried,  how  these  had 
worked  and,  what  commitment  she  had  to  pre- 
serving marriage  now.  It  was  particularly  helpful 
in  clarifying  the  actual  presenting  complaint  to 
the  doctor  and  answering  our  query:  “ why  now?" 
125  of  the  151  couples  presented  because  they 
had  read  about  or  seen  TV  programs  about  the 
Loyola  Sex  Clinic.  26  were  referred  by  their  doc- 
tor. In  32/151  couples,  the  wives  said  they  would 
divorce  unless  the  sex  problem  was  reversed, 
thus  interpersonal  pressure  on  the  husband  pre- 
cipitated the  search  for  treatment.  In  78/151  the 
men  made  the  initial  contact  with  the  clinic.  In  70 
the  wife  called  first,  saying  the  husband  would  also 
call,  and  he  did.  In  three  cases,  the  wife  was  the 
only  one  who  called;  the  husband  complied  in 
coming  to  the  clinic.  One  of  these  three  was  an 
extremely  passive  man  who  followed  every  given 
instruction  and  suprisingly  reversed  the  impo- 
tence within  five  weeks,  with  marked  animation 
and  satisfaction  for  both.  However,  two  of  the 
three  men  who  had  not  confirmed  the  telephone 
intake  came  resentfully,  apparently  unable  to  re- 
fuse openly.  However,  for  each  of  these  two  men 
(as  for  a number  of  others)  there  was  private 
masturbatory  potency,  but  in  the  couples’  con- 
flictual  interactions,  the  selective  impotence  was 
clearly  a retaliatory  withholding  pattern.  In  the 
vernacular,  the  underlying  message  was  “I  can 
screw  you  by  not  screwing  you — ” 

Of  the  7/151  wives  who  discontinued  within 
the  first  month,  three  were  currently  involved  in 
a secret  affair.  (Three  husbands  also  dropped  out 
of  treatment  in  week  two  for  the  same  secret  rea- 
son. They  were  potent  elsewhere  by  choice.) 
Four  of  the  women  who  dropped  out  said  they 
had  “better  things  to  do”  and  it  was  “not  my 
problem.”  Their  husbands  completed  seven 
weeks  of  treatment  as  solo  patients.  A fourth  hus- 
band dropped  out  in  week  three  (primary  impo- 
tence in  an  unconsummated  marriage.)  He  was  a 
brittle,  anxious  “workaholic”  who  accepted  a re- 
ferral for  artificial  insemination  to  meet  his  wife’s 
demands  for  a child,  which  later  was  so  con- 
ceived. A total  of  140/151  wives  completed  the 
seven  weeks  of  treatment  with  their  husbands. 
Symptom  outcome  for  the  impotence  showed: 
nine  total  failures  (the  four  dropout  husbands 
were  included  here);  28  partial  failures  (potent 


with  masturbation  but  no  intercourse  was  at- 
tempted by  week  seven  of  treatment  nor  were 
followup  forms  returned.)  Therefore,  our  failures 
for  the  males  totalled  37/151  (24.5%).  For  the  94 
symptomatic  wives  87  (92%)  reversed  their 
symptoms,  and  seven  (8%)  remained  symptoma- 
tic, a significantly  lower  failure  rate  than  for  their 
husbands. 

The  new  brief  sex  therapy  may  thus  offer  a 75% 
immediate  success  rate  in  seven  weeks  for  impo- 
tence, which  seems  wonderful  in  the  face  of  the 
years  when  there  was  no  available  successful 
treatment.  Yet  clinical  caution  is  advised,  since 
impotence  is  also  a symptom  which  has  a no- 
toriously high  relapse  rate  under  any  stress.  Fol- 
low-up is  critical  yet  extraordinarily  difficult. 

Small  improvements  in  the  husbands  brought 
high  optimism  and  positive  evaluations  from  all 
the  wives,  even  from  the  wives  of  men  we  had 
counted  technically  as  failures  since  their  symp- 
tom of  impotence  had  not  reversed  sufficiently  to 
achieve  intercourse.  All  of  those  who  completed 
the  course  of  treatment  rated  improvement  in: 
communication,  sexual  knowledge  and  sexual 
enjoyment  from  extra-genital  as  well  as  from  gen- 
ital contact. 

Sexual  symptoms  are  not  life-threatening,  but 
they  may  be  severely  disruptive  or  destructive  to 
individual  or  to  marital  adjustment.  Therefore, 
some  in-depth  questioning  is  indicated  when  a 
symptom  such  as  impotence  emerges.  The  fol- 
lowing few  preliminary  questions  from  the  physi- 
cian to  husband  or  wife  could  give  perspective 
even  on  a busy  afternoon  when  time  pressure  is 
real.  “How  long  have  you/he  been  impotent? 
What  do  you  think  is  the  cause?  How  old  are  you/ 
is  he?  Have  you/he  been  ill?  What  medication 
are  you/is  he  on?  How  much  do  you/does  he 
drink  daily?  Have  you/has  he  gone  recently  for  a 
medical  check  or  to  a urologist?  What  do  you/ 
does  he  think  is  the  cause?  Are  you/is  he  de- 
pressed? Have  you/has  he  lost  appetite,  weight  or 
sleep?  Do  you/does  he  have  erections  when  you/ 
he  wakes  in  the  morning?  Will  you/he  come  in  to 
see  me  or  a urologist?  What  have  you  done  about 
it?  What  has  he  done  about  it?  Have  you  had  an 
affair?  Does  she/he  know?  Do  you  think  she’s/ 
he’s  having  an  affair?  How  can  I best  be  of  help  to 
you?” 

When  there  is  time  allotted  for  a longer  inter- 
view with  the  wife  of  an  impotent  man  these  cate- 
gories may  emerge  on  historical  exploration. 

Unfaithful 

This  wife  has  sought  at  least  a sexual  and  pos- 
sibly an  emotional  solution  elsewhere  in  a liaison. 
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The  physician  needs  to  know  why  she  presents 
now.  Is  she  seeking:  permission  to  continue  the 
affair/relief  from  guilt/permission  to  divorce/ 
someone  (the  doctor)  to  set  limits  on  her  behavi- 
or/help for  their  marriage  or  something  else?  Is 
she  worried  about  a pregnancy  or  V.D.  ? Answers 
can  come  from  a thorough  general  and  sexual 
history,  plus  a careful  physical.  When  did  the  af- 
fair occur— before/after  the  husband’s  impo- 
tence? How  is  her  sexual  response  with  husband/ 
lover?  Does  husband  know?  How  did  he  find 
out?  How  did  he  respond?  How  committed  to  her 
is  the  lover?  Is  he  free?  Will  he  divorce?  How 
easy  has  it  been  to  keep  the  affair  secret?  How 
much  deceipt,  shame,  guilt,  fear  of  discovery? 
Have  there  been  multiple  lovers?  Have  there 
been  any  complications  in  the  lover’s  marriage  as 
a result  of  their  affair?  Has  he  left  the  patient 
now?  Does  she  feel  upset  or  depressed  about  this 
loss?  Has  her  husband  had  an  affair?  When?  How 
long?  How  did  she  find  out/react? 

Then  her  attitude  to  her  marriage  must 
be  assessed.  Why  did  she  marry  her  husband? 
Does  she  enjoy  some  aspects  of  her  marriage: 
comfort/companionship/security/sports/chil- 
dren?  What  positives  keep  her  in  the  marriage 
now?  What  problems  does  she  see  now  in  her 
husband/the  marriage/the  lover/a  separation/a 
divorce?  Have  there  been  any  trial  separations  or 
serious  divorce  discussions?  Has  she  doubted/ 
regretted  her  decision  to  have  an  affair  and  does 
she  plan  to  remain  faithful  now?  Would  she  agree 
to  marital/sex  therapy?  Does  she  think  she  can 
continue  to  keep  the  secret  in  this  way?  Secrets 
cause  anxiety.  Is  she  feeling  upset?  Do  her  chil- 
dren/does her  mother  know  of  the  lover?  Would 
she  want  them  to  know?  If  they  know,  what  have 
they  said?  How  dependent  is  she  on  her  husband 
emotionally,  financially  and  socially? 

It  would  be  unusual  for  an  unfaithful  wife  who 
has  made  outside  sex  her  way  of  adaptation  to 
present  to  her  physician  unless  there  was  some 
discomfort:  doubt,  guilt,  anxiety  or  depression. 
Does  she  have  any  sexual  symptoms/dysfunc- 
tions/questions? 

Faithful 

Here  the  wife’s  adjustment  of  several  years  to 
her  husband’s  impotence  may  suddenly  be  dis- 
turbed by  some  event:  a close  friend’s  divorce  or 
affair:  “Should  I do  something  too?’’  or  new  sex- 
ual knowledge,  “I  just  read  an  article  in  Woman’s 
World  that  impotence  can  be  treated  today.  Can 
you  help  us,  doctor?”  The  physician’s  approach 
should  proceed  as  described:  A thorough  per- 
sonal sex  history  plus  a physical  for  both.  Also 
necessary  is  a detailed  explicit  history  regarding 


the  husband’s  sexual  symptom,  her  own  sexual 
desires/functioning/activity/fantasies/solutions. 
Has  she  thought  about  possible  ways  to  cope? 
What?  Has  she  blamed  herself/talked  to  family, 
friend,  minister,  counsellor?  Has  she  adjusted  in 
other  areas:  as  a parent,  social,  domestic,  job, 
special  skills,  a career?  How  much  closeness,  af- 
fection, mutuality,  trust,  respect,  honesty,  is 
there  in  the  relationship  with  her  husband?  Does 
she  feel  sexual/attractive?  Is  there  enough 
intimacy  between  them  for  him  to  respond  and 
cooperate  in  a brief  treatment  program  to  help 
them  complement  their  present  relationship  with 
improved  sexual  functioning? 

As  a physician  it  is  unwise  to  accept  at  face 
value  the  statement  “He  would  never  come  for 
treatment.”  Rather  say:  “Tell  your  husband  it 
will  be  easier  to  treat  you  together.  Have  him 
keep  this  appointment  with  me  4:00  p.m.  on  the 
10th.  If  he  cannot  make  it  have  him  call  me  to 
discuss  it  or  make  a better  time.”  The  husband  will 
usually  come  in.  He  needs  to  be  given  recognition 
for  coming  in  since  it  shows  commitment.  “I’m 
so  glad  you  came  in  and  are  concerned.  How  do 
you  see  the  situation?  Do  you  think  there  is  a 
problem?  What  do  think  it  is?  How  do  you  feel 
about  your  wife’s  role  in  the  problem?  Is  it  sexual 
or  a communication  problem?  Are  you  interested 
in  obtaining  help  for  it?  Couples  today  can  re- 
ceive sex  therapy  together.  Would  you  consider 
this  possibility?” 

From  the  Loyola  study  it  is  clear  that  many 
complex  factors  interact  to  produce  sexual  prob- 
lems in  general  and  impotence  in  particular.  The 
other  half  of  the  coital  equation  is  the  wife  of  the 
impotent  man,  who  seems  unable  to  win  for  los- 
ing. If  she  approaches  him  for  sex  she  has  been 
labelled  in  the  scientific  literature  as  demanding, 
domineering  and  castrating.  If  she  does  not 
approach  him  she  is  looked  upon  as  infantile, 
passive,  masochistic,  non-sexual  or  maternal. 
These  theoretical  generalizations  applied  poorly 
to  the  151  women  we  studied. 

What  literature  is  available  on  the  wife  of  the 
impotent  man  is  slanted  in  a sophisticated  wav 
toward  blaming  her  for  his  problem.1,2  Words 
like  domineering,  castrating,  mother  substitute, 
sexually  demanding  or  agressive  all  too  fre- 
quently appear  in  theorizing  the  causation  of  the 
husband’s  sexual  symptom.  It  is  implied  that  if  he 
had  another  partner,  seductive,  submissive, 
adoring  and  less  maternal,  then  he  would  not  be 
impotent.  Using  this  line  of  reasoning  many  men 
have  attempted  self-help  for  their  impotence  by 
having  sex  outside  of  a coupleship  or  marriage. 
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Unfortunately,  in  the  past  and  even  today  a doc- 
tor may  suggest  that  a man  with  suspected  psy- 
chogenic impotence  go  to  a prostitute— using  this 
same  stereotyped  rationalization:  That  his  wife  is 
the  etiology  of  his  impotence,  and  that  a pros- 
titute is  a “sexpert,”  without  emotional  impact 
and  is,  therefore,  non-threatening.  Sometimes, 
as  our  study  noted,  this  extra-marital  contact  may 
be  reported  as  helpful.  However,  for  many  the 
impotence  persisted  with  the  new  partner  and 
there  was  further  (even  disasterous)  loss  of  self- 
esteem to  an  already  sexually  insecure  man.  A 
newspaper  headline  reported  a note,  “I  can’t 
even  make  it  with  a prostitute,”  by  a 28  year  old 
man  who  then  attempted  suicide  in  a motel  room. 

Historical  Perspective 

In  the  late  1800s,  Freud  and  subsequent  psy- 
choanalysts sought  causes  for  impotence  within 
the  unconscious  of  the  patient  in  contrast  to  prior 
medical  theories  which  blamed  masturbation  or 
the  size  of  the  penis.3’4  Freudians  implicated 
many  intrapsychic  dynamics:  repressed  hostility 
towards  women  (starting  with  mother);  cas- 
tration anxiety  upon  confronting  a woman  with- 
out a pendulous  penis;  identification  with  a pass- 
ive feminine  role  where  a man  prefers  to  be  not 
penetrator  but  penetratee;  fear  of  damage  to  the 
penis  by  insertion  into  the  unknown  dark  canal  of 
the  vagina  (vagina  dentata);  unconscious  anxiety 
about  impregnation  and  parenting;  inability  to 
risk  closeness  for  fear  of  absorption  of  the  fragile 
self  by  another;  a deep  passivity  and  masochism. 
Then  there  is  the  favorite  old  hypothesis  often 
used  to  explain  impotence:  the  “mother/madon- 
na complex”  where  husband  presumably  sees 
wife  as  mother.2  The  incest  taboo  allegedly  then 
interferes  because  the  idealized  mother  is  pure 
and  to  him  sexually  untouchable.  These  theories 
kept  many  men  on  analysts’  couches  for  long 
years,  discussing  the  patients’  dynamics,  yet  their 
impotence  remained  quite  intact  and  unrelieved. 
Until  Masters-Johnsons’  successful  new  sex  ther- 
apy, the  medical  profession  had  little  else  to  of- 
fer.5,6 Masters’  careful  studies  pointed  to  sexual 
ignorance,  religious  orthodoxy,  sexual  inhibi- 
tions and  performance  anxiety  as  high  on  the  list 
of  causes  of  impotence.5,7 

The  women’s  movement  in  the  1960s  brought 
an  interesting  academic  aftermath,  namely  a 
spate  of  articles  projecting  blame  for  a “New  Im- 
potence” on  the  increased  sexual  freedom  of 
women,  who  were  now  alledgedly  demanding  sex 
for  the  first  time  and  intimidating  their  partners 
to  the  point  of  erectile  failure.8,9  However,  it  is 
worth  mentioning  again  that  psychogenic  impo- 


tence is  perhaps  the  most  ancient  sexual  dysfunc- 
tion. It  had  perplexed  and  vexed  men  and  their 
partners  for  centuries  before  the  term  feminist 
was  ever  invented. 

The  difficult  burden  of  the  wife  of  the  impotent 
man  has  perhaps  suffered  benign  neglect  in  all 
the  centuries  of  phallocentric  emphasis  upon  a 
cure  for  their  partners.10 

For  failures  of  sex  therapy,  surgical  penile  im- 
plants are  available  as  another  treatment  modality 
for  impotence.11  It  was  discussed,  but  only  one  of 
37  men  we  referred  to  our  Urology  Department 
inquired  about  its  insertion.  The  penile  implant 
may  be  of  great  value  to  a loving  couple,  but  to  a 
conflictual  pair  it  may  simply  be  one  more  battle 
zone.12 

Every  clinician  may  unfold  confusion,  self- 
blame, low  self-confidence,  rationalization,  rejec- 
tion feelings,  resentment,  retaliation,  resigna- 
tion, even  sometimes  relief  in  the  wife  of  the 
impotent  man.  Some  of  these  wives  will  want  to 
talk,  others  will  not.  Some  will  prefer  not  to  be 
involved  in  treatment,  others  will  welcome  it.  At 
best,  optimum  health  care  will  encompass  the 
office  questions  here  outlined.  At  least  the  physi- 
cian’s recognition  of  the  sexual  problem  may  lead 
to  suggested  reading  for  self-help  at  home  or  to 
referral  to  a reliable  source  of  help.  A better  sex- 
ual exchange  readily  improves  the  quality  of  life 
for  each  partner  and  eventually  assists  the  ad- 
justment of  the  entire  family.  ◄ 
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Surgical  Grand  Rounds 


John  M.  Beal,  M.D.,  Contributing  Editor 


Surgical  Grand  Rounds  are  held  weekly  on  Tuesday  at  5:00  p.m.  in  the  Offield 
Auditorium  of  the  Passavant  Pavilion  of  Northwestern  Memorial  Hospital.  Pa- 
tient presentations  from  Northwestern  Memorial  Hospital  and  the  Veterans  Ad- 
ministration Lakeside  Hospital  form  the  basis  of  the  discussions.  This  case  report 
was  part  of  the  Surgical  Grand  R ounds  of  January  15,  1 980. 


Case  Report: 


PHEOCHROMOCYTOMA 


Dr.  Jordan  Gottlieb:  A 56-year-old  woman 
was  admitted  with  a 9 year  history  of  hyper- 
tension. Her  blood  pressure  during  this  period 
was  usually  200/100,  although  she  was  taking  Dy- 
azide®  and  Aldomet,®  usually  in  fairly  small 
doses.  During  an  evaluation  in  1973,  borderline 
elevation  of  her  urinary  VMA  was  found.  In  the 
fall  of  1979,  she  was  admitted  with  ill-defined 
symptoms,  characterized  by  “strange  feelings” 
starting  in  her  mid  abdomen,  radiating  into  her 
neck,  followed  by  pounding  headaches  that  lasted 
for  one  to  two  minutes,  accompanied  by  a sen- 
sation of  warmth,  sweating  and  palpitation.  She 
denied  any  tremors  and  anxiety  and  family  mem- 
bers did  not  observe  any  flushing.  She  had  a re- 
cent gain  of  about  eight  pounds,  and  complained 
of  mild  polydypsia,  urinary  frequency,  and  diar- 
rhea. She  said  that  these  attacks  could  be  pre- 
cipitated by  coughing  but  not  by  food  ingestion, 
urination,  or  defecation. 

Physical  examination:  blood  pressure  194/100, 
pulse  88.  Her  skin  was  of  normal  texture  and 
color.  There  were  neither  cafe-au-lait  spots  nor 
any  subcutaneous  nodules.  Lungs  were  clear.  A 
grade  one  systolic  murmur  was  present.  No  ab- 
dominal masses  or  tenderness  were  present. 

Laboratory  findings  were  significant.  Urinary 
VMA  8.0  (normal  less  than  6.8),  her  urinary 
catecholamines  were  markedly  elevated  to  715 
(normal  less  than  180).  Urinary  170H  and  17  ke- 
tosteroids  were  within  normal  limits  and  serum 


epinephrine  was  normal.  However,  serum 
norepinephrine  was  markedly  elevated,  1404 
(upper  limits  of  normal  330).  Serum  dopamine, 
parathormone,  calcium,  and  thyrocalcitonin  were 
normal.  Radiologic  studies  included  a CT  Scan, 
angiographic  and  ultrasonic  exams,  and  demon- 
strated a right  adrenal  mass.  Her  preoperative 
preparation  included  control  of  her  blood  pres- 
sure with  phenoxybenzamine.  She  was  not  given 
propranol  and  she  neither  had  tachycardia  or  any 
other  arrhythmia. 

Operation  involved  exploration  of  the  right  ad- 
renal with  excision  of  the  pheochromocytoma. 
The  left  adrenal  and  the  periaortic  nodes  were 
examined  from  the  celiac  axis  down  to  the  aortic 
bifurcation  and  were  unremarkable.  Her  postop- 
erative course  was  unremarkable,  without  recur- 
rence of  her  hypertension. 

Dr.  Bohdan  Wasiljew:  It  was  somewhat  un- 
usual that  two  patients  with  pheochromocytoma 
were  admitted  within  two  weeks  of  each  other. 
The  second  patient  to  be  presented  was  found  to 
have  a pheochromocytoma  which  involved  the 
organ  of  Zuckerkandl.  This  patient  was  a 40-year- 
old  man  who  reported  juvenile-onset  diabetes  of 
30  years’  duration.  The  patient  had  severe  pe- 
ripheral vascular  disease,  and  a vascular  op- 
eration was  planned  at  another  hospital.  During 
the  induction  of  anesthesia,  the  patient’s  blood 
pressure  increased  rapidly  to  190/100,  associated 
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TABLE  I 


Metabolic  Products  of  Pheochromocytoma  (Patient  #2) 


Pre-Op 

Normal 

Post-Op 

URINARY  PRODUCTS 

mg/24  hour 

mg/24  hour 

mg/24  hour 

metanephrines 

2.4 

0.3 -0.9 

0.4 

VMA 

11.5 

0.7 -6.8 

5.3 

7.9 

8.6 

/ug/24  hour 

/u.g/24  hour 

/xg/24  hour 

catecholamines 

405 

<180 

86 

333 

SERUM 

pgm/ml 

pgm/ml 

norepinephrine 

2626 

65  - 320 

epinephrine 

418 

0-  55 

dopamine 

4 

0-  90 

109 

with  angina.  The  operation  was  cancelled  and  the 
patient  was  re-evaluated.  He  did  not  have  a histo- 
ry of  hypertension.  He  reported  that  in  the  last 
several  years,  control  of  his  diabetes  had  been 
more  difficult  and  he  had  more  frequent  hypogly- 
cemic reactions.  In  addition,  he  had  occasional 
violent  behavior  reactions  witnessed  by  physi- 
cians in  the  hospital.  The  patient  had  more  hyper- 
tension at  the  time  of  coronary  angiography  and 
ultimately  was  treated  by  coronary  artery  bypass. 
Hypertension  was  again  noted  and  was  controlled 
with  nitroprusside  drip.  The  patient  was  eventual- 
ly readmitted  to  the  vascular  service  and  under- 
went a femoral  popliteal  bypass  for  limb-threat- 
ening ischemia  of  the  lower  extremity.  Again  his 
blood  pressure  exceeded  200  systolic  and  he  was 
treated  postoperatively  with  nitroprusside.  At  the 
time  of  his  hypertension  in  the  operating  room, 
24  hour  urine  collection  for  catacholamines  was 
started  and  was  positive. 

The  patient  did  not  have  palpitations,  dizzi- 
ness, or  flushing.  His  past  medical  history  also 
included  two  myocardial  infarctions.  His  med- 
ications included  20  units  of  insulin,  Digoxin,  ® 
Propranolol®  and  Percodan,®  which  was  used 
both  for  his  ischemic  rest  pain  and  for  his  rather 
severe  and  painful  diabetic  neuropathy.  On  physi- 
cal examination  the  patient’s  blood  pressure  was 
found  to  be  normal.  He  had  severe  diabetic  reti- 
nopathy and  bilateral  carotid  bruits.  The  patient 
also  had  a cardiac  murmur.  Abdominal  examina- 
tion revealed  no  masses  and  palpation  of  the  ab- 
domen did  not  provoke  any  episodes  of  hyper- 
tension, flushing  or  changes  in  his  behavior.  His 
extremities  revealed  changes  consistent  with  pe- 
ripheral arterial  occlusive  disease.  The  patient 


had  diminished  femoral  pulses  bilaterally  and  ab- 
sent distal  pulses. 

Routine  laboratory  examination  upon  admis- 
sion revealed  no  abnormalities.  His  initial  24 
hour  urinary  VMA,  started  at  the  time  of  his  last 
anesthetic  and  repeated  on  two  occasions,  was 
abnormal.  The  results  are  listed  in  Table  1.  The 
patient  underwent  abdominal  angiography  which 
revealed  a 3x4cm  vascular  tumor  situated  just 
above  the  origin  of  the  interior  mesenteric  artery. 
CT  Scan  confirmed  a perioaortic  mass  while  the 
adrenal  glands  appeared  to  be  normal.  Other  ab- 
dominal masses  were  not  detected.  Serum  cate- 
cholamines were  measured  and  abnormal.  Both 
norepinephrine  and  epinephrine  and  their  metab- 
olites were  elevated,  which  suggested  to  us  that 
the  tumor  would  have  to  be  either  in  the  adrenals 
or  in  the  organ  of  Zuckerkandl.  Norepinephrine 
alone  would  be  produced  by  a tumor  located 
elsewhere  since  the  converting  enzyme  is  limited 
to  those  two  locations. 

Treatment 

The  patient  was  treated  with  Dybenzyline®and 
taken  to  the  operating  room.  At  the  time  of  lap- 
arotomy, the  pheochromocytoma  located  in  the 
organ  of  Zuckerkandl  was  removed  without  diffi- 
culty. His  blood  pressure  was  well  controlled  dur- 
ing the  operation  and  will  be  discussed  by  Dr. 
Koht.  His  blood  pressure  did  not  exceed  150/100 
during  the  operation.  His  postoperative  course 
was  uncomplicated  and  blood  pressure  remained 
normal  without  medication. 

Dr.  Gary  Dillehay:  Selective  arteriograms 
demonstrated  normal  adrenals  in  the  second  case. 
However,  a tumor  blush  is  seen  in  a mass  to  the 
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FIGURE  1 

Abdominal  aortography  demonstrated  a tumor  blush  to  the 
left  of  the  aorta,  indicated  by  arrows.  (Case  2). 


left  of  the  aorta  which  is  highly  vascular  (Figure 
1).  The  CT  Scan  demonstrated  that  the  tumor 
was  anterior  to  the  aorta.  (Figure  2)  This  is  com- 
patible with  a pheochromocytoma  arising  in  the 
organ  of  Zuckerkandl. 

Dr.  Antoun  Koht:  Three  major  problems  pres- 
ent during  anesthesia  for  the  resection  of  pheo- 
chromocytoma. These  are:  (1)  hypertension  be- 
fore and  during  the  excision  of  the  tumor;  (2) 
arrhythmia  and  (3)  hypotension  after  the  exci- 
sion of  the  tumor.  Patients  with  pheochromo- 
cytoma have  elevated  levels  of  circulating  cate- 
cholamines which  cause  increased  cardiac  con- 
tractility, elevated  total  peripheral  resistance  and 
compensatory  decrease  in  circulating  blood  vol- 
ume. Intensive  monitoring  using  EKG,  arterial 
line,  central  line,  foley  catheter,  cardiac  output 
monitoring  and  calculating  the  vascular  resist- 
ance aid  in  the  safe  management  of  these  pa- 
tients. 

Hypertension 

Both  a high  level  of  circulating  catecholamines 
during  resting  state  and  their  sudden  increase 
during  stimulation  or  manipulation  of  the  tumor 
can  increase  cardiac  output  and  the  total  pe- 
ripheral resistance,  resulting  in  elevated  blood 


FIGURE  2 

CT  Scan  localized  the  tumor  mass,  compatible  with  pheo- 
chromocytoma in  the  organ  of  Zuckerkandl. 


pressure  levels.  Blood  pressure  can  rise  to  levels 
which  threaten  cardiac  function  or  the  integrity  of 
the  central  vascular  system.  The  proper  use  of 
anesthetic  drugs  which  lower  the  blood  pressure 
(inhalation  anesthetics)  or  have  alpha-adrenergic 
blocking  effect  (Droperidol®),  and  avoidance  of 
agents  which  will  increase  blood  pressure  (Keta- 
mine®) increases  patient  safety.  Sodium  Nitro- 
prusside,®  a rapidly  acting,  short  lived  vasodila- 
tor, is  useful  to  closely  control  the  blood  pressure 
level.  The  continuous  monitoring  of  arterial  and 
central  venous  pressures  and  the  frequent  deter- 
mination of  cardiac  output  assist  in  using  nitro- 
prusside  to  control  peripheral  resistance.  If  total 
peripheral  resistance  is  low,  cardiac  output  high, 
and  there  is  tachycardia  then  an  beta-adrenergic 
blocker  is  indicated  to  decrease  myocardial  con- 
tractility. 

Arrhythmia 

During  anesthesia,  the  combination  of  high 
catecholamine  levels  and  increased  myocardial 
wall  tension  may  interact  with  the  decrease  in 
arrhythmia  threshold  due  to  some  anesthetic 
agents,  to  produce  a variety  of  arrhythmia.  Halo- 
thance®  is  notorious  for  this  effect  and  should  be 
avoided.  Enflurance®  lacks  this  action  of  sen- 
sitizing the  heart  to  catecholamine  arrhythmia 
and  Isoflorane®,  when  it  becomes  available,  will 
be  an  agent  which  will  protect  the  heart  from 
these  arrhythmia. 

Supraventricular  arrhythmias  should  be  treated 
if  they  compromise  the  circulation.  By  contrast, 
ventricular  arrhythmia  should  be  treated  immedi- 
ately. Ethrane®,  N20  - 02  was  used  in  the  first 
patient  while  high  dose  Fentanyl®,  02  was  used  in 
the  second  patient. 

In  both  cases,  2-5  PVC’s  were  noted,  but  re- 
solved before  treatment  could  be  instituted.  Si- 
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TABLE  2 ; 

Hemodynamic  Changes  During  Operation  for  Pheochromocytoma 

Premanipulation 

During 

Manipulation 

After  Excision 
of  the  Tumor 

HR 

95 

117 

87 

BP 

150/70 

258/98 

163/54 

CO. 

6.00 

5.34 

6.1 

SVR 

1013 

1907 

994 

nus  tachycardia  was  seen  in  the  second  patient  dur- 
ing manipulation  of  the  tumor,  and  Propanolol 
was  used  to  control  this  dysrhythmia. 

Hypotension  following  the  resection  of  the 
tumor 

It  is  well  established  that  hypotension  following 
resection  of  pheochromocytoma  is  due  to  the  de- 
creased blood  volume.  This  is  induced  by  the 
state  of  vasoconstriction  and  an  associated  re- 
striction of  circulating  volume.  This  abnormality 
is  best  treated  preoperatively  with  alpha-ad- 
renergic blocking  agents,  such  as  oral  Dibenza- 
lin.®  Hydration  preoperatively  and  conscious 
fluid  replacement  during  surgery  will  minimize  or 
prevent  intraoperative  hypotension  in  a patient 
properly  prepared  for  surgery.  The  measurement 
of  right  atrial  pressure  or  pulmonary  wedge  pres- 
sure, as  a guide  for  fluid  therapy  is  essential.  In 
the  two  patients  under  discussion,  Swan-Ganz 
catheters  were  inserted  and  used  to  monitor  the 
PWP,  PAP,  C.O.,  C.V.P.  Total  fluid  (crys- 
talloid, colloid)  infused  per  patient  was  about 
5000ml  and  this  kept  PWP  between  8-15mm/hg. 
Hypotension  and  arrhythmia  were  not  problems 
in  these  patients.  The  only  major  problem 
encountered  in  these  two  patients  was  hyper- 
tension during  exploration  of  the  tumor  and  this 
was  treated  with  nitroprusside  in  both  patients.  A 
representative  of  the  hemodynamic  is  shown  in 
Table  2. 

Dr.  Bohdan  Wasiljew:  We  do  not  need  another 
discussion  of  the  treatment  of  pheochromocyto- 
ma. However,  I would  like  to  add  that  there  is  a 
new  drug  which  treats  the  disease  a little  differ- 
ently. We  talked  about  blocking  the  effects  of 
catacholamines,  but  now  there  is  a drug  called 
Alpha  Methol  Tyrosine® which  prevents  the  syn- 
thesis of  catacholamines.  We  did  not  use  the  drug 
in  this  case  but  it  may  have  some  use  in  the 
future.  Certainly,  in  patients  who  are  not  op- 
erative candidates  or  have  metastatic  disease,  this 
might  be  a better  drug  and  more  physiologic.  The 
following  statistics  are  of  interest.  The  incidence 
of  pheochromocytoma  among  hypertensive  pa- 


tients (who  make  up  approximately  10%  of  the 
population)  is  somewhere  between  a half  and  one 
percent.  This  is  important  because  pheochromo- 
cytoma is  one  of  the  treatable  causes  of  hyper- 
tension. 

Literature  Review 

Pheochromocytoma  causes  approximately  800 
deaths  annually  in  the  United  States  and  these 
deaths  are  almost  always  in  patients  with  un- 
recognized tumors,  who  are  operated  on  for  some 
other  disease.  Under  those  circumstances,  the 
mortality  is  approximately  50%.  Pheochromo- 
cytomas  commonly  occur  from  the  4th  through 
the  6th  decade,  but  also  occur  in  children.  There 
are  in  fact  more  multiple,  bilateral,  extra-adrenal 
and  unusual  locations  in  children.  The  sex  distri- 
bution is  equal.  In  terms  of  physical  examination, 
although  approximately  95%  of  all  pheochromo- 
cytomas  are  located  in  the  abdomen,  less  than 
15%  can  be  palpated.  However,  in  some  series, 
50%  of  patients  experienced  attacks  of  hyper- 
tension upon  palpation  of  their  abdomen. 

In  90%,  simple  24  hour  urine  collections  for 
VMA  were  diagnostic.  In  the  remaining  10%, 
other  more  complicated  tests  were  needed.  The 
cells  from  the  primitive  neural  fold  differentiate 
into  the  sympathetic  ganglia,  the  adrenal  medulla 
and  the  paraganglia.  This  explains  why  pheo- 
chromocytomas  can  be  found  in  locations  other 
than  the  adrenals  and  why  they  are  almost  always 
related  to  the  main  vascular  axis  of  the  body. 
They  may  be  found  in  the  chest,  where  they  are 
paraspinal,  along  the  aorta  in  the  neck  and  even 
higher  but  they  are  always  behind  the  mesoder- 
mal structure,  the  pleura  or  the  peritoneum.  In 
one  large  series  which  listed  almost  200  cases, 
extra  adrenal  pheochromocytomas  were  found  in 
the  neck,  chest,  superior  and  inferior  para-aortic 
region  and  around  urinary  bladder,  pelvis,  anus 
and  vagina.  This  series  did  not  list  one  known 
case  of  intracranial  pheochromocytoma. 

Dr.  Stuart  Poticha:  The  patient  must  have 
several  days  of  alpha  blockades  to  prepare  for 
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operation.  Arteriography  should  be  performed  af- 
ter blockade  has  been  accomplished  and  just  be- 
fore exploration.  Preoperative  arteriography  is 
important  because  10%  of  pheochromocytomas 
are  extraadrenal,  10%  are  bilateral  and  10%  are 
malignant.  Incidentally,  10%  are  also  associated 
with  medullary  carcinoma  of  the  thyroid.  Arteri- 
ography can  be  important  in  localizing  the  tumor. 
Despite  the  many  surgical  approaches  to  the  ad- 
renal gland,  these  patients  should  be  explored 
through  an  abdominal  incision  so  that  the  other 
side  and  the  paraaortic  area  can  be  explored.  I 
would  like  to  stress  that  the  symptoms  of  pheo- 
chromocytoma  are  frequently  confused  with 
symptoms  associated  with  more  common  prob- 
lems. I have  seen  two  women,  one  with  pheo- 
chromocytoma  and  one  with  carcinoid  syndrome, 
in  whom  the  flushing  attacks  were  treated  with 
female  hormones  because  they  were  thought  to 
be  hot  flashes  associated  with  menopause. 

Dr.  Julius  Conn,  Jr.:  I think  that  it  is  good 
that  we  have  an  extra-adrenal  tumor  to  discuss. 
Approximately  10%  of  pheochromocytomas  will 
be  extra-adrenal  and  about  10%  will  be  multiple. 
Don’t  find  one  and  close  the  abdomen  without  a 
thorough  exploration.  ◄ 
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Immunopathology 
of  Insulin  Dependent  Diabetes 

By  Bruce  S.  Rabin,  M.D.,  Ph.D. /Pittsburgh 

Insulin  dependent  diabetes,  a disease  which  clinically  appears  to  be  a single  entity, 
may  actually  have  different  etiologies  and  pathogeneses.  Some  of  these  may  involve 
reactions  of  the  immune  system  against  the  islet  cells  of  pancreas.  Evidence  for  an 
immune  pathogenesis  to  insulin  dependent  diabetes  is  presented. 


The  predisposition  to  develop  an  autoimmune 
disease  may  be  partially  determined  by  genetic 
factors.  For  example,  it  is  well  known  that  most 
autoimmune  conditions  show  a higher  oc- 
currence rate  in  the  families  of  the  affected 
individual  and  that  women  are  more  frequently 
affected  than  men.  Similarly,  in  animal  models  of 
human  disease,  such  as  New  Zealand  mice,  ge- 
netic factors  clearly  determine  disease  sus- 
ceptibility. The  New  Zealand  Black  (NZB)  mouse 
develops  an  autoimmune-hemolytic  anemia, 
whereas  the  offspring  of  an  NZB/NZW  mating 
develop  a lupus-like  glomerulonephritis.  In  clin- 
ical situations,  it  does  not  appear  that  genetic  pre- 
dispositions follow  simple  Medelian  lines.  Gen- 
etic factors,  if  they  exist,  are  probably  polygenic. 

Both  autoimmune  and  genetic  factors  may  be 
related  to  either  the  etiology  or  pathogenesis  of 
insulin  dependent  diabetes  in  some  patients. 
Among  the  serologically  definable  HLA  antigens 
the  B8,  BW15,  CW3,  DRW3,  and  DRW4  anti- 
gens are  positively  associated  with  insulin 
dependent  diabetes. 1 If  there  is  an  association  be- 
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tween  genetic  factors  which  allow  for  the  pro- 
duction of  specific  immune  responses  and  im- 
munologically  induced  endocrine  disease  it  is 
possible  that  the  genetic  factor  is  either  repre- 
sented by  an  HLA  antigen,  or  is  in  genetic  dis- 
equilibrium with  it.  Thus,  just  as  in  experimental 
models  of  autoimmune  disease  where  genetics 
are  a factor,  there  appear  to  be  genetic  factors 
operative  in  insulin  dependent  diabetes. 

The  inheritance  of  diabetes  mellitus  has  been 
intensively  studied  for  many  years.  Familial 
aggregation  of  the  disease  is  well  known,  yet  the 
genetic  factors  and  modes  of  inheritance  remain 
unknown.  Various  investigators  have  implicated 
virtually  every  mode  of  inheritance,  including 
simple  autosomal  recessive,  simple  autosomal 
dominant  with  incomplete  penetrance,  and  poly- 
genic inheritance.  Environmental  factors  may  in- 
teract with  genetic  factors  or  may  be  solely  re- 
sponsible for  disease.  Twin  studies  utilizing 
identical  and  fraternal  twins  reveal  45-96%  con- 
cordance of  diabetes  or  glucose  intolerence  in 
monozygotic  twins  in  contrast  to  3-37%  concord- 
ance in  dizygotic  twins.2 

A recent  study  has  been  done  with  24  families 
containing  two  or  more  cases  of  insulin  depend- 
ent diabetes.3  55%  of  the  diabetic  pairs  identified 
were  concordant  for  both  HLA  haplotypes.  One 
case  was  found  in  which  there  were  two  diabetic 
siblings  sharing  no  HLA  haplotypes.  Eight  non- 
diabetic siblings  who  were  HLA  identical  with  the 
diabetic  sibling  did  have  an  abnormal  glucose  tol- 
erance test. 

Approximately  7-10%  of  families  with  a child 
having  insulin  dependent  diabetes  (IDD)  will 
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have  a second  IDD  child.  In  these  families  an 
HLA  identical  sib  appears  to  have  a high  risk  of 
developing  IDD.  However,  in  families  with  a sin- 
gle case  the  role  of  HLA  linked  genetic  factors  is 
unclear. 

Viral  Infections 

It  is  most  unlikely  that  genetic  factors  are  of 
themselves  capable  of  initiating  an  autoimmune 
disease.  It  is  likely  that  either  antigenic  alteration 
or  some  type  of  alteration  in  the  immune  system 
itself  is  capable,  in  the  proper  genetic  setting,  of 
eliciting  an  autoimmune  response.  For  example, 
a virus  may  function  in  one  of  two  ways  to  pro- 
duce antigenic  alteration:  the  virus  may  have 
structural  similarity  with  tissue  constituents  or  a 
tolerance  breakdown  may  be  caused  by  alteration 
of  self  antigens.  Where  antigenic  similarities  be- 
tween an  infectious  agent  and  self  antigens  exist, 
the  immune  response  reacting  to  the  foreign  anti- 
gen will  elicit  an  antibody  response  which  then 
cross  reacts  with  the  host’s  own  tissue.  As  an 
example  of  this,  rheumatic  heart  disease  may  be 
due  to  cross  reacting  antibodies  elicited  by  certain 
strains  of  beta  hemolytic  streptococci.  The  sera  of 
approximately  55%  of  patients  with  this  disease 
contain  an  antibody  to  beta  hemolytic  streptococ- 
ci which  reacts  with  myocardial  but  not  other  tis- 
sues. If  a viral  infection  occurs  in  a patient  and 
that  virus  has  an  antigen  which  is  cross-reactive 
with  human  insulin-producing  cells  of  the  pan- 
creas, autoimmune  diabetes  may  occur. 

The  most  commonly  implicated  viruses  are  the 
myxoviruses.  The  mechanism  for  viral  break- 
down of  tolerance  is  not  fully  known.  However, 
in  part,  they  may  be  related  to  the  viruses’  en- 
zymes, which  include  neuraminidase,  an  enzyme 
capable  of  splitting  sialic  acid  from  proteins  and 
thus  exposing  new  antigenic  sites.  Alternatively, 
at  some  point  during  the  life  cycle  of  the  myxovi- 
rus,  it  is  present  on  the  cell  membrane  of  an 
infected  cell.  This  can  provide  the  antigenic 
stimulus  needed  to  induce  activation  of  T helper 
cells;  the  latter  in  turn  can  stimulate  a response 
by  autoreactive  B lymphocytes. 

There  has  been  intensive  speculation  and  ex- 
perimental evidence  to  support  viral  infection  as 
a participant  in  the  etiology  of  IDD.  A correlation 
in  the  incidence  of  new  cases  with  mumps  infec- 
tion, where  the  diabetes  follows  infections  by 
approximately  four  years,  has  been  reported.4  Ex- 
perimentally, pancreatic  islet  cell  infiltration  by 
mononuclear  cells  following  virus  infection  has 
been  shown.5 

There  has  also  been  circumstantial  evidence 
for  a relationship  between  prior  viral  infections 
and  IDD.  Gamble  measured  antibody  titers 


among  123  patients  with  IDD  of  recent  onset, 
155  with  diabetes  of  more  than  two  years’  dura- 
tion and  250  normal  persons  over  a 2xh  year  peri- 
od.6 The  sera  were  tested  for  neutralizing  anti- 
body to  Coxsackie  virus  types  B1-B6  and  a sample 
was  also  tested  for  complement-fixing  antibody 
to  other  viral  and  rickettsial  agents.  The  normal 
control  comprised  177  admissions  to  a psychiatric 
ward,  27  orthopedic  patients,  18  laboratory  staff 
and  28  others.  The  age  distribution  of  cases  and 
controls  was  similar,  but  not  matched.  Insulin- 
dependent  diabetic  patients  within  three  months 
of  onset  were  found  to  have  higher  antibody  titers 
to  coxsackie  B viruses,  especially  B4,  than  either 
normal  subjects  or  patients  with  diabetes  of  long- 
er duration.  No  evidence  was  found  for  an  excess 
of  antibodies  to  mumps  or  any  of  the  other  com- 
mon respiratory  viruses. 

It  is  impossible  to  determine  from  this  study 
whether  the  coxsackie  virus  infections  occurred 
before  or  after  the  onset  of  diabetes.  Variations  in 
the  geographic  origin  of  cases  and  the  time  when 
sera  were  drawn  could  also  have  influenced  the 
results.  The  controls  were  not  matched  for  geo- 
graphic areas  and  origin  or  time  when  samples 
were  obtained.  However,  partial  adjustment  for 
these  variables  did  not  exclude  the  differences  in 
titers  for  coxsackie  viruses  between  the  juvenile 
onset  diabetes  of  recent  onset,  IDD  of  longer 
duration  and  the  controls. 

Cudworth  studied  110  people  with  insulin-de- 
pendent diabetes  as  soon  as  possible  after  diagno- 
sis.7 Each  onset  occurred  before  age  30.  The  gen- 
etic and  viral  interrelationship  were  evaluated. 
Twice  as  many  cases  were  reported  during  the  fall 
and  winter  months  than  spring  or  summer.  The 
HLA  penotyping  showed  an  excess  of  HLA  B8 
with  a relative  risk  of  2.58.  There  was  also  an 
increased  relative  risk  associated  with  HLA  types 
B18  and  BW15  (2.32  and  1.9  relative  risk).  The 
BW15  HLA  type  tended  to  cluster  during  the 
winter  months.  Serum  samples  were  examined 
for  antibody  titers  to  ten  viruses.  There  was  sig- 
nificant increase  in  coxsackie  B1  antibody  titers  in 
subjects  positive  for  both  HLA  types  B8  and 
BW15.  There  was  not  other  evidence  of  a rela- 
tionship between  a viral  antibody  titer  and  HLA 
type.  Antibody  titers  to  coxsackie  B1  and  B5  also 
tended  to  be  higher  during  the  winter  peak.  Final- 
ly, there  was  no  relationship  between  viral  anti- 
body titers  and  presence  of  islet  cell  antibody. 

Craighead  carried  out  a retrospective  study  of 
diabetic  children  attending  summer  camps  in 
New  England  during  1969.  The  prevalence  of  se- 
rum antibody  titers  against  coxsackie  B1  was  sig- 
nificantly greater  in  girls  with  IDD  than  in  control 
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children  of  the  same  age  and  sex.8 

The  incidence  of  IDD  is  increased  among  chil- 
dren with  congenital  rubella.  In  a long-term  fol- 
low-up of  patients  with  congenital  rubella  in  Aus- 
tralia, 9/45  followed  from  birth  to  age  26  had 
developed  juvenile  onset  diabetes.  None  of  the 
cases  had  first  degree  relatives  with  IDD.  Experi- 
mental congenital  rubella  infection  in  rabbits 
caused  histological  changes  in  the  beta  cells  of  the 
pancreatic  islets,  similar  to  those  found  in  mice 
made  diabetic  by  the  M variant  of  encephalomyo- 
carditis. 

Epidemiological  studies  have  suggested  a viral 
etiology  for  IDD.  The  seasonal  distribution  with 
peaks  in  winter  and  fall  may  be  related  to  the 
seasonal  variations  in  viral  infections.  There  have 
been  reports  of  simultaneous  IDD  onset  among 
siblings,  suggesting  a common  etiological  agent. 
The  studies  of  the  British  Diabetic  Association 
suggest  that  there  may  be  substantial  geographic 
variations  in  the  incidence  of  IDD  not  attributed 
to  differences  in  case  ascertainment.  There  has, 
however,  been  no  study  that  shows  a clustering  of 
diabetes  within  a community  nor  during  a specific 
time  period.  Also  there  is  very  little  evidence  for 
or  against  temporal  variation  by  year  as  compared 
to  the  seasonal  variations  within  years. 

Strong  support  for  a viral  induced  etiology  in 
some  insulin  dependent  diabetic  patients  was  re- 
cently derived  from  a study  of  a single  patient 
who  died  shortly  after  the  onset  of  diabetic  dis- 
ease. The  pancreas  was  found  to  be  infiltrated 
with  lymphocytes  and  a virus  was  isolated  from 
the  patient’s  pancreas.  Evidence  of  recent  infec- 
tion with  this  virus  was  obtained  by  showing  a rise 
in  antibody  titer  to  the  virus  in  the  patient’s  se- 
rum. When  this  virus,  possibly  a coxsackie  B4, 
was  inoculated  into  mice,  there  were  resultant 
beta  cell  necrosis,  hyperglycemia  and  inflamma- 
tory cells  found  in  the  islets  of  Langerhans.  The 
virus  was  demonstrated  within  the  beta  cells.9 

Lymphocytic  Regulatory  Defects 

Another  means  by  which  autoimmune  disease 
may  occur  are  through  alterations  occurring  in 
the  immune  apparatus  rather  than  in  the  anti- 
genic environment.  In  normal  individuals,  the 
development  of  self  reactive  clones  of  im- 
munologically  competent  lymphocytes  is  sup- 
pressed. However,  if  the  integrity  of  the  immune 
system  is  compromised,  such  cells  may  arise  and 
thereby  initiate  reactions  directed  at  endogenous 
self  antigens.  In  the  present  form,  this  theory 
represents  a modification  of  Burnett’s  original 
postulates  regarding  “forbidden  clones”. 

Experimental  evidence  supporting  this  concept 
has  been  derived  from  New  Zealand  mice  which 


are  prone  to  develop  autoimmune  diseases. 
These  animals  show  a basic  defect  in  their  capaci- 
ty to  generate  certain  immune  responses.  This 
defect  is  present  prior  to  the  onset  of  autoim- 
munity. It  has  been  suggested  that,  as  one  mani- 
festation of  this  defect,  these  animals  are  unable 
to  recognize  and  suppress  the  activity  of  autoreac- 
tive lymphocytes.  As  such,  clones  of  autoreactive 
cells  proliferate  and  subsequently  initiate  im- 
mune injuries.  In  contrast,  the  immune  system  of 
normal  animals  is  capable  of  suppressing  gen- 
eration of  self  reactive  cells.  Thus,  this  theory 
implicated  defective  suppressor  activity  as  a fun- 
damental abnormality  in  autoimmune  diseases. 

Suppressor  activities  have  been  attributed  to  a 
population  of  thymic  dependent  lymphocytes, 
and  therefore  abnormal  thymic  function  may  be  a 
primary  cause  of  defective  regulatory  mecha- 
nisms. This  activity  appears  to  be  separable  from 
the  other  activities  of  T lymphocytes,  i.e., 
mediators  of  cellular  immunity,  “killer”  func- 
tion and  “helper”  activity.  The  role  of  the  sup- 
pressor activities  of  the  thymus  in  autoimmune 
diseases  has  been  shown  to  be  important  in  cer- 
tain strains  of  mice.  Thymectomy  in  the  NZB/W 
strain  accelerates  the  autoimmune  renal  disease 
whereas  adoptive  transfer  of  normal  T lympho- 
cytes can  retard  its  progression.  This  suggests  that 
defective  T lymphocyte  suppressor  activities  may 
be  an  important  factor  in  the  expression  of  auto- 
immunity. 

A recent  report  on  an  experimental  model  of 
diabetes  is  relevant  to  the  concept  that  loss  of 
suppressor  lymphocytes  may  participate  as  part  of 
the  pathogenesis  of  some  types  of  insulin-de- 
pendent  diabetes.  Mice  were  infected  with 
encephalomyocarditis  (EMC)  virus.  This  infec- 
tion produces  diabetes.  However,  if  the  animal  is 
treated  with  irradiation  and  then  infected  with  the 
virus,  glucose  levels  remain  normal.  This  im- 
plicates an  immune  response  to  the  virus  as  part 
of  the  pathogenesis  of  the  diabetes.  If  the  animals 
were  given  cyclophosphamide  there  was  an 
increase  in  the  serum  glucose  level  over  that  seen 
in  animals  only  given  the  virus,  and  in  addition, 
there  was  an  increase  in  the  intensity  of  the 
insulitis  produced.  Cyclophosphamide  is  known 
to  decrease  the  functional  activity  of  suppressor 
lymphocytes.  Thus,  loss  of  suppressor  lympho- 
cyte leads  to  an  intensification  of  the  disease  in 
EMC-infected  animals. 1 1 

There  is  a strain  of  rat  in  which  insulin  depend- 
ent diabetes  spontaneously  develops.  If  these  rats 
are  treated  with  anti-lymphocyte  sera,  before  the 
disease  develops,  there  is  no  development  of  dia- 
betes. Once  the  animals  have  their  disease  and 
are  treated  with  anti-lymphocyte  antiserum, 
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TABLE  1 

The  steps  in  the  development  of  a relationship  between  autoantibodies  and  insulin  dependent  diabetes 

include  the  following: 

1.  The  increased  prevalence  of  juvenile  onset  diabetes  among  patients  with  Addison  disease,  pernicious 
anemia  and  thyroid  disorders  and  the  observation  that  gastric  antibodies  are  common  in  patients  with 
insulin  dependent  diabetes,  but  not  in  noninsulin-dependent  diabetes. 

2.  The  identification  of  pancreatic  islet  cell  antibodies  in  insulin  dependent  diabetes.  The  antibodies  generally 
are  present  prior  to  the  clinical  onset  of  diabetes  and  often  disappear  after  the  clinical  disease  has  been 
present  for  a time.  Approximately  60%  of  insulin  dependent  diabetic  patients  of  less  than  one  year 
duration  have  islet  cell  antibodies.  The  antibodies  tend  to  persist  longer  in  those  cases  in  which  there  is 
other  aspects  of  autoimmune  disease. 

3.  A relationship  between  HLA  and  islet  cell  antibody.  Studies  suggest  that  B8  and  B15  HLA  types  are  more 
often  associated  with  the  presence  of  islet  cell  antibodies. 


approximately  one-third  develop  normal  glucose 
tolerance  tests.  Thus,  this  data  indicates  a pri- 
mary role  for  lymphocytes  in  this  experimental 
system.  Whether  the  disease  is  initiated  by  a viral 
infection  in  the  pancreas  which  is  stimulating  a 
lymphocyte  mediated  immune  response  or  due  to 
some  type  of  regulatory  defect  of  the  lymphocyte 
is  unknown.10 

Clinically,  it  is  commonly  recognized  that 
individuals  with  various  immune  deficiencies  are 
prone  to  develop  autoimmune  diseases.  Patients 
with  hypogammaglobulinemia  (either  the  con- 
genital sex-linked  form  or  the  acquired  type)  de- 
velop an  arthritis  similar  to  rheumatoid  arthritis. 
Although  the  pathophysiological  processes  in  this 
disorder  are  not  fully  known,  it  may  result  from 
either  chronic  viral  infections,  disordered  cellular 
immunity  and/or  deficiencies  in  T suppressor 
cells.  Evidence  has  been  presented  to  indicate 
that  deficient  T suppressor  cell  function  is  of  im- 
portance in  the  lupus-like  syndromes  seen  in  the 
NZB  mice,  and  it  has  been  postulated  that  defi- 
ciencies in  T cell  function  are  of  prime  impor- 
tance in  the  genesis  of  autoimmune  disease. 
Thus,  there  is  accumulating  evidence  suggesting 
faulty  immune  regulation  as  one  prime  determi- 
nant in  autoimmunity. 

In  accord  with  a theory  implicating  an  altera- 
tion in  the  immune  apparatus  as  being  the  etiolo- 
gy of  autoimmune  disease  one  would  expect  to 
find  antibody  directed  to  multiple  tissue  in  such 
patients.  We  have  recently  confirmed  this  in  pa- 
tients with  idiopathic  oligospermia  and  in  patients 
with  oligospermia  secondary  to  ethanol  ingestion. 
Those  patients  with  idiopathic  oligospermia  have 
circulating  antibodies  directed  to  the  testicle  and 
spermatoza  as  well  as  to  the  adrenals,  smooth 
muscle  and  mitochondria.  Ethanol,  which  in- 
duces an  alteration  in  testicular  morphology. 


leads  to  the  production  of  antitesticle  and  sperm 
antibody.  However,  chronic  alcoholics  do  not  de- 
velop antibody  to  other  tissue.  Thus,  in  this 
idiopathic  condition,  which  may  be  immunologic 
in  nature,  there  is  evidence  for  a generalized 
breakdown  in  normal  immunologic  controls. 
Similar  observations  have  also  been  reported  in 
patients  with  insulin  dependent  diabetes. 

Multiple  Immunologic  Abnormalities 

There  is  substantial  information  indicating  that 
patients  with  diabetes  have  multiple  im- 
munologic abnormalities.  In  one  study  of  200 
insulin-dependent  and  200  noninsulin-dependent 
diabetics,  four  percent  of  the  insulin-dependent 
diabetics  has  pernicious  anemia.  This  was  signifi- 
cantly higher  than  in  the  noninsulin-dependent 
groups.12  Antibody  to  intrinsic  factor  and  parietal 
cells  was  found  much  more  frequently  in  the 
insulin-dependent  diabetics.  Diabetic  patients 
had  a higher  incidence  of  antibody  to  thy- 
roglobulin  than  normal  individuals.  This  was  es- 
pecially true  in  patients  over  40  years  of  age.  Ir- 
vine measured  antibody  to  the  thyroid  gland  and 
parietal  cells  in  1,054  diabetics  without  disease  of 
these  organs  and  in  871  controls.  The  young  insu- 
lin-dependent diabetics  had  an  increased  inci- 
dence of  antibody  to  the  tissues  studied  and  the 
presence  of  antibody  did  not  correlate  with  the 
duration  of  disease.13 

Nissley  divided  insulin-dependent  diabetics 
into  two  groups,  one  with  antibody  to  the  thyroid, 
parietal  cells  or  adrenal  gland  and  another  group 
without  such  antibodies.  Looking  at  the  parent 
and  siblings  of  the  patient,  a higher  frequency  of 
antibody  to  these  tissues  was  found  in  the  group 
where  the  patient  had  antibody  to  these  tissues.14 

We  have  recently  examined  290  juvenile  dia- 
betics treated  at  the  Joslin  Clinic,  Boston,  MA, 
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and  at  the  Children’s  Hospital  of  Pittsburgh,  to 
determine  the  prevalence  of  autoantibodies.  Us- 
ing an  indirect  immunofluorescent  technique,  we 
screened  for  autoantibodies  to  the  pancreatic  islet 
cells,  to  parietal  cells  of  the  stomach,  to  the  cells 
of  the  parathyroid  and  adrenal  glands,  and  to  the 
testis.  Thyroid  microsomal  and  thyroglobulin  an- 
tibodies were  evaluated  by  hemaagglutination 
techniques.  One  hundred  and  sixty-eight  patients 
have  autoantibodies  to  one  or  more  of  these  en- 
docrine organs;  of  these,  64  have  autoantibodies 
to  the  pancreas.  Forty-five  of  168  patients  with 
autoantibodies  to  one  or  more  of  these  tissues  fell 
in  the  age  range  of  12  to  14  years,  compared  with 
24  of  122  patients  without  autoantibodies. 

Lendrum  previously  evaluated  newly  diag- 
nosed diabetics  for  the  presence  and  persistence 
of  autoantibodies  to  endocrine  organs,  including 
pancreatic  islet  cells.  Islet  cell  antibodies  were 
present  in  85%  of  insulin-dependent  diabetics  at 
the  time  of  diagnosis,  but  decreased  to  about  50% 
at  one  year  from  the  time  of  diagnosis.  Their 
prevalence  was  independent  of  age.  The  prev- 
alence of  thyroid  and  gastric  autoantibodies 
increased  significantly  with  age.15 

The  age-dependent  peak  of  autoantibodies  in 
insulin-dependent  diabetes  suggests  that  the  im- 
mune system  and  autoimmunity  may  be  im- 
portant in  the  pathogenesis  of  one  type  of  insulin- 
dependent  diabetes.  The  age  range  with  maxi- 
mum autoantibody  production  coincides  with 
puberty.  Puberty  is  associated  with  thymic  in- 
volution and  with  increased  sex  hormone  pro- 
duction, factors  associated  with  exacerbation  of 
autoimmunity  in  experimental  systems,  especial- 
ly with  NZW/NZB  mice.  This  increased  oc- 
currence of  diabetes  at  puberty  has  been  pre- 
viously noted,  and  we  suggest  that  this  phenome- 
non may  be  associated  with  an  autoimmune  type 
of  insulin  dependent  diabetes. 

The  lymphocytic  infiltrate  found  in  the  pan- 
creas of  patients  dying  soon  after  the  onset  of 
diabetes  suggests  that  a cell  mediated  immune 
response  may  be  involved  in  the  pathogenesis 
(either  primary  or  secondary)  of  this  disease.  Us- 
ing a test  to  detect  the  release  of  soluble  medi- 
ators from  lymphocytes,  it  has  been  shown  that 
components  of  the  pancreas  are  capable  of  releas- 
ing mediators  from  the  lymphocytes  of  patients 
with  insulin  dependent  diabetes.  Insulin  itself  has 
been  shown  capable  of  inducing  mitosis  of  lym- 
phocytes of  patients  with  diabetes.  Such  ob- 
servations provide  evidence  that  the  lymphocytes 
of  diabetic  patients  are  primed  to  react  with  anti- 
gens of  the  pancreas  but  do  not  implicate  such 
reactivity  in  the  pathogenesis  of  disease. 


Summary 

It  is  obvious  that  a great  deal  of  complexity  is 
now  being  introduced  into  the  understanding  of 
insulin  dependent  diabetes.  Viruses  and  immune 
response  genes  are  receiving  much  needed  atten- 
tion. It  is  possible  that  the  mortality  rate  between 
definable  subsets  of  patients  with  diabetes  may 
differ.  It  is  important  to  learn  the  significance  of 
the  classification  into  types  of  diabetes  based  on 
immunologic  criteria,  and  to  check  the  validity  of 
such  classification  schemes.  ◄ 
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Rheumatology  Rounds 


l.  F.  Layfer  and  J.  V.  Jones,  Contributing  Co-Editors 


Arthritis/Dermatitis  Syndrome— Part  III 


A 24-year-old  female  was  evaluated  for  bi- 
lateral ankle  pain  and  skin  rash.  Two  weeks  earli- 
er she  had  noted  fleeting  pains  in  her  elbows  and 
knees,  rapidly  followed  by  persistent  left  ankle 
pain.  Aspirin  was  instituted  with  only  mild  relief. 
One  week  later  she  noted  onset  of  red  painful 
nodules  over  both  tibial  surfaces.  Concomitantly, 
right  ankle  pain  began.  Admission  to  the  hospital 
followed. 

She  denied  recent  sore  throat,  upper  respira- 
tory tract  infection,  diarrhea,  urethritis,  conjunc- 
tivitis, lymphadenopathy,  rash,  vaginal  dis- 
charge, pleurisy,  exposure  to  or  prior  history  of 
TB.  She  denied  recent  travel.  She  had  no  prior 
history  of  arthritis.  An  oral  contraceptive  was  her 
only  medicine.  She  denied  drug  allergies.  Further 
review  of  systems  was  unrevealing. 

On  examination,  vital  signs  were  normal.  Posi- 
tive findings  were  limited  to  the  lower  ex- 
tremities where  several  erythematous,  ex- 
quisitely tender,  nonmovable  subcutaneous  nod- 
ules, 1cm  in  size,  were  noted.  There  was  bilateral 
ankle  edema  with  mild  pitting  present,  and  ten- 
derness and  warmth  of  both  ankles.  Further  ex- 
amination was  unrewarding. 

Laboratory 

Complement  blood  count,  SMA  18,  urinalysis 
and  complement  levels  were  normal.  Rheuma- 
toid factor  and  antinuclear  antibodies  were  ab- 
sent. RPR,  ASO  and  monospot  were  negative. 
Chest  X-ray  was  clear  and  ankle  X-rays  demon- 
strated soft  tissue  swelling.  Aspiration  of  the 
ankles  was  unsuccessful.  An  intermediate 


strength  ppd  was  negative,  but  mumps  antigen 
provoked  a positive  reaction. 

Comment 

The  erythema  nodosum  syndrome  is  a non- 
specific hypersensitivity  reaction  to  a variety  of 
antigens.  This  clinical  entity  is  constituted  by 
the  acute  onset  of  crops  of  erythematous  painful 
nonpruritic  subcutaneous  nodules,  usually  on  the 
anterior  tibial  surface,  and  more  rarely,  on  the 
buttocks  or  upper  extremities.  The  lesions  are 
0.5  to  2.0cm  in  size,  tender,  rarely  coalescent, 
and  associated  with  local  warmth  and  edema.  Lo- 
cal hemorrhage  may  occur.  When  directly  over 
the  ankle,  such  edema  may  mimic  articular  swell- 
ing. Resolution  of  lesions  often  occurs  in  3-6 
weeks  without  ulceration  or  scarring,  but  recur- 
rence is  frequently  reported.  Often  the  lesions  are 
associated  with  nonspecific  systemic  symptoms 
such  as  low  grade  fever,  malaise  and  loss  of  appe- 
tite. Arthralgias  are  common  and  frank  arthritis 
can  occur,  usually  in  the  lower  extremity.  Histo- 
logically, inflammation  of  subcutaneous  fat  with 
lymphocyte  infiltration  about  septal  veins  is 
noted.  Such  changes  must  be  clinically  and  histo- 
pathologically  differentiated  from  other  causes  of 
panniculitis  including  those  associated  with  pan- 
creatic disease,  systemic  vasculitis,  erythema 
induratum,  or  Weber  Christian  disease. 

The  syndrome  is  associated  with  a variety  of 
underlying  diseases  (Table  1).  Historically,  TB 
accounted  for  a large  percentage  of  the  cases,  the 
lesions  arising  in  primary  or  recurrent  infection. 
Recently,  BCG  innoculation  has  also  been  shown 
to  produce  erythema  nodosum.  Systemic  fungal 
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Table  1 


Associated  Disorders  of  Erythema  Nodosum 


Microbial 

Tuberculosis 

Streptococcal  infection 

Lymphogranuloma  venereum 

Histoplasmosis 

Coccidiodomycosis 

N.  American  Blastomycosis 

BCG 

Yersinia 

Psittacosis 

Cat  Scratch  fever 

Leprosy 

Deep  trichophyton  infections 

Drugs 

Bromides 

Iodides 

Sulfonamides 

Oral  Contraceptives 

Salicylate 

Phenacitin 


Chronic  Inflammatory 

Ulcerative  colitis 
Regional  Ileitis 
Sarcoidosis 
Bechets  syndrome 


Idiopathic 


infections  such  as  histoplasmosis,  coccidiodo- 
mycosis and  N.  American  blastomycosis  may  also 
cause  the  syndrome.  Presumably  in  each  of  these, 
disseminated  microbial  antigen  accounts  for  the 
immunologic  response  leading  to  arthritis  and 
dermatitis.  Other  microbiological  organisms,  es- 
pecially B-streptococcus  and  lymphogranuloma 
venereum  have  been  found  to  cause  the  symp- 
tom complex.  Chronic  inflammatory  states  not 
clearly  microbiological  in  nature,  such  as  the 
inflammatory  bowel  diseases  (ulcerative  colitis 
and  regional  ileitis)  or  sarcoidosis,  may  have 
onset  or  exacerbations  heralded  by  erythema  no- 
dosum. In  sarcoid,  the  triad  of  erythema  no- 
dosum, arthritis  and  hilar  adenopathy  (Lofgren’s 
syndrome)  is  said  to  portend  a good  prognosis. 
Many  drugs  have  also  been  associated  with  the 
syndrome.  Prominent  among  these  are  oral  con- 
traceptives and  sulfonamides. 

Evaluation  of  any  patient  with  erythema  no- 
dosum should  be  geared  toward  discovery  and 
elimination  of  associated  conditions.  Therapy  re- 
mains nonspecific.  Both  the  arthritis  and  dermati- 
tis abate  rapidly  after  resolution  of  the  underlying 
disease  or  removal  of  the  offending  drug.  Non- 
steroidal anti-inflammatory  agents  such  as 
indomethacin  can  be  given  for  joint  complaints, 
as  can  intra-articular  injections  of  cortisone  for 
more  persistant  cases.  Often,  the  syndrome  is 
self-limited,  and  no  therapy  is  needed.  Chronic 


systemic  steroids  should  be  avoided  unless  need- 
ed for  the  underlying  disease. 

Conclusion 

A diagnosis  of  erythema  nodosum  as  the  cause 
of  subcutaneous  nodules  and  arthritis  in  this 
young  adult  female  was  confirmed  by  skin  biopsy 
of  a lesion.  In  view  of  her  non-diagnostic  history, 
laboratory  and  physical  examinations,  oral  con- 
traceptives were  considered  to  be  the  most  likely 
offending  agent.  These  were  stopped  and 
indomethacin,  25mg  QID  was  begun,  with  good 
initial  relief  of  joint  pains.  Skin  lesions  and  arthri- 
tis were  gone  at  4 weeks  and  alternate  contracep- 
tive methods  were  suggested.  At  a six  month  fol- 
lowup, she  demonstrated  no  recurrence  of  the 
disease. 

References 

1.  Weinstein  L.:  “Erythema  Nodosum,”  Disease-A-Month, 
July,  1969. 

2.  Blomgren  S.E.:  “Erythema  Nodosum,”  Seminars  in  Arthri- 
tis and  Rheumatism  4:1,  1974. 

3.  Baden  H.P.,  Halcomb  F.D.:  “Erythema  Nodosum  from 
Oral  Contraceptives,”  Arch.  Derm.  98:634,  1968. 

4.  Morajas  J.M.:  “Panniculitis,”  in  Dermatology,  by  Fitz- 
patrick T.B.,  Eisen,  A.Z.  et  al,  Eds.  p.  1845,  1979. 

Further  bibliography  available  from  the  authors  upon  request. 

Editor’s  Note:  This  article  is  the  last  of  a three  part 
series.  Parts  one  and  two  were  published  in  the  Sep- 
tember and  October,  1 980,  issues  of  1MJ. 


for  January,  1981 


45 


Viewbox 


(Continued from  page  6) 

Diagnosis:  Perforated  colon  carcinoma— famil 
ial  polyposis  coli 


All  of  the  choices  given  can  result  in  ex- 
travasation of  contrast  material  from  the  colon. 
This  patient,  in  addition  to  extravasation,  has  nu- 
merous filling  defects  representing  colonic  polyps 
(Figures  1,  2).  He  has  familial  polyposis  which 
accounts  for  the  development  of  colon  carcinoma 
at  such  a young  age.  He  was  treated  with  total 
colectomy  and  is  alive  five  years  later. 

An  intestinal  polyposis  syndrome  should  be 
considered  if  a polyp  is  identified  in  a young  pa- 
tient, colon  carcinoma  is  present  in  a patient  un- 
der age  40,  several  polyps  are  found  in  a patient, 
or  cutaneous  findings  known  to  occur  in  polypo- 
sis syndromes  are  discovered.1 

Gastrointestinal  polyposis  syndromes  include: 

(1)  Familial  polyposis 

(2)  Peutz-Jehgers  syndrome 

(3)  Gardner  syndrome 

Rarer  syndromes  include: 

( 1 ) Cronkhite-Canada  syndrome 

(2)  Juvenile  polyposis 

(3)  Multiple  Hamartoma  syndrome 

(4)  Blue  rubber  bleb  nevus  syndrome 

(6)  Turcot  syndrome 

Familial  polyposis  is  characterized  by  numerous 
adenomatous  polyps  of  the  colon,  but  at  least  5% 
of  patients  have  gastric,  duodenal  or  small  bowel 
polyps.2  This  hereditary  disease  is  the  most  com- 
mon gastrointestinal  polyposis  syndrome  and  oc- 
curs about  1:8000  births.  It  is  transmitted  as  an 
autosomal  dominant.  One-third  of  patients  have 
no  family  history  and  are  considered  to  be  muta- 
tions. Unlike  the  other  polyposis  syndromes 
there  are  no  findings  outside  the  gastrointestinal 
tract. 


Figure  3 

Another  patient  with  familial  polyposis.  The  entire  colon  is 
carpeted  with  myriads  of  small  adenomatous  polyps. 


The  polyps  in  this  syndrome  are  adenomatous 
and  usually  appear  after  puberty,  but  appearance 
before  age  10  (?  homozygous)  and  after  age  40 
have  been  reported.  The  polyps  range  from  1- 
2mm  to  over  1cm  in  diameter  and  may  be  sessile 
or  pendunculated.  The  left  colon  is  more  fre- 
quently involved  but  polyps  are  often  present 
throughout  the  colon.  The  colon  may  be  carpeted 
with  countless  polyps  (Figure  3).  Polyps  are 
almost  always  present  in  the  rectum.  Tiny  l-2mm 
polyps  may  not  be  identifiable  unless  air-contrast 
barium  enema  technique  is  used.  Filling  defects 
due  to  polyps  on  barium  enema  may  simulate 
fecal  material.  Doubts  can  be  resolved  with  a re- 
peat study  or  endoscopy.  A large  number  of  dis- 
eases cause  multiple  polypoid  colon  lesions  and 
some  of  the  other  polyposis  syndromes  are  char- 
acterized by  non-adenomatous  polyps  with  low 
malignant  potential.  Biopsies  are  needed  to  char- 
acterize the  polyps  in  each  patient. 

Patients  with  familial  polyposis  become  symp- 
tomatic at  age  20-40.  The  most  common  symp- 
toms are  diarrhea  and  blood  in  the  stool.  Patients 
may  also  have  abdominal  pain,  weight  loss  and, 
rarely,  symptoms  related  to  electrolyte  or  protein 
loss.  Adenocarcinoma  develops  about  15  years 
after  the  appearance  of  polyps  and  virtually  all 
untreated  patients  will  develop  carcinoma  by  age 
50. 

Treatment  consists  of  total  colectomy.  The  re- 
ported incidence  of  cancer  developing  in  the  rec- 
tum following  iliorectal  anastomosis  varies  wide- 
ly. Patients  with  retained  rectal  mucosa  require 
twice  yearly  proctoscopy  for  life.  Family  members 
at  risk  should  be  screened  and  followed  with  peri- 
odic examinations.3 
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Gardner  syndrome  is  an  inherited  (autosomal 
dominant)  polyposis  disorder  in  which  adenoma- 
tous colonic  polyps  develop  in  childhood  or  early 
adult  life.  Less  than  5%  of  patients  have  gastric  or 
small  bowel  polyps.  Polyps  are  fewer  in  number 
and  more  scattered  than  in  familial  polyposis  but 
the  potential  for  malignancy  is  the  same.  Virtually 
all  untreated  patients  will  develop  colon  carcino- 
ma. Extracolonic  features  of  Gardner  syndrome 
include  multiple  soft  tissue  mesenchymal  tu- 
mors, skeletal  osteomas,  dental  abnormalities, 
retroperitoneal  and  mesenteric  desmoid  tumors 
and  fibrosis,  and  a tendency  to  form  hypertrophic 
scars  or  keloids.  There  is  an  increased  incidence 
of  pancreatic  and  periampullary  carcinoma.1 
Some  investigators  think  that  familial  polyposis 
and  Gardner  syndrome  are  differing  manifesta- 
tions of  one  disease. 

Peutz-Jehgers  syndrome  is  a hereditary  disorder 
(autosomal  dominant)  but  one-half  the  patients 
are  sporadic  cases  with  no  family  history.  A ma- 
jority of  patients  have  small  bowel  polyps,  about 
one-third  have  colon  polyps  and  one-fourth  have 
gastric  polyps.  The  gastric  and  small  bowel  polyps 
are  hamartomas  which  do  not  become  malignant. 
The  colon  polyps  are  adenomatous  polyps.  The 
incidence  of  gastric,  duodenal  and  colonic  car- 
cinoma is  increased  in  Peutz-Jehgers  syndrome. 
Up  to  1972,  carcinomas  at  these  sites  had  been 
reported  in  15  patients.4 

Symptoms  are  related  to  small  bowel  polyps 
and  include  abdominal  cramps  related  to  intus- 
susception (often  recurrent),  rectal  bleeding,  and 
anemia.  Mucocutaneous  pigmented  macules  are 
present  in  almost  all  patients.  They  usually  devel- 
op during  early  childhood.  The  most  common 
sites  of  these  brown  to  black  lesions  are  the  lips 
and  buccal  mucosa.  The  face,  palms  and  soles  are 
less  frequent  sites  of  pigmentation. 

Cronkhite-Canada  syndrome  is  a rare  non-he- 
reditary  polyposis  syndrome  which  has  been  re- 
ported in  children  but  usually  occurs  after  age  40. 
All  patients  have  gastric  and  colonic  polyps  and  a 
majority  have  small  bowel  polyps.  The  polyps  are 
the  juvenile  type  with  no  malignant  potential. 
Prominent  extra-intestinal  findings  include  at- 
rophy of  the  nails,  loss  of  body  and  scalp  hair  and 
hyperpigmentation  of  the  upper  extremities. 
Symptoms  include  diarrhea,  anorexia,  weight 
loss,  abdominal  pain  and  vomiting.  Electrolyte 
and  protein  loss  are  often  severe.  The  prognosis 
is  grim,  especially  in  women,  but  spontaneous 
remissions  have  occurred.1 

Juvenile  polyposis  is  a rare,  usually  non-heredi- 
tary,  gastrointestinal  polyposis  syndrome.  The 
adjective,  juvenile,  refers  to  the  histology  of  the 


polyps  found  in  the  syndrome  and  not  to  the  age 
of  patients  affected.  Infants,  young  children, 
teenagers,  or  adults  may  have  juvenile  polyposis. 
Polyps  are  numerous  and  most  frequent  in  the 
colon  but  they  can  be  found  in  the  stomach  and 
small  bowel.  These  polyps  do  not  become  malig- 
nant. Patients  with  juvenile  polyposis  have  the 
same  type  of  polyps  as  the  Cronkhite-Canada 
syndrome  but  do  not  have  the  extra-intestinal 
stigmata  of  that  disease.  Some  infants  with  juve- 
nile polyposis  have  had  associated  anomalies  and 
early  death.5 

The  Multiple  Hamartoma  syndrome  (Cowden 
disease)  is  a rare  hereditary  disorder  with  ham- 
artomas found  in  tissue  from  all  germ  cell  layers. 
These  patients  have  polyps  from  the  esophagus  to 
the  rectum.  Polyp  histology  may  be  juvenile,  hy- 
perplastic or  adenomatous.  Extra-intestinal  find- 
ings are  numerous  and  include  thyroid  and  breast 
carcinoma,  skin  tumors  and  skeletal  abnormali- 
ties. Papillomatous  gingival  hypertrophy  is  a 
characteristic  finding.6 

Blue  rubber  bleb  nevus  syndrome  is  a rare,  usual- 
ly non-hereditary,  angiodysplagia.  The  name  re- 
fers to  blue  rubber  nipple-like  skin  nodules  or 
blue  nevus-like  skin  lesions.  These  lesions  are 
cavernous  hemangiomas.  They  are  usually  pres- 
ent at  birth.  Hemangiomas  may  be  found  in  other 
viscera.  Hemangiomas  occur  in  the  small  bowel, 
colon,  and  stomach  where  they  appear  as  polyps. 
The  most  serious  problem  in  these  patients  is 
gastrointestinal  bleeding.7 

Turcot  syndrome  is  a rare  hereditary  (autosomal 
recessive)  polyposis  syndrome  in  which  multiple 
adenomatous  colon  polyps  are  associated  with 
central  nervous  system  tumors.  Adenocarcinoma 
of  the  colon  has  been  reported  in  these  patients. 
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Student  Business  Section  in  Action 


Overregulation  By  The  Feds? 

This  is  the  second  of  a five-part  series  on  cigarette  advertising 


Recent  years  have  witnessed  a growing  outcry 
among  businessmen  and  others  over  what  many 
perceive  to  be  excessive  regulation  by  the  federal 
government.  One  item,  though,  has  consistently 
escaped  these  shackles:  tobacco.  Not  only  has 
Congress,  for  example,  specifically  exempted  to- 
bacco from  the  jurisdiction  of  the  Consumer 
Product  Safety  Commission  and  the  Food  and 
Drug  Administration,  but  it  has  also  thwarted 
almost  every  attempt  by  the  Federal  Trade  Com- 
mission (FTC)  to  regulate  cigarette  advertising. 

The  Federal  Trade  Commission  Act  of  1914, 
amended  in  1938,  empowers  the  FTC  “to  pre- 
vent persons,  partnerships,  or  corporations  . . . 
from  using  unfair  methods  of  competition  in 
commerce  and  unfair  or  deceptive  acts  or  prac- 
tices in  commerce.”  The  FTC,  like  similar  ad- 
ministrative agencies,  uses  two  principle  methods 
to  exercise  its  power:  adjudicatory  and  rule-mak- 
ing authority.  Adjudicatory  authority,  often  re- 
ferred to  as  quasi-judicial  in  nature,  allows  the 
FTC  to  move  against  specific  cases  of  deception 
and,  in  lieu  of  voluntary  industry  compliance,  to 
issue  cease  and  desist  orders.  Rule-making  au- 
thority (“quasi-legislative”),  on  the  other  hand, 
permits  an  agency  to  issue  general  industrywide 
guidelines  (trade  regulation  rules)  as  to  what  may 
or  may  not  be  illegal. 

Until  1962,  the  FTC  used  only  adjudicatory 
authority.  With  respect  to  cigarette  advertising,  it 
invoked  these  powers  25  times  between  1938  and 
1968.  For  instance,  according  to  Susan  Wagner, 
author  of  The  Federal  Trade  Commission: 

A 1 942  complaint  against  Brown  & William- 
son Tobacco  Company  prohibited  claims  that 
Kools  would  keep  the  head  clear  in  winter  and 
give  extra  protection  against  or  cure  colds.  . . . 
A 1945  complaint  lodged  against  R.  L.  Swain 
Tobacco  prohibited  representations  that  re- 
spondent’s cigarettes  were  endorsed  or 
approved  by  the  medical  profession;  that  they 
would  soothe  the  nose,  throat,  or  mouth;  that 
they  contained  no  irritating  properties;  and  that 
they  produced  little  or  no  stain  on  fingers  and 
teeth.  In  1950,  the  FTC  moved  successfully  to 


curb  R.  J.  Reynolds  Tobacco  Company  from 
claiming  that  Camels  aided  digestion;  did  not 
impair  the  wind  or  physical  condition  of  ath- 
letes; would  never  harm  or  irritate  the  throat  or 
leave  an  aftertaste;  were  soothing,  restful,  and 
comforting  to  the  nerves,  and  contained  less 
nicotine  than  any  of  the  four  other  largest  sell- 
ing brands. 

The  Commission  eventually  came  to  the  con- 
clusion that  dealing  with  an  industry-wide  prob- 
lem such  as  cigarette  advertising  on  a case-by- 
case basis  was  not  very  effective.  Since  the  judg- 
ment or  order  in  each  case  applies  only  to  the 
parties  to  the  case,  others  engaged  in  the  same  or 
similar  deceptive  acts  are  not  immediately  affect- 
ed. To  move  separately  against  them  would  delay 
the  process  by  months  or  even  years.  As  A.  Lee 
Fritschler  observed  in  Smoking  and  Politics, 
“the  Commission  found  itself  putting  out  brush 
fires  of  deception  while  the  inferno  raged  on.” 

As  a result,  the  FTC  developed  procedures  in 
1962  for  exercising  rule-making  authority.  And 
exactly  one  week  after  the  Surgeon  General  con- 
cluded in  1964  that  “cigarette  smoking  is  a health 
hazard  of  sufficient  importance  in  the  United 
States  to  warrant  remedial  action,”  the  FTC  an- 
nounced its  own  brand  of  remedial  action.  The 
Commission  proposed  a trade  regulation  rule 
which  would  have:  (1)  required  a health  warning 
on  cigarette  packages  and  in  advertisements  such 
as  “Caution:  cigarette  smoking  is  dangerous  to 
health. (It  may  cause  death  from  cancer  and  other 
diseases;”  (2)  prohibited  the  disclosure  of  tar  and 
nicotine  content  in  ads  until  the  Commission  es- 
tablished a uniform  testing  procedure;  and  (3) 
banned  “words,  pictures,  symbols,  sounds,  de- 
vices or  demonstrations,  or  any  combination 
thereof  that  would  lead  the  public  to  believe  ciga- 
rette smoking  promotes  good  health  or  physical 
well-being.”  The  latter  provision  was  the  most 
far-reaching  proposal  ever  made  by  a regulatory 
agency  with  respect  to  cigarette  advertising. 

Congress,  however,  had  different  ideas.  Before 
the  trade  regulation  rule  was  to  take  effect,  Con- 
gress preempted  it  by  passing  the  Cigarette  Label- 
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ing  and  Advertising  Act  of  1965.  Although  re- 
quiring a health  warning  on  cigarette  packages, 
(“Caution:  cigarette  smoking  may  be  hazardous 
to  your  health”)  the  law  prohibited  for  three 
years  any  requirements  by  any  federal,  state,  or 
local  authority  (including  the  FTC  and  the  Feder- 
al Communications  Commission)  that  cigarette 
advertisements  include  a statement  related  to 
smoking  and  health.  The  New  York  Times 
called  the  new  law  “a  shocking  piece  of  special- 
interest  legislation  . . . (a)  . . . bill  to  protect  the 
economic  health  of  the  tobacco  industry  by  free- 
ing it  of  proper  regulation,”  and  editorialized  that 
“the  President  and  Congress  (are)  flashing  a 
green  signal  to  the  lobbyists  that  any  regulatory 
agency  is  open  to  invasion  and  emasculation.” 
The  AMA  did  not  testify  in  Congress  on  this 
matter.  F.  J.  L.  Blasingame,  a spokesman  for  the 
AMA,  did  however  say  in  FTC  hearings  that: 

. . the  health  hazards  of  excessive  smoking 
have  been  well  publicized  for  more  than  ten 
years  and  are  common  knowledge. . . . We  do 
not  believe  that  the  answer  to  the  cigarette 
problem  lies  in  cautionary  labeling  require- 
ments. Experience  in  other  countries  indicates 
that  the  effect  of  such  labeling  at  best  is  only  to 
reduce  temporarily  the  consumption  of  ciga- 
rettes. After  a while  the  habitual  smoker 
ignores  the  cautions  expressed  on  the  label.  ” 
Also,  according  to  Fritschler,  the  AMA  “took 
the  position  publicly  that  Congress,  not  the  FTC, 
should  regulate  the  cigarette  industry,  if  there 
had  to  be  any  regulation  at  all.”  By  1980,  never- 
theless, the  AMA  did  see  fit  to  recommend  that 
the  FTC  “seek  to  eliminate  the  use  of  role  mod- 
els in  all  advertising;  require  warning  labels  to  be 
displayed  everywhere— packages,  advertisements, 
and  billboards;  and  prohibit  any  promotion  aimed 
at  the  age  group  younger  than  19  years”  ( JAMA 
243:781). 

In  1969,  at  about  the  time  of  expiration  of  the 
1965  Act  and  its  moratorium  on  agency  action, 
both  the  FTC  and  FCC  announced  proposed 
rule-making.  The  FCC  trade  regulation  rule 
would  have  banned  cigarette  advertising  from  ra- 
dio and  television  in  the  absence  of  “a  contrary 
congressional  direction.”  The  FTC  rule  would 
have  required  a health  warning  in  cigarette  ads. 
Congress  again  preempted  these  proposals  with 


the  Public  Health  Cigarette  Smoking  Act  of  1969. 
It  strengthened  the  health  warning  on  cigarette 
packages,  (“Warning:  the  Surgeon  General  has 
determined  that  cigarette  smoking  is  dangerous 
to  your  health”)  banned  cigarette  ads  on  radio 
and  television,  but  again  slapped  the  FTC  with  a 
15-month  prohibition  against  requiring  a health 
warning  in  advertisements.  Furthermore,  any  in- 
tention of  doing  so  afterwards  would  have  to 
include  a six-month  advance  notice  to  Congress. 
Incidentally,  the  tobacco  industry  was  not  overly 
dismayed  by  the  television  and  radio  ban,  since 
this  would  cause  the  removal  of  the  highly  effec- 
tive anti-smoking  public  service  announcements 
which  were  required  under  the  FCC  Fairness 
Doctrine. 

The  FTC’s  third  proposed  trade  rule  in  August, 
1970,  called  for  mandatory  disclosure  of  tar  and 
nicotine  ratings.  This  time  the  tobacco  industry 
was  willing  to  compromise  in  order  to  avoid  lit- 
igation or  further  Congressional  action,  and  addi- 
tional negative  publicity.  Every  major  U.S.  ciga- 
rette company  except  American  Brands,  Inc. 
agreed  to  voluntarily  disclose  tar  and  nicotine 
content  in  cigarette  advertising. 

In  spite  of  these  few  successes,  cigarette  ads 
today  still  use  what  the  FTC  proposed  to  prohibit 
16  years  ago:  “words,  pictures,  (and)  symbols  . . . 
that  would  lead  the  public  to  believe  cigarette 
smoking  promotes  good  health  or  physical  well- 
being.” In  fact,  the  FTC’s  1978  Annual  Report  to 
Congress  states  that  “some  ads  use  language 
which  directly  contradicts  the  required  health 
warning  and  scientific  evidence  that  smoking  is 
dangerous  to  health.”  With  the  recent  further 
erosion  of  the  powers  of  the  FTC,  including  re- 
strictions on  its  rule-making  authority,  (Federal 
Trade  Commission  Improvements  Act  of  1980) 
the  prospects  for  progress  in  eliminating  the  de- 
ception in  cigarette  advertising  are  bleak. 

Congress  still  seems  inclined  to  acquiesce  to 
the  tobacco  lobby.  Until  medical  associations  and 
other  interested  parties  can  convince  Congress 
that  346,000  premature  deaths  each  year  are 
more  important  than  political  expediency,  tobac- 
co will  remain  one  of  the  most  unregulated  prod- 
ucts marketed  in  this  country.  M 

Ronald  M.  Davis 
Delegate,  ISMS-SBS 


This  article  represents  the  opinion  of  its  author  only,  and  is  not  intended  to  reflect  the  opinions  or  policies  of  the  Illinois  State  Medical  Society  or  the  ISMS 
Student  Business  Section. 
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Illinois  Auxilians  Are  SASII 

By  Mrs.  Harlan  Failor,  ISMSA  President 


Sassy?  No!  Impudent  and  insolent  we  are  not— 
well,  hardly  ever.  Sasii?  Yes!  As  often  as  possi- 
ble—you  can  tell  it  by  the  buttons  we  wear.  SASII 
Auxilians  are  SPONSORING  A SPOUSE  IN 
ILLINOIS.  Not  just  any  spouse,  but  the  wife  (or 
husband)  of  a medical  student  or  resident  physi- 
cian. Mrs.  Don  Hinderliter,  ISMSA  First  Vice- 
President  and  Membership  Chairman,  intro- 
duced this  new  membership  project  at  Fall  Con- 
ference in  Decatur  last  October. 

The  spouse  of  a physician  in  training  is  often 
working  full  or  part  time  and,  consequently,  has 
few  hours  for  volunteer  activity.  Yet,  at  this  stage 
in  her  life,  the  fringe  benefits  of  Auxiliary  mem- 
bership would  be  especially  valuable:  practical 
and  informative  publications  put  out  by  State  and 
National  (Pulse,  Facets,  Horizons),  leadership 
seminars  and  conferences  designed  specifically 
for  the  doctor’s  wife,  opportunities  to  discuss 
plans  and  concerns  with  those  who  have  survived 
the  training  years. 

Now  these  advantages  can  be  given  to  student 
and  resident  spouses  by  members  of  the  State 
Medical  Auxiliary  and  Society  via  SASII.  The 
steps  to  “sponsoring  a spouse”  are:  (1)  Pay  the 
$5.00  sponsorship  fee  (AM AA  dues  of  $3.00  plus 
ISMSA  dues  of  $2.00)  to  the  ISMSA  Member- 
ship Chairman;  (2)  Receive  the  name  and 
address  of  your  assigned  student  spouse,  accom- 
panied by  a letter  of  introduction  (which  is  to  be 
copied  in  your  own  handwriting)  and  a SASII 
button  and  (3)  Correspond  with  your  spouse 
informing  her  of  local  activities  and  programs. 

The  premise  upon  which  this  program  is  based 
is  that  familiarity  will  breed  respect,  followed  by 
participation.  The  Auxiliary  saw  this  happen 
when  we  invited  Nadine  Messina,  the  wife  of  a 
Chicago  medical  student,  to  attend  the  AMA 
Auxiliary  Convention  last  July.  She  later  shared 
these  observations  with  the  ISMSA  Delegates: 

My  husband  is  a doctor.  His  profession  is  a requirement 
for  my  membership  in  the  auxiliary.  Is  that  right ? I’m 
supposed  to  be  independent  and  liberated.  What  would  my 
feminist  friends  think  ? 


P 1 Sponso, 
A Yv 

Spoils'- 


Mrs.  Don  Hinder- 
liter  (L),  ISMSA 
First  Vice  Presi- 
dent in  charge 
of  Membership, 
pins  a SASII  but- 
ton on  ISMSA 
President  Mrs. 
Harlan  Failor. 


/ glanced  at  the  Delegates  ’ Handbook.  This  organization 
has  sponsored  a Convention  with  a House  of  Delegates 
and  Reference  Committees.  What  can  these  women  find 
that  is  so  important  to  channel  it  through  formal  proce- 
dures ? 

As  I entered  the  House  of  Delegates,  / immediately  knew 
that  the  auxiliary  does  not  sponsor  tea  and  crumpet  parties. 

It  is  a group  of  people,  not  all  women,  sincerely  dedicated 
to  improving  the  health  of  the  American  people.  / began  to 
realize  that  I was  surrounded  by  lawyers,  accountants, 
managers,  secretaries,  nurses,  teachers,  and  others  who 
happened  to  be  married  to  doctors  and  who  were  deeply 
concerned  about  health  and  the  practice  of  medicine. 

Improving  the  health  of  the  people  in  your  family,  your 
community,  your  country  is  a cause  every  person  should  be 
part  of.  / realized  that  being  an  auxiliary  member  was  not  a 
step  away  from  liberation,  but  a step  toward  helping  to 
improve  the  quality  of  life  for  a lot  of  people.  ’’ 

In  a memorandum  to  County  Membership 
Chairmen,  Mrs.  Hinderliter  points  out  that  many 
organizations  will  be  after  these  physicians’ 
spouses  once  they  have  settled  into  a community. 
“I  am  hoping  the  personal  contact  they  receive 
from  us  at  this  point  in  time  will  be  remembered. 
1 hope  every  one  of  you  will  get  behind  SASII  and 
get  to  know  these  young  people  through  your 
correspondence  with  them.  They  are  energetic, 
enthusiastic,  and,  most  important  of  all,  they  are 
the  future  of  our  organization.” 

Let’s  all  get  SASII  M 
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Don't  Fall 
Behind  in 
Your  CME 
Credits . . . 

Stay 

Ahead  — 

Attend  the 
37th  Annual 

Midwest  Clinical  Conference 


The  Chicago  Medical  Society  will  once  again  pre- 
sent the  only  meeting  of  its  kind  in  the  Midwest. 
This  three-day  conference  will  include  courses 
programmed  by  26  participating  societies  which 
will  cover  many  of  the  latest  discoveries  and  de- 
velopments in  medical  science.  Socio-economic 
courses  of  vital  interest  to  your  practice  of  medi- 
cine have  been  selected  to  round  out  the  pro- 
gram. 


March  20-22 , 1981 

Conrad  Hilton  Hotel 
Chicago,  Illinois 
Category  1 Credit 


Participating  Societies 

American  Association  of  Medical  Assistants 
American  Diabetes  Association 
Chicago  Committee  on  Trauma  American  Col- 
lege of  Surgeons 
Chicago  Dermatological  Society 
Chicago  Foundation  for  Medical  Care 
Chicago  Heart  Association 
Chicago  Neurological  Society 
Chicago  Ophthalmological  Society 
Chicago  Pathological  Society 
Chicago  Pediatric  Society 
Chicago  Psychoanalytic  Society 
Chicago  Radiological  Society 
Chicago  Surgical  Society 
Chicago  Urological  Society 
Chicago  Society  of  Internal  Medicine 
Chicago  Society  of  Plastic  Surgery 
Chicago  and  Illinois  Society  of  Anesthesiolo- 
gists 

Cook  County  Council  of  Allergy  and  Clinical 
Immunology 

Illinois  Chapter,  American  College  of  Chest 
Physicians 

Illinois  Chapter,  American  College  of  Emer- 
gency Physicians 

Illinois  Chapter,  United  States  Section  Inter- 
national College  of  Surgeons 
Illinois  Society  of  Physical  Medicine  and  Reha- 
bilitation 

Illinois  State  Medical  Society— Resident  Sec- 
tion 

Illinois  State  Medical  Society  — Committee  on 
Sports  Medicine 
Lithuanian  Medical  Association 
Philippine  Medical  Association 


I 

Send  to:  The  Chicago  Medical  Society 

| Division  of  Professional  and 
I Community  Education 
J 515  N.  Dearborn  St. 
j Chicago,  I L 60610 


Please  send  me  information  and  registration  materials  for  the 
1981  Midwest  Clinical  Conference: 


Name  _ 
Address 


Zip  Code 


for  January,  1981 
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An  Idea  For  The  80' s: 

Media  Know  How 

Success  in  communicating  is  knowing  the  territory. 

The  stage  belongs  to  the  anchorman  in  TV  news,  and  the  audience  varies.  In  the  daytime,  it  may 
be  housewives  ...  in  the  evening  it  is  the  family  . . . and  adults  comprise  the  majority  of  late  night 
viewers.  An  interview  covering  10-minutes  or  more  may  be  cut  to  several  sentences  when  it  is 
aired.  The  “big  story”  may  occupy  the  screen  for  only  two  minutes.  Considering  these  factors,  a 
well-prepared  mini-speech  (approximately  30  seconds)  appears  to  be  the  most  effective  method  of 
making  your  point. 

TV  discussion  programs  and  interviews  with  print  media  reporters  present  different  problems. 
The  subject  should  be  agreed  to  in  advance  and  limited  in  scope.  Prepare  by  developing  several 
succinct  points  you  want  the  audience  to  remember.  Anticipate  questions  and  tailor  your  responses 
to  emphasize  the  main  points  you  identified  earlier. 

Medicine  regularly  is  in  the  news,  and  reports  frequently  are  slanted  to  place  the  profession  in  a 
bad  light.  Effective  spokesmen  can  counter  this  tendency.  The  techniques  needed  to  make  an 
effective  presentation  can  be  learned.  The  AMA  has  an  excellent  program  which  teaches  these 
techniques.  Investing  time  in  this  educational  process  should  be  a high  priority  of  county  medical 
society  leaders.  A 


Herschel  Browns,  M.D.,  President 
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Doctors  News 


PHYSICIANS  IN  THE  NEWS— Seymour  Diamond,  M.D.,  Chicago,  has  been  elected  Executive 
Officer  of  the  Migraine  and  Headache  Research  Group,  World  Federation  of 
Neurology  ....  John  M.  Beal,  M.D.,  Chicago,  was  elected  vice  president  of  the 
Council  of  Medical  Specialty  Societies  (CCMS)  at  their  recent  annual  meeting. 
The  CCMS  is  composed  of  24  specialty  organizations  representing  diplomates  of 
either  a primary  or  conjoint  examining  Board  recognized  by  the  American  Board  of 
Medical  Specialties.  Dr.  Beal,  who  represents  the  American  College  of  Surgeons 
for  CCMS,  is  editor  of  the  IMJ  “Surgical  Grand  Rounds,”  column. 

ESTABLISHING  YOURSELF  IN  MEDICAL  PRACTICE -ISMS  will  sponsor  a two  day  work- 
shop in  practice  management  for  new  physicians  on  January  27-28  and  January  29- 
30,  1981,  at  the  Society’s  offices  in  Chicago.  Presented  by  Conomikes  Associates, 
the  workshop  is  intended  to  introduce  physicians  to  techniques  for  organizing 
medical  records,  financial  management,  economic  and  legal  aspects  of  private 
practice,  and  practice  building  techniques.  Cost  of  attendance  is  $95  for  ISMS 
members  and  $125  for  non-members.  Further  information  may  be  obtained 
through  the  ISMS  offices,  (312)  782-1654.  Attendance  will  be  limited  and  early 
enrollment  is  recommended. 

ISMS  TRAVEL  PROGRAM— Positions  are  available  for  persons  wishing  to  join  the  Rhine/Alpine 
Adventure,  departing  June  30  from  Chicago  and  St.  Louis  and  returning  July  12, 
1981.  Also  available  is  the  British  Isles  Adventure,  touring  Ireland,  Scotland  and 
England.  That  trip  departs  Chicago  and  St.  Louis  July  16  and  returns  July  27. 
Further  information  is  available  from  the  ISMS  offices,  55  E.  Monroe,  Suite  3510, 
Chicago  IL  60603. 

AMA  PROGRAMS  ANNOUNCED— The  AMA  Educational  Seminars  on  Negotiations  are  sched- 
uled for  March  19,  Cincinnati,  Ohio;  May  21,  New  York  City;  Septmeber  10,  San 
Diego,  California  and  October  23,  Philadelphia,  Pennsylvania.  Formally  titled 
“Seminars  on  Development  of  Negotiating  Knowledge  and  Skills  in  Intraprofes- 
sional and  Interprofessional  Relationships,”  the  two-day  programs  are  topical. 
Cincinnati  and  San  Diego  programs  will  provide  an  introductory  program  in  the 
dynamics  of  conflict  resolution;  the  New  York  program  is  an  advanced  seminar  on 
that  topic.  The  Philadelphia  program  is  the  Fourth  Invitational  Conference  for 
Physician  Negotiators.  For  more  information,  write  the  AMA  Department  of 
Negotiations,  535  N.  Dearborn,  Chicago  IL  60610. 

The  AMA  will  also  sponsor  clinical  update  meetings  at  the  Chicago  Hyatt  Hotel 
on  April  3-5,  1981.  These  seminars,  which  consist  of  video  clinics  and  academic 
faculty,  address  current  topics  in  the  major  specialties.  It  might  be  noted  that  the 
ISMS  Annual  Meeting  will  be  held  April  5-9,  immediately  following  the  seminar 
dates.  Further  information  may  be  obtained  through  the  AMA  Department  of 
Meeting  Services,  535  N.  Dearborn  St.,  Chicago  IL  60610. 

JCAH  SEEKS  PHYSICIAN  SURVEYORS-The  Joint  Commission  on  Accreditation  for  Hos- 
pitals is  seeking  physicians  to  serve  as  hospital  surveyors.  Further  information  may 
be  obtained  by  writing  Janet  L.  Heckman,  JCAH,  875  N.  Michigan,  Chicago  IL 
60611. 

BROCHURES  AVAILABLE— The  Illinois  State  Council  on  Nutrition  has  developed  a number  of 
patient  education  brochures,  which  are  available  in  quantity  for  physician  offices. 
Information  may  be  obtained  through  the  Council  at  524  S.  Second  St.,  Suite  405, 
Springfield  IL  62706;  (217)  785-8664. 

INTRAVENOUS  THERAPY  CONFERENCE  ANNOUNCED-The  National  Intravenous 
Therapy  Association,  an  organization  for  nurses,  will  hold  their  ninth  annual 
meeting  March  22-26  at  the  Sheraton  Hotel,  Boston,  Massachusetts.  Further 
information  may  be  obtained  by  writing  them  at  93  Concord  Ave.,  Suite  4,  Bel- 
mont, MA  02178. 
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with  a decrease 

in  diastolic  pressure  lljf  Tf) 
of  10  mm  He  or  more  , 

were  normalized 

■ ' with  a decrease 

in  diastolic  pressure 
to  90  mm  Hg  or  less 


• HIGH  SUCCESS  RATES 


A series  of  well-controlled  studies 
was  undertaken  on  patients  with 
mild  to  moderate  hypertension 
(diastolic  blood  pressure  greater 
than  90  mm  Hg,  but  less  than 
120mm  Hg).  These  patients  were 
treated  with  Zaroxolyn  alone  for 
6 months.1"6 
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Blue  Cross® 
Blue  Shield® 


FOR 


ILLINOIS  DEPARTMENT  OF  INSURANCE 
APPROVES  PREMIUM  INCREASE  FOR 
BLUE  CROSS  AND  BLUE  SHIELD  OVER  65  PROGRAM 


The  Illinois  Department  of  Insurance  early  in  January  approved  most  of  the  increase  the  Chicago-based 
Blue  Cross  and  Blue  Shield  Plan  had  requested  for  its  Medicare  supplemental  benefit  program. 

“This  increase,  the  first  in  nearly  four  years,  will  enable  us  to  pay  the  13  percent  increase  in  the 
Medicare  deductible  and  copayments  for  inpatient  hospital  care  which  went  into  effect  January  1,” 
Theodore  E.  Desch,  Plan  senior  vice  president,  said. 

“The  $2.28  increase  in  the  monthly  Blue  Cross  65  and  Blue  Shield  65  premium  is  20  cents  less  than  our 
Plan  had  requested,”  Desch  said.  “Although  this  is  a disappointment  to  us,  we  have  decided  not  to  seek 
further  administrative  or  judicial  review  of  the  decision. 

“By  accepting  the  smaller  increase  and  retroactively  increasing  the  benefits  to  the  January  1,  1981, 
deductible  and  coinsurance  levels,  we  avoid  the  imposition  of  a financial  burden  on  our  Medicare  sup- 
plemental subscribers,  which  would  have  occurred  if  the  benefits  had  been  frozen  at  1980  levels.” 

Desch  expalined  that  the  Medicare  supplemental  coverage  increase,  from  $9.60  to  $1 1 .88,  will  be  go- 
ing into  effect  sometime  in  the  middle  of  February,  because  it  will  take  that  long  to  get  the  billing  opera- 
tion changed  over. 

“During  the  past  four  years,”  Desch  said,  “the  federal  governement  has  raised  the  Medicare  Part  A 
deductible  from  $124  in  1977  to  the  current  $204,  with  corresponding  increases  in  the  Medicare 
copayments. 

“While  we  have  not  been  permitted  to  increase  the  premium  for  Medicare  supplemental  coverage 
since  1977,  subscribers  who  have  that  coverage  have  received  a 79  percent  increase  in  benefits  by  virtue 
of  our  volantarily  increasing  benefit  payments  each  year,”  Desch  explained.  “By  contrast,  the  premium 
increase  just  approved  amounts  to  24  percent  over  the  same  four-year  period. 

“Because  the  increase  approved  by  the  Department  of  Insurance  fell  short  of  the  amount  we  had  re- 
quested, our  actuaries  project  that  our  Medicare  supplemental  subscribers  will  continue  to  receive  ap- 
proximately $1.10  in  benefits  for  every  $1.00  paid  in  premiums”  Desch  said. 


(This  report  is  a service  to  the  physicians  of  Illinois) 


FEP  BENEFITS  UPGRADED 


Negotiations  with  the  U.S.  Office  of  Personnel  Management  regarding  the  1980  Federal  Employee  Pro- 
gram (FEP)  contract  have  been  completed. 

Because  our  Blue  Cross  and  Blue  Shield  Plan  covers  more  than  70,000  Federal  Employees  and  their 
families  in  Illinois,  we  thought  you  would  be  interested  in  some  of  the  changes  made  in  the  program. 
Following  are  some  of  the  more  important  changes: 

High  Option  Supplemental  Deductible 

The  High  Option  deductible  for  Supplemental  Benefits  has  been  increased  from  $100  to  $150.  The 
Low  Option  deductible  will  remain  at  $200. 

Mental  Illness  — Supplemental  Coinsurance 

The  Supplemental  coinsurance  for  all  services  related  to  the  treatment  of  mental  illness  will  be  30  per- 
cent under  High  Option  and  40  percent  under  Low  Option.  Charges  for  the  treatment  of  mental  illness, 
subject  to  the  new  $150  (High  Option)  and  the  $200  (Low  Option)  deductibles,  will  continue  to  be 
limited  under  both  options  to  $50,000  per  person  per  lifetime. 

inpatient  Alcoholism  Treatment  — New  Benefit 

Under  both  options,  Basic  Hospital  Benefits  will  be  provided  for  inpatient  alcoholism  care  for  up  to 
28  days  per  alcoholism  treatment  session.  Benefits  will  be  paid  in  full  in  a member  hospital  or  in  a free- 
standing alcoholism  facility  which  has  been  approved  by  the  local  Plan.  In  nonmember  hospitals,  the 
Plan  will  pay  80  percent. 

Under  Supplemental  Benefits,  the  Plan  will  pay  70  percent  (High  Option)  and  60  percent  (Low  Op- 
tion) after  the  deductible  has  been  satisfied  for  up  to  28  days  per  inpatient  treatment  session  in 
nonmember  hospitals  which  are  primarily  for  the  treatment  of  mental  illness. 

There  will  be  a lifetime  maximum  of  two  sessions  per  person  which  includes  sessions  covered  under 
Basic  or  Supplemental  Benefits.  Supplemental  expenses  for  alcoholism  rehabilitation  will  be  applied  to 
the  $50,000  maximum  for  the  treatment  of  mental  illness. 

Home  Health  Care 

Home  Health  Care  Benefits  will  be  provided  for  the  90  days  following  a covered  hospital  confinement 
under  High  Option  and  30  days  under  Low  Option  when  the  home  health  care  begins  within  three  days 
from  discharge  from  the  hospital  following  a covered  admission.  Presently,  care  must  begin  within  36 
hours  of  discharge.  Also,  there  will  no  longer  be  the  requirement  that  medical  evidence  substantiate  that 
the  subscriber  would  have  required  further  inpatient  care  had  the  home  health  care  not  been  available. 

Private  Duty  Nursing 

Supplemental  Benefits  will  be  provided  for  home  nursing  care  for  up  to  two  hours  per  day  by  a 
registered  nurse  or  licensed  practical  nurse  when  the  care  is  ordered  by  the  attending  physician.  Up  to  90 
days  of  care  will  be  covered  under  High  Option,  and  30  days  per  year  under  Low  Option.  Additionally 
the  care  will  no  longer  require  the  technical  proficiency  and  scientific  skills  of  an  R.N. 

Hemophilia  Home  Care  — New  Benefit 

Basic  Hospital  Benefits  will  be  provided  for  supplies  necessary  for  the  home  care  of  hemophilia.  Such 
supplies  are  currently  covered  only  under  Supplemental  Benefits. 
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Access  vs.  Cost 

The  1960s  were  characterized  by  rapid  expansion  of  the  health  care  system.  The  boom  encompassed 
facilities  and  financing  as  well  as  personnel.  Dollars  were  viewed  as  the  solution  to  all  problems,  and 
massive  amounts  were  poured  into  the  system.  This  approach  created  a new  problem.  By  the  1970s,  red 
had  become  the  dominant  ink  color  in  health  care  financing. 

In  the  planner’s  mind,  new  problems  are  solved  by  new  programs.  In  this  case,  HSAs,  PSROs  and 
HMOs.  Not  surprisingly  they  were  not  the  solution. 

The  search  continues  into  the  1980s.  The  major  challenge  facing  medicine  is  to  maintain  patient 
access  to  the  health  care  system  and  operate  within  the  budget.  What  does  the  next  layer  of  “solutions” 
hold?  Rumors  center  on  budget  cuts  or  ceilings,  deregulation,  fee  schedules  and  schemes  to  increase 
competition. 

As  physicians,  we  have  an  obligation  to  be  cost  conscious.  That  duty  will  take  on  added  significance  if 
the  demands  of  energy  and  defense  become  more  of  a national  priority  and  consume  dollars  previously 
available  for  health  care. 

Undeniably,  physicians— as  gatekeepers  of  the  health  delivery  system— control  a large  portion  of 
expenditures.  An  effective  way  to  avoid  rationing  is  to  increase  the  system’s  efficiency.  This  is  not  a 
new  approach. 

As  a health  manager,  the  physician  must  guide  patients  in  the  choice  of  insurance  benefits,  encourage 
use  of  outpatient  services,  and  stress  the  importance  of  health  lifestyles.  ◄ 
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IN  ADULTS 

* due  to  susceptible  H.  influenzae  or  S.  pneumoniae 


EKG  of  the  Month 


o 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni* 
versify  Stritch  School  of  Medicine 


This  is  a forty-one  year  old  woman  who  presents  with  a complaint  of  intermittent 
palpitations.  Recent  family  problems  had  caused  much  concern,  and  at  first  she  thought 
the  palpitations  were  caused  by  “nerves”.  Past  medical  history  was  significant  only  for  a 
vaginal  hysterectomy  eight  months  ago.  Her  physical  examination  was  normal.  A blood 
count,  SMA-24,  and  a chest  X-ray  were  also  normal.  The  twelve  lead  ECG  is  shown. 


Questions: 

1.  The  twelve  lead  ECG  shows: 

A.  An  inferior  wall  myocardial  infarction. 

B.  Accelerated  idioventricular  rhythm  with 
atrioventricular  (AV)  dissociation. 

C.  Complete  left  bundle  branch  block. 

D.  Pre-excitation,  Wolff-Parkinson-White 
syndrome. 


2.  Management  of  this  patient  would  include: 

A.  A twenty-four  hour  ambulatory  ECG 
(Holter  monitor). 

B.  A multistage  exercise  test. 

C.  Digitalis. 

D.  Quinidine. 

E.  All  of  the  above. 

(Continued  on  page  126) 
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"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  Ways.” 

—from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 
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The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


This  month’s  Viewbox  was  contributed  by  Mark  Baker,  M.D.,  department  of  radiology,  Loyola  University 
Stritch  School  of  Medicine. 


The  patient  is  a 17  year  old  white  male  who 
developed  a cough,  headache,  and  right  sided 
pleuritic  chest  pain  upon  returning  from  a trip  to 
Arizona.  Figure  1 was  taken  3 weeks  after  the 
onset  of  symptoms.  Figure  2 was  taken  7 months 
after  first  seen. 


Figure  1 

Initial  PA  chest. 


Figure  2 


PA  Chest  7 months  later 


Your  diagnosis  ? 

(1)  Atypical  tuberculosis 

(2)  Metastatic  malignancy 

(3)  Coccidioidomycosis 

(4)  Lung  abscess 

(5)  Histoplasmosis 


(Continued  on  page  115) 
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Rhine/Alpine 

Adventure 

Germany  • Switzerland  • Austria 
Departing  St.  Louis  and  Chicago— June  30,  Returning  July  12, 1981 


See  magnificent  Old-World 
architecture  and  beautiful 
Rhineland  countryside.  Try 
rich  Rhine  wines.  Rollicking 
laughter  and  oompah  bands 
at  Mainz’  convivial  German 
inns  are  inspirations  to  join 
in  the  nightlife 

Relax  in  Switzerland's 
snowcapped  mountain 
settings  amid  glistening 
lakes  in  storybook  Lucerne. 
Shop  for  Swiss  watches, 
embroidery  and  wood 
carvings,  and  explore  the 
heart  of  the  Tyrol  in 
Innsbruck 

See  the  countryside  as  no 
jet-traveler  can,  as  you 
travel  by  train  through  the 
Alpine  countryside  to 
Salzburg,  Sound  of  Music" 
country,"  and  Vienna,  the 
city  of  the  waltz.  Sample 
rich  pastries  and  visit  the 
palaces  of  the  Hapsburgs. 

Rhine/Alpine  Adventure 
one  of  the  most  exciting 
new  trips  we  have  ever 
offered  Won't  you  join  us? 

St.  Louis  *2369  per  person 

Chicago  *2269  per  person 

Where... 

Rhineland/Mainz,  Germany 
Lucerne,  Switzerland, 

Vienna,  Austria 

Via... 

Lufthansa  Wide-Bodied  Trans- 
atlantic Jet 


Length... 

Thirteen  Days 

Limited  Group... 

Exclusive  INTRAV  group 
limited  to  80  passengers 

Hotels... 

Mainz  Hilton,  Lucerne  Palace; 
Innsbruck  Inn;  Vienna  Inter- 
Continental 

Train... 

Ride  first-class  trains  between 
Mainz/Lucerne,  Innsbruck/ 
Salzburg/Vienna 

Dining . . . 

American  breakfast  each 
morning  at  your  hotel.  Dinner  at 
a selection  of  the  finest 
restaurants  each  evening 

Sightseeing... 

Included  excursion  to  Salzburg, 
the  'Sound  of  Music"  city.  A 
full  choice  of  optional 
excursions. 

No  Regimentation 
...  Do  As  You  Please 


S«nd  To;  Illinois  Slate  Medical  Society 
55  East  Monroe 

Chicago.  IL.  60603  L”1"  ,rom 

□St  Loula 
□Chicago 


Enclosed  Is  my  check  for  $ 

($200  per  person)  as  deposit 


Clinics  for  Crippled  Children 
Listed  for  March 

Forty-two  clinics  for  Illinois'  physically  handicapped 
children  have  been  scheduled  for  March  by  the  University  of 
Illinois,  Division  of  Services  for  Crippled  Children.  The 
clinics  provide  diagnostic  orthopedic,  pediatric,  speech  and 
hearing  examination,  along  with  medical,  social  and  nurs- 
ing services.  There  will  be  28  general  clinics,  11  cardiac 
clinics,  one  for  children  with  neurological  problems  and  2 
for  myelodysplasia.  Any  private  physician  may  refer  to  or 
bring  to  a convenient  clinic  any  child  or  children  for  whom 
he  may  want  examination  or  consultative  services. 

2 Peoria  Myelodysplasia— St.  Francis  Medical  Center 

3 Park  Ridge  Cardiac— AM  — Lutheran  General  Hospital 
3 Park  Ridge  General— PM  — Lutheran  General  Hospital 

3 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

4 Carmi— Carmi  Township  Hospital 

4 Hinsdale  — Hinsdale  Sanitarium 

5 Effingham  — St.  Anthony  Mem.  Hospital 

5 Lake  County  Cardiac— Victory  Memorial  Hospital 

6 Division  Cardiac— U.  of  I.  at  the  Medical  Center 
9 Peoria  Cardiac— St.  Francis  Med.  Center 

9 Chicago  Heights  Cardiac— St.  James  Hosp. 

9 Maywood—  (Orth/Ped/Neuro)  — Loyola  Medical  Center 
10  Carrollton  — Boyd  Memorial  Hospital 
10  East  St.  Louis— Community  Hospital 

10  Peoria  — St.  Francis  Medical  Center 

1 1 Rockford  — St.  Anthony  Hospital 

1 1 Champaign  — Urbana  — McKinley  Health  Service  Center 
1 1 Chicago  Heights  General  — St.  James  Hosp. 

11  Joliet  — St.  Joseph  Hospital 

12  West  Frankfort  — United  Mine  Worker’s  of  America— 

Union  Hospital 

12  Springfield  General  — St.  John’s  Hospital 
12  Macomb  — McDonough  Health  Department 
12  Kankakee  General  — St.  Mary’s  Hospital 
12  Aurora  Cardiac— Mercy  Center  for 
Health  Care  Services 

16  Maywood—  (Orth/Ped)  — Loyola  Medical  Center 

17  Rock  Island  Area  General  — Moline  Public  Hospital 
17  Alton  — Alton  Memorial  Hospital 

17  Decatur— Decatur  Memorial  Hospital 

18  Springfield  Ped-Neuro— St.  John’s  Hosp. 

18  Evergreen  Park  — Little  Company  of  Mary  Hospital 

18  Aurora  MM  — Mercy  Center  for  Health  Care  Services 

19  Centralia— St.  Mary’s  Hospital 

19  Elmhurst  Cardiac— Memorial  Hospital 

of  DuPage  County 

20  Kankakee  Cardiac— St.  Mary’s  Hospital 
23  Peoria  Cardiac— St.  Francis  Med.  Center 
23  Maywood  (Orth)  — Loyola  Medical  Center 

23  Chicago  Heights  Cardiac— St.  James  Hosp. 

24  Peoria  — St.  Francis  Medical  Center 

25  Elgin  General  — Sherman  Hospital 

25  Chicago  Heights  General  — St.  James  Hosp. 

30  Peoria  Cardiac— St.  Francis  Med.  Center 

31  Belleville  — St.  Elizabeth’s  Hospital 


Name(s) 

Home  Address 

City State Zip 

Area  Code Phone 

A Non-Regimented  Deluxe  Adventure 


The  Division  of  Services  for  Crippled  Children  is  the  of- 
ficial state  agency  established  to  provide  medical,  surgical, 
corrective  and  other  services  and  facilities  for  diagnosis, 
hospitalization  and  after-care  for  children  with  crippling 
conditions  or  who  are  suffering  from  conditions  that  may 
lead  to  crippling.  In  carrying  on  its  program,  the  Division 
works  cooperatively  with  local  medical  societies,  hospitals, 
the  Illinois  Children’s  Hospital-School,  civic  and  fraternal 
clubs,  visiting  nurse  associations,  local  social  and  welfare 
agencies,  local  chapters  of  the  National  Foundation  and  oth- 
er interested  groups.  In  all  cases,  the  work  of  the  Division 
is  intended  to  extend  and  supplement,  not  supplant,  ac- 
tivities of  other  agencies,  either  public  or  private,  state  or 
local,  carried  on  in  behalf  of  crippled  children. 
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Student  Business  Section  in  Action 


Selling  Sex  and  Cigarettes 

This  is  the  third  of  a five-part  series  on  cigarette  advertising 


Last  month’s  column  described  how  the  tobac- 
co industry  and  its  cronies  in  Congress  have  suc- 
ceeded in  blocking  any  meaningful  regulation  of 
cigarette  advertising.  Cigarette  companies  have 
agreed  to  voluntarily  include  a health  warning 
and  disclosure  of  tar  and  nicotine  content  in  ciga- 
rette advertisements,  (to  forestall  legislation,  re- 
gulation, or  litigation)  but  there  are  no  restric- 
tions on  the  nature  of  cigarette  ads.  The  industry 
has  responded  to  this  freedom  by  using  deceptive 
advertising  that  is  nothing  less  than  one  of  the 
most  outrageous  (and  publicly  ignored)  scandals 
of  our  time. 

In  1969,  Joseph  F.  Cullman,  a spokesman  for 
the  tobacco  industry,  was  asked  in  Senate  hear- 
ings about  the  industry’s  advertising  plans  once 
its  commercials  were  removed  from  televi- 
sion and  radio.  He  replied  that:  “ ...  it  is  the 
intention  of  the  cigarette  manufacturers  to  con- 
tinue to  avoid  advertising  directed  to  young  per- 
sons; . . . not  to  use  testimonials  from  athletes  or 
other  celebrities  who  might  have  special  appeal  to 
young  people;  to  avoid  advertising  which  repre- 
sents that  cigarette  smoking  is  essential  to  social 
prominence,  success,  or  sexual  attraction;  and  to 
refrain  from  depicting  smokers  engaged  in  sports 
or  other  activities  requiring  stamina  or  condition- 
ing beyond  those  required  in  normal  recreation.” 

These  guidelines  were  never  followed  before 
1969,  and  they  in  no  way  resemble  the  reality  of 
the  situation  since  then.  Like  the  industry’s  de- 
nials of  the  health  hazards  of  smoking,  they  have, 
in  the  words  of  the  New  York  Times,  “the  hollow- 
ness of  a cough  in  a graveyard.” 

The  Federal  Trade  Commission,  in  its  1978 
Annual  Report  to  Congress,  identified  four  main 
themes  used  in  cigarette  advertising: 

1.  Minimize  Health  Risks  Theme —Some  ads  at- 
tempt to  minimize  anxieties  about  the  risks  of 
smoking  in  general  or  smoking  a particular  brand. 
For  instance,  smokers  of  Newport  are  “Alive 
with  pleasure.”  A bride  and  groom  smoking  Lark 
Lights  have  “a  lot  of  living  ahead.”  Those  who 
smoke  Vantage  “don’t  have  as  many  problems 
with  smoking.” 


2.  Taste,  Flavor,  Satisfaction  Themes— Regular 
tar  brands  emphasize  taste  as  a selling  point: 
“Come  to  Marlboro  Country  . . . where  the  flavor 
is.”  Low  tar  brands  often  attempt  to  reassure 
smokers  that,  in  spite  of  their  low  tar  and  nicotine 
content,  they  still  taste  good.  Merit  touts  a 
“breakthrough  in  tobacco  science”  that  “ends 
(the)  struggle  to  bring  taste  to  low  tar  smoking.” 
A recent  Salem  ad  suggests  that  even  those  who 
don’t  enjoy  smoking  will  be  won  over  by  the  fresh 
menthol  taste:  “How  come  I enjoy  smoking  and 
you  don’t?  It’s  got  to  be  my  cigarette.  Salem  gives 
me  great  taste  ....  You’d  enjoy  smoking  too,  if 
you  smoked  Salem.” 

3.  Positive  Personality  Themes— Many  ads  asso- 
ciate smoking  with  such  positive  personality  char- 
acteristics as  individualism,  (Camel’s  “Turk”  is 
“one  of  a kind  ...  at  home  in  a world  few  men 
ever  see”)  intelligence,  (the  “Turk”  is  at  home 
in  “a  world  where  wisdom  earns  more  respect 
than  physical  strength”)  sophistication,  (a  wom- 
an holding  a bent  Benson  & Hedges  cigarette  pro- 
claims, “I  was  trying  to  be  sophisticated,  and 
then  it  happened”)  youth,  (“Winston  may  not 
be  where  you  start.  But  when  your  taste  grows  up, 
Winston  is  for  real”)  attractive  appearance,  busi- 
ness acumen,  social  success,  romance,  and  ad- 
venture. 

4.  Outdoor  and  Athletic  Activity  Themes— Ms 
show  smokers  engaged  in  almost  any  sport  ( e.g ., 
sailing,  fishing,  biking,  horseback  riding,  foot- 
ball, basketball,  skiing,  snorkeling,  backpacking, 
kite-flying).  According  to  the  FTC,  “Such  ads 
imply  that  smoking  is  compatible  with  vitality, 
physical  stress  and  athletic  activity,  statements 
contradicted  by  the  vast  wealth  of  medical  evi- 
dence.” A Christmas  ad  for  Marlboro  was  de- 
scribed in  Advertising  Age  (12/25/78)  as  follows: 
“A  valley  of  snow  holds  a log  farmhouse  under  a 
blanket  of  white.  Smoke  rises  in  the  still  air  from 
the  chimney.  A lone  cowboy  rides  his  horse 
through  the  untouched  virgin  snow,  dragging  a 
Christmas  tree  by  a rope.  It’s  hard  to  imagine  a 
more  evocative  American  image,  even  though 

(Continued  on  page  84) 
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Guest  Editorial 


Joint  Committee 
On  Administrative  Rules 

Who  We  Are  and  What  We  Do 

By  Hon.  Prescott  E.  Bloom,  Senator,  III.  46th  District 


The  citizen  can  no  more  escape  the  tax-gatherer  and  the  policeman  in  all  their  protean 
and  multitudinous  guises,  than  he  can  escape  the  ultimate  mortician.  They  beset  him 
constantly,  day  in  and  day  out,  in  ever-increasing  numbers,  and  in  ever-more  disarming 
masks  and  attitudes. 

H.L.  Mencken 
On  Government 


Rules  and  regulations  are  important  because 
they  affect  people  in  their  everyday  lives,  often 
more  than  the  laws  passed  by  the  legislature. 
Government  regulations  can  be  useful  in  pro- 
tecting people  and  implementing  statutes,  but 
regulation  must  be  reasonable  and  thoughtful. 
Protecting  against  unreasonable  regulation  is 
what  the  Joint  Committee  on  Administrative 
Rules— JCAR,  for  short  — is  all  about.  The  six- 
teen legislators  appointed  by  legislative  leaders 
who  comprise  the  Joint  Committee  meet  month- 
ly to  review  new  rules  and  regulations. 

Each  month,  the  JCAR  considers  more  than  a 
dozen  new  regulations  and  gives  state  agencies 
our  opinion  on  those  regulations.  As  an  oversight 
committee,  we  attempt  to  represent  the  average 
citizens  of  the  state  as  well  as  the  legislature.  We 
try  to  bring  a common-sense  approach  to  our  re- 
view of  new  regulations. 

The  issues  are  usually  very  serious.  For  exam- 
ple, regulations  promulgated  by  the  Illinois  Com- 
merce Commission  imposed  a 101-page  ac- 
counting system  on  businesses  which  tow  tres- 


Senator  Prescott  E.  Bloom,  Peoria,  is  chairman  of  the 
Illinois  House-Senate  Joint  Committee  on  Ad- 
ministrative Rules.  A general  trial  attorney,  Sen.  Bloom 
represents  the  46th  District  in  the  Illinois  State  Senate. 
He  has  served  as  Republican  spokesman  of  the  Senate 
Finance  Committee  and  a member  of  the  Appropria- 
tions I and  Transportation  Committees  in  the  Illinois 
General  Assembly. 


passing  vehicles.  The  potential  effect  of  the  regu- 
lation was  to  put  the  small  towing  companies, 
such  as  gas  stations,  out  of  business,  while  not 
even  affecting  the  large  towing  companies.  In 
addition,  the  law  which  was  the  basis  of  the  Com- 
mission’s regulation  of  the  towing  company  did 
not  authorize  imposing  such  an  accounting  sys- 
tem. Despite  our  objections  to  the  rule,  the  Com- 
mission adopted  it  anyway. 

Another  regulation  proposed  by  the  Illinois 
Commerce  Commission  would  have  prohibited 
smoking  in  train  stations.  The  Commission 
intended  to  adopt  the  rule  under  a law  authoriz- 
ing “protection  of  the  safety’’  of  train  passengers. 
While  the  regulation  might  be  a good  idea,  it  is 
clearly  beyond  the  Commission’s  authority. 

Regulations  proposed  by  the  Department  of 
Public  Health  concerning  home  health  agencies 
also  contained  serious  problems.  By  requiring  ad- 
ministrators and  other  employees  to  meet  rather 
stringent  educational  requirements  and  by  speci- 
fying a ratio  of  nurses  to  aides,  regardless  of  the 
specific  type  of  home  health  services  being  pro- 
vided, the  Department  was  simply  restricting 
competition  and  forcing  up  costs  and  prices. 
Again,  large  companies  supported  the  rules, 
while  small  companies  faced  serious  economic 
hardships.  Under  the  regulations,  even  house- 
keeping services  might  need  to  be  performed  by 
nurses.  Insuring  quality  care  is  important,  but  we 
need  to  go  about  it  reasonably  and  efficiently. 

Our  principles  for  reviewing  proposed  regula- 
tions are  quite  simple:  Has  the  legislature  given 
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Sometimes  agencies  propose  rules  with  language 
rendering  them  meaningless  or  even  ridiculous. 
Consider  these  gems: 

1.  An  Illinois  Commerce  Commission 
rule  specifying  how  to  lay  pipelines  in 
the  oceans  of  Illinois. 

2.  A Department  of  Conservation  rule 
mandating  the  removal  of  pet  excre- 
ment from  campgrounds  "in  a man- 
ner approved  by  the  Department." 

3.  A Department  of  Public  Aid  rule  pro- 
viding funds  for  the  burial  of  am- 
putated limbs,  but  only  for  one  limb. 

4.  A Department  of  Corrections  rule  for 
residents  of  community  correctional 
centers,  which  allows  inmates  to  go 
on  family  outings  with  volunteer 
groups,  but  which  "are  not  to  be 
used  for  the  purpose  of  family  vis- 
its." 

5.  A Pollution  Control  Board  rule  requir- 
ing a petitioner  for  a variance  to 
explain  federal  pollution  control  reg- 
ulations to  the  Board. 

6.  A Department  of  Conservation  rule 
requiring  all  metal  grills  used  in  state 
parks  to  be  inspected  and  approved 
by  park  rangers. 

7.  A Department  of  Agriculture  rule  re- 
quiring all  odors  and  insects  to  be 
eliminated  from  loading  platforms 
and  collection  centers  for  dead  an- 
imals. 

8.  A regulation  promulgated  by  the  Illi- 
nois Liquor  Control  Commission 
which  includes  commercial  airlines  in 
its  definition  of  railroads. 


the  agency  the  power  to  make  these  regulations? 
Do  they  make  sense?  Will  they  cost  more  than 
they  are  worth?  Are  they  understandable?  Will 
they  actually  help  the  public? 

The  law  which  created  JCAR  requires  “the 
promotion  of  adequate  and  proper  rules  by  agen- 
cies and  an  understanding  on  the  part  of  the  public 
respecting  such  rules.”  We  have  tried  to  fulfill 
that  purpose  by  ensuring  that  rules  make  sense. 
Our  two  major  activities  promote  this  purpose: 
(1)  We  review  each  new  rule  and  regulation  pro- 
posed by  every  state  agency,  and  (2)  we  review  all 
old  rules  and  regulations  every  five  years  and 
make  “sunset”  recommendations. 

One  regulatory  problem  we  uncovered,  which 
is  of  particular  importance  to  Illinois’  economy, 
involved  rules  of  the  Department  of  Revenue. 
The  Department  had  proposed  regulations  for  tax 
exemptions  for  buying  manufacturing  equipment 


after  the  General  Assembly  passed  a law  exempt- 
ing these  purchases  from  the  state  sales  tax.  The 
law  was  designed  to  stimulate  economic  develop- 
ment in  Illinois;  increased  industrial  activity  was 
expected  to  more  than  compensate  for  the  loss  of 
revenue  from  the  exemption.  Uncertainty  and 
confusion  in  the  Department’s  proposed  rules 
made  it  difficult  to  determine  who  was  eligible  for 
the  exemption.  The  legislature’s  intent  was  fur- 
ther frustrated  by  the  bureaucratic  red-tape  and 
delay  for  processing  forms.  Industry  felt  the  add- 
ed paperwork  and  the  manpower  needed  for  its 
completion  were  costing  more  than  the  tax  break 
was  worth.  Recognizing  these  problems,  JCAR 
introduced  legislation  which  revised  the  sales  tax 
exemption.  Legislative  intent  was  strengthened, 
more  clearly  defining  what  is  meant  by  “man- 
ufacturing,” and  reducing  the  red-tape  and  pa- 
perwork required  for  claiming  the  exemption. 
The  Department  didn’t  like  it,  but  we  proved  that 
the  legislature  can  be  responsive  to  the  need  to 
cut  red-tape  and  make  regulations  under- 
standable. 

The  Department  of  Revenue’s  proposed  rules 
concerning  sales  tax  on  food  also  misconstrued 
the  legislature’s  intent,  although  the  practical  ef- 
fect was  not  as  great.  The  law  passed  by  the  leg- 
islature had  distinguished  between  sale  of  food  in 
restaurants  and  grocery  stores— restaurant  sales 
would  be  charged  a higher  rate,  since  they  were 
considered  more  of  a luxury.  Instead  of  trying  to 
distinguish  between  food  sold  for  immediate  con- 
sumption on  the  premises  and  food  to  be  taken 
home,  the  Department  decided  to  base  the  tax  on 
whether  the  food  was  hot  or  cold.  Imagine  what 
that  does  to  a delicatessen  selling  hot  and  cold 
corned  beef  sandwiches,  a grocery  store  with  a 
snackbar,  or  bakery  which  sells  loaves  of  bread 
while  they’re  still  hot. 

One  final  example:  The  Department  of  Reve- 
nue proposed  rules  to  require  that  sales  tax  re- 
turns be  verified  under  a penalty  of  perjury.  Only 
a few  months  before,  the  Department  had  vig- 
orously supported  a bill  with  almost  identical  lan- 
guage which  the  House  had  rejected.  The  Depart- 
ment was  attempting  to  do  by  rule  exactly  what 
was  not  authorized  by  statute. 

These  examples  come  from  our  review  of  new 
regulations,  but  our  “sunset  review”  for  existing 
rules  is  also  a large  task.  The  total  existing  rules  in 
Illinois  which  we  must  review  take  up  40,000 
pages.  By  1984,  we  will  have  gone  through  each 
of  these  40,000  pages  and  hopefully  convinced 
agencies  to  eliminate  the  regulations  which  are 
unnecessary,  duplicative,  or  improper.  We  are  al- 
ready well  into  the  first  cycle  of  this  project. 
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The  workload  of  JCAR  can  be  grasped  by  look- 
ing at  some  of  our  accomplishments  during  our 
first  two  years  of  operation.  We  reviewed  over 
500  proposed  rules  in  1978,  some  of  which 
ranged  up  to  1000  pages  in  length;  a total  of  over 
12,500  pages  of  proposed  rules  were  analyzed 
during  1978  and  1979.  Of  these  hundreds  of 
rules,  JCAR  issued  formal  objections  to  over  150 
proposed  rules  and  many  other  serious  problems 
were  corrected  through  the  agencies’  coopera- 
tion. 

During  1978,  JCAR  discovered  serious  prob- 
lems in  almost  200  proposed  rules;  in  1979,  seri- 
ous problems  were  discovered  in  almost  400— 
nearly  50%  of  all  the  proposed  rules  reviewed. 
Emergency  rulemaking,  which  agencies  use  to 
avoid  public  input,  has  been  significantly  reduced 
as  a result  of  JCAR  scrutiny. 

We  are  trying  to  make  state  government  reg- 
ulations less  burdensome,  to  open  the  state  reg- 
ulatory process  to  public  scrutiny,  to  insure  that 
laws  enacted  by  the  legislature  are  not  violated  by 
improper  regulations,  to  eliminate  unnecessary 
regulations,  and  to  make  regulations  easier  to  un- 
derstand. Our  goal  is  to  make  bureaucracy  more 
responsive  to,  and  more  effective  for  the  citizens 
of  Illinois.  4 


ANNUAL  MEETING 

ISMS  HOUSE  OF  DELEG  A TES 

April  5-8,  1981 
Radisson  Hotel,  Chicago 
All  Members  Welcome 

The  ISMS  House  of  Delegates  will  con- 
vene April  5,  1981.  Concurrent  educational 
programs,  which  begin  on  Saturday,  April 
4,  1981,  will  include  the  following: 

Competition  through  Alternative  Delivery 
Systems 

Substance  Abuse:  Clinical  Aspects 
Medicine  in  the  1990’s 
Loss  Prevention 

A complete  program  will  be  published  in 
the  March  issue  of  IMJ.  For  further 
information,  please  contact  the  ISMS  of- 
fices: 55  E.  Monroe,  Suite  3510,  Chicago  IL 
60603;  (312)  782-1654. 


SBS 

(Continued  from  page  81) 

the  white  boxed  cancer  warning  in  the  right  hand 
corner  has  stained  the  snow  yellow.  The  reflec- 
tive pleasure  of  tobacco  pervades  the  ad.  It  unifies 
the  desire  for  a perfect  Christmas  with  the  experi- 
ence of  smoking.  The  Surgeon  General  has  no 
chance  against  this.” 

The  beguilement  that  Madison  Avenue  and  its 
tobacco  clients  will  use  to  sell  cigarettes  knows  no 
limits.  It  should  be  clear  that  they  have  carefully 
researched  their  market,  as  well  as  the  methods 
optimally  suited  to  recruit  new  smokers.  Ac- 
cording to  Maurine  Neuberger  in  Smoke 
Screen:  Tobacco  and  the  Public  Welfare, 
the  industry  has  even  hired  Freudian  psycholo- 
gists as  ad  consultants.  A cartoon  that  appeared  in 
the  London  Spectator  shortly  after  the  momen- 
tous British  Royal  College  of  Physicians’  Report 
on  Smoking  and  Health  in  1962,  poked  fun  at  the 
preoccupation  of  cigarette  advertisers  with 
Freudian  symbolism.  Two  troubled  ad  men  are 
speaking.  One,  shrugging,  says  resignedly, 
“O.K.,  we’ll  drop  the  sex  angle  and  play  up  the 
death  wish.”  ^ 

Ronald  M.  Davis,  Delegate,  ISMS-SBS 
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OBITUARIES 


**Arendt,  Erna  L.,  Chicago,  died  January  11, 
1981,  at  the  age  of  76.  Dr.  Arendt  was  a 1929 
graduate  of  Friedrich-Wilhelms  University 
Faculty  of  Medicine,  Berlin,  Germany. 

*Bonnie,  Samuel  Emanuel,  Springfield,  died 
November  20,  1980,  at  the  age  of  68.  Dr.  Bonnie 
was  a 1940  graduate  of  the  Loyola  University 
Stritch  School  of  Medicine. 

**Foran,  Francis  L.,  Chicago,  died  December 
24,  1980,  at  the  age  of  90.  Dr.  Foran  was  a 1917 
graduate  of  Rush  Medical  College. 

*Kroulik,  William  J.,  Chicago,  died  January  9, 
1981,  at  the  age  of  68.  Dr.  Kroulik  was  a 1938 
graduate  of  the  Chicago  Medical  School. 

*Rauwolf,  Andrew  Paul,  Mattoon,  died  October 
16,  1980,  at  the  age  of  69.  Dr.  Rauwolf  was  a 1936 


graduate  of  the  Loyola  University  Stritch  School 
of  Medicine. 

**Scatliff,  H.  Kenneth,  Chicago,  died  January  3, 
1981,  at  the  age  of  91.  Dr.  Scatliff  was  a 1913 
graduate  of  Hering  Medical  College. 

**Tucker,  Joseph,  Levcadina,  CA.,  formerly  of 
Chicago,  died  January  3,  1981,  at  the  age  of  74. 
Dr.  Tucker  was  a 1929  graduate  of  the  North- 
western University  School  of  Medicine. 

*Turchan,  John  James,  Westchester,  died  De- 
cember 14,  1980,  at  the  age  of  53.  Dr.  Turchan 
was  a 1954  graduate  of  the  Loyola  University 
Stritch  School  of  Medicine. 
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$250,000  LIFE  INSURANCE 


ANNUAL 

MONTHLY 

AGE 

PREMIUM 

PREMIUM 

30 

$ 300 

$ 25.00 

40 

$ 390 

$ 32.50 

50 

$ 685 

$ 57.09 

60 

$1755 

$146.25 

Applicant  must  meet  insurance  company's  underwriting 
requirements. 

Underwritten  by  the  Old  Line  Life  Ins.  Co.  of  America 
A USLife  A+  "Excellent"  Best  rated  company 

For  information  call  or  mail  coupon 

If  you  have  been  rated,  declined,  or  have  a history  of 
heart  problems  (including  by-pass  and  valve  surgery), 
cancer,  diabetes,  high  blood  pressure,  etc.  a free  quote 
can  usually  be  provided.  Rate,  amount  of  coverage,  etc. 
will  vary  depending  on  individual. 

Significant  Health  Problems?  □ Yes  □ No 

James  R.  Erbes,  B.S.,  M.S. 

Box  753—439  Marie  St.,  Cape  Girardeau.  MO  63701 
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IN  EVERY  FIELD  OF  HUMAN  ENDEAVO 
ONE  NAME  STANDS  OUT 


comfort  and 
reassurance,  and 
the  doctor  with 
exceptional  efficiency.  And 
all  at  a minimal  cost. 


Ludwig  Mies  van  der  Rohe.  His  vision 
changed  American  architecture.  He 
believed  every  part  of  a dwelling  should 
be  integrated  with  every  other;  that  a 
building’s  very  shape  should  grow  out  of 
the  life  lived  within  it. 


Moss  too,  believes  in  adapting  design  to 
function — especially  for  the  profes- 
sional office.  There,  an  environment 
should  be  totally 
integrated  to  pro- 
vide the 
patient 
with 


For  over  40  years,  Moss  has  provided 
this  kind  of  unique  office  planning 
service.  Our  experienced 
team  of  equipment 


experts  and 
interior  de- 
signers know 
the  needs  of 
the  medical 
professional. 

They  are  well- 
equipped  to 
save  you  time, 
space  and 
money...  not  only 
when  you  are 
choosing  the  many 
components  required,  but 
in  the  day-to-day  progress 
of  your  busy  practice.  Today, 
when  soaring  costs  push  the 
price  of  setting  up  and  main- 
taining an  office  continually  higher, 
such  consideratons  are  more  important 
than  ever. 


Just  tell  us  your  office  dimensions 
and  budget... we’ll  help  you  add  the 
equipment,  furnishings  and  flair! 

We  start  with  your  space  and  your  indi- 
vidual tastes  and  preferences.  Then 
strive  for  a totally  planned  and  coordi- 
nated professional  office. . .with  waiting 
room,  reception,  examination  and 
operating  areas  planned  around  work 
and  traffic  flow.  We  provide  you  with  a 
complete  package . . . from  blueprints  to 
color  scheme,  fabric,  wallpaper  and  car- 
peting samples.  Ready  for  your  contrac- 
tor or  financial  advisor. 

Ideally,  we  would  like  you  to  visit  the 
Moss  showroom  for  a day  or  more  first. 
Look  over  our  vast  display  of  special- 
ized radiological  equipment,  custom- 
ized cabinetry,  patient  chairs  and  fur- 
nishings. Meet  and  talk  with  our 
equipment  and  our  A.S.I.D.*  interior 
design  experts.  They’ll  chat  infor- 
mally with  you  to  discover  your 
likes  and  dislikes,  how  you  prefer 
to  work,  and  the  size  of  your 
budget. 

If  you  cannot  arrange  to  visit 
us,  simply  give  us  a call  and 
we’ll  talk.  We  can  arrange 
to  send  you  all  plan  mate- 
rials by  mail — blueprints, 
swatches  and  product 
brochures.  When  your  materials  are 
ready  for  delivery,  we  will  arrange  for  a 
qualified  person  in  your  area  to  receive 
them  and  oversee  the  setting  up  of  your 
office  to  the  last  detail.  Naturally,  in  the 
Chicago  area,  our  designers  will  attend 
to  this  personally. 

Because  we  want  you  to  have  your  new 
professional  office  when  you  need  it,  we 
can  arrange  a payment  plan,  if  neces- 


sary. Or 
help  you  to 
obtain  financing.  Or, 
you  can  lease 
your  equipment  and  fur- 
nishings for  an  excellent 
tax  write-off. 


If  a new  office  is  not  in  your  plans  K 
at  the  moment,  Moss  stands  ready  to\ 
supply  you  with  any  one  of  hundreds  of 
essentials  for  your  practice,  down  to  the 
smallest  precision  instruments.  A call  w 
bring  complete  information  quickly. 
Since  1937,  Moss  Corporation  has  en- 
deavored to  select  and  manufacture  | 
specialized  products  for  medical  prac- 
titioners in  several  fields  that  deliver  per- 
formance, versatility,  convenience,  styli 
and  especially  value.  And  to  provide  a 
unique  office  planning  service  that  in- 
corporates the  Mies  van  der  Rohe  prin- 
ciple of  integrating  function  with  design 
In  yourfield,  one  company  does  more. . 
Moss  Corporation. 


LET’S  TALK  TODAY  ABOUT  YOUR 
NEW  OFFICE.  . . CALL 
TOLL-FREE  800/323-2868  IN 
ILLINOIS,  312/677-6000 
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Don't  Fall 
Behind  in 
Your  CME 
Credits . . . 

Stay 

Ahead  — 

Attend  the 
37th  Annual 

Midwest  Clinical  Conference 


The  Chicago  Medical  Society  will  once  again  pre- 
sent the  only  meeting  of  its  kind  in  the  Midwest. 
This  three-clay  conference  will  include  courses 
programmed  by  26  participating  societies  which 
will  cover  many  of  the  latest  discoveries  and  de- 
velopments in  medical  science.  Socio-economic 
courses  of  vital  interest  to  your  practice  of  medi- 
cine have  been  selected  to  round  out  the  pro- 
gram. 


March  20-22 , 1981 

Conrad  Hilton  Hotel 
Chicago,  Illinois 
Category  1 Credit 


Participating  Societies 

American  Association  of  Medical  Assistants 
American  Diabetes  Association 
Chicago  Committee  on  Trauma  American  Col- 
lege of  Surgeons 
Chicago  Dermatological  Society 
Chicago  Foundation  for  Medical  Care 
Chicago  Heart  Association 
Chicago  Neurological  Society 
Chicago  Ophthalmological  Society 
Chicago  Pathological  Society 
Chicago  Pediatric  Society 
Chicago  Psychoanalytic  Society 
Chicago  Radiological  Society 
Chicago  Surgical  Society 
Chicago  Urological  Society 
Cnicago  Society  of  Internal  Medicine 
Chicago  Society  of  Plastic  Surgery 
Chicago  and  Illinois  Society  of  Anesthesiolo- 
gists 

Cook  County  Council  of  Allergy  and  Clinical 
Immunology 

Illinois  Chapter,  American  College  of  Chest 
Physicians 

Illinois  Chapter,  American  College  of  Emer- 
gency Physicians 

Illinois  Chapter,  United  States  Section  Inter- 
national College  of  Surgeons 
Illinois  Society  of  Physical  Medicine  and  Reha- 
bilitation 

Illinois  State  Medical  Society  — Resident  Sec- 
tion 

Illinois  State  Medical  Society  — Committee  on 
Sports  Medicine 
Lithuanian  Medical  Association 
Philippine  Medical  Association 


I 

Send  to:  The  Chicago  Medical  Society 

| Division  of  Professional  and 
I Community  Education 
J 515  N.  Dearborn  St. 

Chicago,  IL  60610 


Please  send  me  information  and  registration  materials  for  the 
1981  Midwest  Clinical  Conference: 


Name  _ 
Address 


Zip  Code 


IMPAC 


ILLINOIS  MEDICAL  POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 

IMPAC  REPORT 


The  IMPAC  Council  believes  that  you,  the  members  of  IMPAC,  should 
be  aware  of  your  political  action  committee's  successes  and  failures. 
Therefore,  listed  below  by  category  are  the  contributions  made  by 
IMPAC  toward  the  November  general  elections.  In  total,  IMPAC  was 
involved  in  216  state  and  federal  campaigns,  distributing  $142,150 
of  membership  contributions.  Please  that  these  figures  are  for  the 
general  election  only  and  do  not  include  contributions  made  toward 
the  primary  election. 


CONTRIBUTIONS 

CANDIDATES 

SUPPORTED 

WON/LOST 

WINNING 

PERCENTAGE 

ILL. 

STATE  SENATE 

$16,400 

28 

25/3 

89% 

ILL. 

HOUSE 

$75,300 

162 

154/8 

95% 

U.S.  HOUSE 
& SENATE 

$42,250 

18 

14/4 

78% 

SUPPORT  FOR  OTHER 
ELECTED  OFFICIALS 

* $ 8,200 

8 

NA 

NA 

TOTALS 

$142,150 

216 

193/15 

89% 

*Includes  support  for  incumbents  not  up  for  re-election. 

I am  proud  to  note  that,  as  you  can  see,  our  successes  were  many 
and  failures  few.  Hopefully,  seeds  planted  in  the  general  elections 
of  1980  will  grow  to  produce  quality  health  care  legislation  in 
years  to  ccme. 


But  the  job  never  ends.  Under  current  Illinois  law,  the  next  pri- 
mary election  for  our  Representatives  and  Senators  in  Springfield 
and  Washington  is  only  a year  away!  We  must  begin  working  toward 
that  election  today. 


Thank  you  for  your  past  efforts  to  strengthen  medicine's  political 
arm.  Please  continue  to  support  your  PAC,  IMPAC — The  Illinois 
State  Medical  Society  Political  Action  Committee. 


Pf/ftLL 


/}uO 


Chai rman 


The  contribution  supports  a political  action  committee  membership  in  IMPAC  for  candidates  for  public  office  in  Illinois  and  candidates  fo 
federal  office  elsewhere  through  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nfl 
the  AMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  Copies  of  IMPAC  and  AMPA 
reports  are  filed  with  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.C.  Contributions  are  subject  to  th 
limitations  of  FEC  regulations.  Sections  110.1,  110.2,  and  110.5  (Federal  regulations  require  this  notice).  IMPAC  reports  are  also  filed  with  th 
State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections,  1020  South  Spring  Street,  Springfield 
Illinois  62704. 


A Limited  Experience  with  Radiotherapy 

Can  Something  Be  Done  For 
Metastatic  Malignant  Liver  Disease? 

By  Virendra  S.  Saxena,  M.D.,  D.M.R.T.,  F.R.C.R.  (Lond.),  Ekachai  Visetsiri,  M.D., 
PramillaSarin,  M.D.  and Ham-Nyung Lee,  M.D./OakLawn 

Metastatic  spread  to  liver  from  malignant  tumor  is  frequent,  difficult  and  frustrating 
to  manage.  It  is  also  one  of  the  most  ominous  signs  of  advanced  malignancy.  The 
purpose  of  this  study  is  to  evaluate  the  role  of  palliative  radiotherapy  in  alleviating 
symptoms  of  liver  metastasis  and  improving  the  quality  of  life  for  these  patients. 


Twenty-two  patients  with  metastatic  malignant 
disease  of  the  liver  were  seen  between  January 
1977  and  March  1980.  Their  age  and  sex  distri- 
bution is  given  in  Table  1.  In  most  instances  the 
metastatic  disease  in  liver  arises  from  gastroin- 
testinal adenocarcinomas.12  In  our  series  of  22 


VIRENDRA  S.  SAXENA,  M.D.,  is  a board  certified 
radiologist  and  associate  professor  in  the  department  of 
therapeutic  radiology  at  Rush  Medical  College  in  Chica- 
go. Chairman  of  the  department  of  radiation  oncology 
at  Christ  Hospital  in  Oak  Lawn,  Dr.  Saxena  is  a member 
of  the  Royal  College  of  Radiologists,  England,  and  a 
fellow  of  the  American  College  of  Radiology. 

EKACHAI  VISETSIRI,  M.D.,  is  a therapeutic  radiol- 
ogist affiliated  with  the  Memorial  Sloan  Kettering  Can- 
cer Center  in  New  York.  Dr.  Visetsiri  was  formerly  affili- 
ated with  Rush-Presbyterian-St.  Luke’s  Medical  Center 
in  Chicago. 

PRAMILLA  SARIN,  M.D.,  is  a board  certified  radiol- 
ogist specializing  in  radiation  oncology.  Dr.  Sarin  is  a 
former  consultant  for  South  Chicago  Community  Hos- 
pital and  Suburban  Hospital  of  Hinsdale. 

HAM-NYUNG  LEE,  M.D.,  is  a board  certified  radiol- 
ogist affiliated  with  Christ  Hospital  in  Oak  Lawn.  Dr.  Lee 
specializes  in  radiation  oncology. 


patients,  13  had  primary  carcinomas  arising  from 
colon,  rectum,  stomach  and  pancreas.  (Table  2). 

The  Clinical  Picture 

The  liver  metastasis  may  be  present  without 
symptoms  or  signs  in  many  patients.  However, 
common  symptoms  from  liver  metastatic  malig- 
nancy are  pain  either  in  right  upper  quadrant  or 
upper  abdomen,  jaundice,  anorexia  and  ascites.1 

In  the  present  series,  16  patients’  first  symp- 
tom was  pain.  (Table  3)  Fifteen  patients  had  clin- 
ical hepatomegaly.  Jaundice  occurred  in  only 
three  patients.  Anorexia  and  weight  loss  were  not 
documented.  Alkaline  phosphatase  and  serum 
glutamic  oxalacetic  transaminase  (SGOT)  as  well 
as  total  bilirubin  may  all  be  elevated  in  earlier 
stages  of  hepatic  involvement  and  sometimes 
even  before  the  disease  is  apparent  on  scintiscans 
of  liver.  This  was  shown  in  the  present  series, 
where  half  had  elevated  alkaline  phosphatase  and 
eight  of  22  and  13  of  22  had  elevation  of  total 
bilirubin  and  S.G.O.T.  respectively.  (Table  4). 

At  present,  radio-isotope  liver  scan  remains 
the  most  frequent  procedure  to  evaluate  filling 
defects  or  cold  areas  in  this  organ.3  Of  22  patients 


for  February,  PJSI 
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Table  1 


Table  5 


Total  Patients  Seen 


22 


Age 

41  Yrs.-85  Yrs. 

Males 

1 1 

Females 

11 

Table  2 

Primary  Sites  of  Malignancy 

G.l.  Tract 

13 

Breast 

4 

Lung 

4 

Malignant  Melanoma 

1 

Table  3 

Clinical  Findings 

Finding 

Present  Absent 

Not  Documented 

Hepatomegaly 

15  3 

4 

Pain 

16  4 

2 

Jaundice 

3 19 

0 

Table  4 

Investigations 

# OF  PATIENTS 

Test 

Abnormal 

Normal 

Not  Done 

Alkaline  Phosphatase  10 

10 

2 

Total  Bilirubin 

8 

12 

2 

SGOT 

13 

7 

2 

Liver  Scan 

19 

0 

3 

Biopsy 

1 

0 

21 

in  present  series,  19  had  liver  scans.  (Table  4)  In 
each  there  were  findings  consistent  with  meta- 
static malignant  disease  in  the  liver,  including 
cold  regions  and  irregular  enlargement. 

Hepatic  angiograms  are  rarely  done  but  could 
be  useful  in  some  patients.4  As  far  as  ultrasound 
examination  of  liver  in  this  situation  is  con- 
cerned, metastases  usually  produce  weak  echos. 
The  same  tumors,  interestingly,  would  some- 
times produce  strong  echos  shortly  after  initiation 
of  chemotherapy  or  radiotherapy.5  It  is  suggested 
that  the  latter  findings  could  be  utilized  in  evalua- 
ting response  of  disease  of  these  modalities  of 
treatment.5  In  present  series,  none  of  these  diag- 
nostic procedures  were  employed. 

Management 

Fourteen  of  the  21  patients  in  this  series  had 
prior  chemotherapy  for  their  metastatic  disease. 
Thus,  eight  patients  reported  no  previous  thera- 
py. (Table  5) 


Prior  Therapy 

Chemotherapy  14 

No  Therapy  8 


Table  6 

Dose  of  Radiation  to  Liver’ 


Less  than  2000  Rads  2 

2 100-2400  Rads  3 

2500-3000  Rads  13 

More  Than  3100  Rads  4 


*200-300  Rads  Per  Day  and  Five  Times  a Week 


All  22  patients  received  radiotherapy  to  whole 
liver  from  Cobalt  60  gamma  rays.  Most  ( 1 3 of  23) 
were  given  between  2500  rads  and  3000  rads  to 
the  liver.  The  fraction  size  varied  from  200  rads 
to  300  rads  per  day.  They  received  Five  treat- 
ments per  week.  (Table  6) 

Tolerance  to  radiotherapy  was  good  and  all 
completed  their  therapy  without  interruption. 
None  complained  of  persistent  nausea,  vomiting 
or  upper  abdominal  cramps  requiring  medication. 

Results 

Response  to  radiotherapy  for  hepatic  metasta- 
sis was  judged  as  “good”,  “satisfactory”  and 
“poor  or  no  response.”  Factors  used  to  deter- 
mine were:  (a)  reduction  of  more  than  75%  of 
pain;  (b)  improvement  in  serum  chemistry 
including  alkaline  phosphatase,  total  bilirubin 
and  SGOT;  (c)  improvement  in  liver  isotope 
scan;  (d)  reduction  in  the  size  of  the  liver  and  (e) 
improvement  or  complete  disappearance  of  jaun- 
dice. 

The  criteria  used  to  define  the  quality  of  re- 
sponse were  as  follows:  (a)  “Good  response”  — 
Reduction  of  pain  and  improvement  of  at  least 
two  other  factors  as  described  above;  (b)  “Satis- 
factory response”  — Improvement  in  pain  or  im- 
provement of  at  least  one  other  factor  and  pain  or 
(c)  “Poor  or  no  response”  — Persistence  of  pain 
with  or  without  improvement  in  any  other  factors 
following  radiotherapy  course. 

Using  the  above  criteria  to  judge  response  to 
radiotherapy  it  was  found  that,  of  22  patients, 
nine  or  41%  had  “good  responses,”  and  20  or 
91%  had  “satisfactory  responses.”  Only  two  of 
these  patients  showed  “poor  or  no  response”  to 
radiotherapy.  (Table  7) 

Three  patients  had  jaundice  before  therapy.  In 
two  of  these,  the  jaundice  disappeared. 

Average  survival  following  therapy  was  101 
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Table  7 

Response  To  Radiotherapy 
Total  Patients  22 

Response  #PTS.  Percentage 

Good  9 41% 

Satisfactory  20  91% 

Poor  Or  No  Response  2 9% 

Total  22 


days.  One  patient  survived  one  year  and  ten  pa- 
tients over  90  days. 

Discussion 

Management  of  patients  with  hepatic  metasta- 
sis is  difficult,  challenging  and  often  frustrating. 
Frequently,  the  patient  is  riddled  with  metastatic 
disease  in  various  parts  of  the  body  and  manage- 
ment merely  consists  of  keeping  the  patient  com- 
fortable in  the  last  days  of  life.  Some  patients, 
however,  complain  of  progressive  pain,  jaundice, 
upper  abdominal  discomfort,  G.l.  upsets,  etc. 
There  are  various  modalities  available  to  these 
patients  including  surgery,  chemotherapy  and  ra- 
diotherapy. 

Surgical  excision  of  a solitary  metastasis  in  liver 
has  been  done,  but  is  generally  discouraged.6-7 
The  hazards  of  surgical  excision  of  a part  of  liver 
are  great— and  benefits  are  few.  There  is  a danger 
of  uncontrolled  bleeding  and  infection.  However, 
some  authors8  have  attempted  a near  total  or  total 
resection  with  homograft  of  liver.  This,  at  pres- 
ent, is  highly  experimental  and  probably  contro- 
versial. A partial  hepatectomy  may  be  attempted 
in  a few  highly  selected  patients  with  solitary 
metastasis. 

Another  surgical  approach  in  management  of 
malignant  liver  metastasis  has  been  hepatic  artery 
ligation  alone.9  This  possibly  produces  ischemia 
and  necrosis  in  tumor  and  reduces  the  size  of 
metastasis.  It  has  a limited  application  because  of 
its  rather  poor  overall  results  and  high  morbidity, 
complications  and  even  mortality.9 

Systemic  chemotherapy  might  be  of  some  val- 
ue in  these  patients  but  suffers  from  a rather  poor 
response  from  metastatic  tumors,  most  of  which 
originate  from  gastro-intestinal  tract.  A com- 
monly used  chemotherapeutic  drug  is  5 Flour- 
uracil.  5 F.U.,  as  it  is  popularly  called,  was  first 
introduced  in  clinical  use  in  1957. 10  It  has  now 
become  a mainstay  of  chemotherapeutic  manage- 
ment of  G.l.  tract  malignancies.11  It  has  been 
known  to  cause  objective  reduction  in  tumor  size 
in  about  15-25%  of  patients  with  G.l.  tract  malig- 
nancies.10-12-13 The  lives  of  a few  patients  could 


possibly  be  prolonged  by  chemotherapy,  especial- 
ly those  who  initially  respond  to  it.  While  the  total 
number  is  small,  there  are  some  patients  with 
hepatic  metastasis  in  whom  life  has  been  pro- 
longed significantly  by  its  use.  5-Floururacil  can 
be  given  either  parenterally  or  orally  on  weekly 
intervals.  Sometimes  it  is  given  in  the  form  of 
continuous  intravenous  infusion  in  120  hours.14 
The  results  of  these  two  methods  of  giving  5 F.U. 
in  this  malignancy  are  probably  not  much  differ- 
ent, but  it  seems  that  the  continuous  infusion 
method  may  be  less  toxic.14  Oral  administration 
of  5 F.U.  is  less  effective  but  is  certainly  more 
convenient  to  the  patient.15-16  Some  authors  17-  18 
believe  that  oral  5 F.U.  may  be  more  effective 
against  hepatic  metastatic  disease  from  G.l.  tract 
to  malignancies  than  the  parenteral  drug.  This 
however,  may  not  be  wholly  reproducable  in  oth- 
er studies. 

Other  chemotherapeutic  drugs  used  in  dissemi- 
nated malignancies  are  nitrosoureas.  These 
include  BCNU,  CCNU,  and  methyl  CCNU. 
These  are  used  mostly  in  combination  with  5 F.U. 
and  other  drugs  like  Adriamycin,  Vincristine, 
DT1C,  etc.,  with  varying  success. 19 

Hepatic  artery  ligation  with  post-operative  che- 
motherapy has  also  been  described  with  relief  of 
symptoms  in  57%  of  patients  with  hepatic  metas- 
tases  from  colon  cancers.20  Mean  survival  of 
these  patients  was  27  weeks.  A 60%  improvement 
was  reported  by  Ansfield21  in  113  patients  with 
liver  metastases  by  intra-hepatic  arterial  infusion 
of  5 Floururacil. 

Role  of  Radiation  Therapy 

Radiation  therapy  has  been  used  rather  spo- 
radically and  without  much  popular  support  in 
the  literature.  However,  in  recent  times  its  use  in 
hepatic  metastases  has  been  evaluated.1-22  This 
study  tends  to  support  the  findings  of  some  re- 
cent studies1-22-23  that  hepatic  metastases  could 
be  managed  effectively  with  doses  of  between 
2000-3000  rads  in  2-3  weeks’  time.  The  main 
symptoms  of  pain  and  anorexia  are  relieved  in 
about  70%  of  the  patients.1  In  about  50%  the 
blood  chemistry  shows  improvement.1-23  In  a 
small  number,  the  jaundice  also  shows  signs  of 
improvement.1  In  about  35%  the  liver  size  shows 
signs  of  reduction.1-22  Similar  results  have  been 
observed  by  the  authors  of  this  study  and  others 
in  literature.23-24 

Summary 

Hepatic  metastases  from  malignant  disease  are 
frequent.  These  pose  problems  of  pain,  anorexia, 
weight  loss,  jaundice  and  ascites  in  these  patients. 
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Though  in  the  past  it  was  hard  to  manage  symp- 
toms of  hepatic  metastatic  disease,  there  is  now 
some  evidence  that  it  can  be  done  with  a carefully 
administered  radiation  therapy  in  selected  symp- 
tomatic patients. 

About  90%  of  patients  are  helped  effectively. 
Surgery  and  chemotherapy  have  also  been  used 
in  management  of  these  patients  but  these  two 
modalities  have  not  been  uniformly  effective. 
However,  they  could  be  reserved  for  a few  select- 
ed patients.  Radiation  therapy  given  properly  and 
with  proper  fractionation  carries  little  morbidity 
and  complications.  A study  of  22  patients  with 
metastatic  malignant  disease  of  liver  seen  at  one 
institution  in  slightly  over  two  years  is  presented. 
An  attempt  is  made  to  document  evidence  that  a 
short  palliative  course  of  radiotherapy  for  these 
unfortunate  patients  is  a worthwhile  effort  in  im- 
proving quality  of  their  limited  lives  and  without 
any  increase  in  morbidity.  ◄ 
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Laboratory  Diagnosis 
In  Thyroid  Disease 

By  Vincent  Lopez-Majano,  M.D.  andC.  Abraira,  M.D.,  F.A.C.P. /Chicago 


Laboratory  diagnosis  will  help  the  clinical  observations  in  assessing  the  functional 
status  of  the  thyroid  gland.  Tests  that  measure  directly  circulating  thyroid  hormones  (T4 
by  binding  competition  and  T3  by  radioimmunoassay)  or  indirectly  by  measuring  thy- 
roidal binding  sites  in  plasma  (T3  resin  uptake)  will  be  complemented  by  determination 
of  the  hypophyseal  thyroid  stimulating  hormone  (TSH).  Elevation  of  TSH  in  plasma  will 
be  an  early  and  sensitive  indicator  of  primary  hypofu action  of  the  thyroid  (the  target 
gland).  Lack  of  TSH  response  after  thyroid  releasing  hormone  (TRH)  injection  will 
denote  thyroid  gland  autonomy  in  suspected  hyperthyroidism.  The  use  of  these  last  two 
tests  has  largely  replaced  the  TSH  stimulation,  iodine  uptake  and  thyroid  suppression 
tests  with  T3  in  the  evaluation  of  thyroid  gland function.  Nevertheless,  these  tests  are  still 
useful  in  determining  status  of  the  diffusely  enlarged  gland— especially  thyroid  nodules. 
Associated  with  radioiodine  uptake  and  scintigrams,  they  help  in  the  diagnosis  of  malig- 
nant or  benign  lesions.  In  the  first  case,  radioactive  uptake  and  scans  also  can  identify 
functioning  metastases. 

Thyroidal  antibodies  in  conjunction  with  the  other  thyroid  function  tests  will  assist  in 
the  diagnosis  of  chronic  thyroiditis.  Elevated  blood  calcitonin  is  a useful  hormonal 
marker  of  medullary  carcinoma  of  the  thyroid.  Serum  calcium  and  alkaline  phos- 
phatase, lipid  profiles,  hematological  cell  values  and  sedimentation  rate  may  be  non- 
specific adjuvant  tests  that  contribute  to  the  characterization  of  thyroidal  disease. 


Thyroid  diseases  can  affect  the  form,  size, 
structure  or  function  of  the  thyroid  gland  and  also 
produce  systemic  manifestations. 

The  clinical  history  and  a careful  examination 
can  inform  about  local  disease  manifestations, 
such  as  enlargement  of  the  thyroid  gland,  pres- 
ence of  nodules  and  general  findings  such  as 
tachycardia,  hyperreflexia  and  weight  alterations. 
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Thyroid  Function  Tests1 

The  clinical  diagnosis  should  be  correlated  with 
objective  studies  (Table  1).  Marked  alterations  of 
the  thyroid  function  are  easily  suspected  clinical- 
ly. However,  when  the  extent  of  disease  does  not 
correlate  with  objective  data,  the  degree  of  se- 
verity is  better  established  by  objective  tests. 
These  include  blood  T3  and  T4  and  radioactive 
iodine  uptake.  The  numerical  information  pro- 
vided by  these  tests  can  be  a useful  index  to  study 
in  conjunction  with  clinical  findings  and  thera- 
peutic response.  Scintigraphy  with  the  appropri- 
ate radionuclide,  thermography,  and  ultrasound 
can  inform  about  the  size  and  function  of  the 
gland. 

Thermography  is  useful  in  diagnosis  of  hyper- 
thyroidism. There  are  no  contraindications  to  the 
use  of  thermography  and  ultrasound  in  the  study 
of  the  thyroidal  structure  because  these  methods 
do  not  produce  ionizing  radiation.  On  the  other 
hand,  ionizing  radiations  are  produced  when  ra- 
dionuclides are  used  in  the  patient.  This  con- 
traindicates their  use  in  pregnancy. 

The  thyroid  can  be  visualized  with  fluorescent 
scanning  without  any  radiation  exposure. 

The  radioiodine  uptake  is  a very  sensitive  test 
which  can  be  affected  by  many  drugs,  foods  and 
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TABLE  1 

INDICATIONS  FOR  THYROID  TESTS 


t3 

resin 

uptake 

T4 

Thyroid 

anti- 

bodies 

Suppres- 

sion 

Test 

LATS 

SERUM 

TSH 

Radio- 

iodine 

uptake 

Thyroid 

Scan 

Ultra- 

sound 

Thermo- 

graphy 

Screen  for  thyroid 

disease 

+ 

+ 

+ 

Hyperthyroidism 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Nodules 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Nodules  with  clinical 

hyperthyroidism 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Goiter  (simple) 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Retrosternal  goiter 

+ 

+ 

+ 

+ 

+ 

Thyroiditis 

+ 

+ 

+ 

+ 

4- 

+ 

Thyroid  Surgery 

+ 

+ 

+ 

+ 

+ 

+ 

Thyroid  carcinoma 

1)  Before  surgery 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

*2)  After  surgery 

+ 

+ 

+ 

+ 

+ 

+ 

Struma  ovarii 

+ 

+ 

+ 

+ 

Vocal  cord  paralysis 

+ 

+ 

+ 

+ 

* Whole  body  scan  to  search  for  metastases  and  bone  scintigram  to  seek  non-functioning  metastases 


diagnostic  tests,  especially  those  containing  io- 
dides (Table  2).  To  be  able  to  perform  radio- 
iodine uptake  and  thyroid  scans  with  radioiodine, 
it  is  necessary  to  stop  for  some  time  all  the  med- 
ications seen  in  Table  2.  IVP  and  gallbladder  se- 
ries interfere  with  radioiodine  uptake  to  such  an 
extent  that  thyroid  scintigraphy  with  radioiodine 
can  not  be  performed  until  1-3  months  after  the 
X-ray  test.  Bronchography  and  myelography  with 
iodine-containing  contrast  media  can  interfere 
with  iodine  uptake  for  a year  or  more.  However, 
thyroid  scintigrams  can  be  obtained  with  Tc-99m 
because  this  radionuclide  is  trapped  by  the  thy- 
roid unless  extraordinary  amounts  of  iodine  or 
other  interfering  drugs  are  administered  before 
thyroid  scintigram.  None  of  these  drugs  interfere 
with  ultrasound  and  thermography  studies  of  the 
thyroid  gland. 

The  correct  interpretation  of  the  24  hour  radio- 
iodine uptake  test  has  been  hampered  by  pro- 
gressive decline  in  normal  values  observed  in  the 
last  few  years,  due  to  the  several  fold  increase  in 
daily  iodine  ingestion  by  the  U.S.  population.  It 
no  longer  discriminates  for  hypothyroidism  and 
many  cases  of  unquestionable  hyperfunction 
show  uptake  levels  that  overlap  normal  range. 
The  24  hour  RAI  test  is,  however,  useful  in 
identifying  factitious  hyperthyroidism,  struma 
ovarii,  subacute  thyroiditis  with  thyrotoxicosis 
and  iodine-induced  hyperthyroidism.  All  of  these 
conditions  will  be  associated  with  very  low  thy- 
roid uptake.  In  addition,  it  assists  in  the  calcula- 


tion of  therapeutic  I131  doses,  and  is  necessary  for 
the  stimulation  and  suppression  tests  described 
below. 

Tests  That  Measure  Circulating 
Hormone  Status 

Thyroid  function  can  be  assessed  with  in  vitro 
determination  of  the  T3  and  T4  concentration 
without  any  risk  to  the  patient.  The  two  “T3 
tests”  differ  in  their  significance  and  inter- 
pretation. One,  the  in  vitro  resin  uptake  of  la- 
belled T3  or  triiodothyronin,  is  an  indirect  meas- 
urement of  thyroxin  binding  sites  in  plasma.2  The 
other  test,  also  called  T3  RIA,  or  radio 
immunoassay,  involves  the  direct  determination 
of  blood  concentrations  of  one  of  the  thyroid  hor- 
mones, triiodothyronine.  Serum  T4  or  thyroxine 
concentration  may  be  directly  determined  by 
competitive  protein  binding  assay.  In  general, 
both  of  these  values  will  change  in  direct  correla- 
tion with  functional  status  of  the  thyroid  gland. 
Exceptions  to  this  rule  will  be  detected  by  con- 
comitant determination  of  T3  resin  uptake. 

The  T3  resin  uptake  (T3RU),  expressed  as  per- 
centage values,  changes  in  direct  relation  to  thy- 
roid hormone  concentration  in  the  blood  or  in 
inverse  correlation  to  levels  of  thyroid  binding 
globulins.  Thus,  it  has  to  be  interpreted  together 
with  serum  T4  concentration,  and  T3  resin  uptake 
might  be  in  discordance.  In  such  a case  the  result- 
ing abnormalities  can  be  assessed  with  deter- 
minations of  the  resin  uptake  of  T3  and  plasma  T4 


96 


Illinois  Medical  Journal 


TABLE  2 

INTERFERENCE  WITH  RADIOIODINE  UPTAKE 


A.  Causes  of  erroneous  low  iodine  uptake 

Iodine  containing  compounds  Time  of  interference 


GENERAL  PREPARATIONS 

Lugol’s  solution 

Iodides 

Antitussives 

Iodine  ointments  (topical) 

Iodine  tincture  (topical) 

Iodoform  (topical) 

Iodine  suppositories 

Vitamin  preparations  (occasional) 

Entero-Vioform 

Diodoquin 

Enterosept 

Penicillin 


1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 
1-3  weeks 


Adrenal  Cortical  Steroids 

1 week 

ACTH 

1 week 

Resorcinol 

1 week 

Cobalt 

1 week 

PAS  and  Isoniazid 

1 week 

Butazolidin 

1 week 

Antihistamines 

1 week 

Phenothiazine 

1 week 

Pentothal 

2-3  days 

Phenobarbital 

2-3  days 

Diuretics 

2-3  days 

Tolbutamide 

2-3  days 

Anticoagulants 

2-3  days 

Salicylates 

2-3  days 

B.  Causes  of  erroneous  high  iodine  uptake 


CONTRAST  MEDIA 


Aqueous  Solutions 

1-3  months 

Diodrast 

1-3  months 

Hypaque 

1-3  months 

Mediopaque 

1-3  months 

Neo-Iopax 

1-3  months 

Urokon 

1-3  months 

Miokon 

1-3  months 

Thixokon 

1-3  months 

Renografin 

1-2  weeks 

Dionosil  (British) 

2-4  months 

Oily  Solutions 

Lipiodol 

1 year  or  more 

Visciodol 

1 year  or  more 

Ethiodol 

1 year  or  more 

Iodochlorol 

1 year  or  more 

Pantopaque 

1 year  or  more 

Cholecystopaques  and  Cholangiopaques 

Cholografin 

3 months 

Telepaque 

2 months 

Priodex 

1-3  months 

Utersalpingopaque 

1-3  months 

Skiodan  acacia 

1-3  months 

Salpix 

1 month 

Other  chemicals  and  drugs 

Time  of  interference 

Antithyroid  drugs 

2-8  days 

Thiouracil 

2-8  days 

Propylthiouracil 

2-8  days 

Methylthiouracil 

2-8  days 

lothiouracil  (Itrumil) 

2-8  days 

Muracil 

2-8  days 

Methimazole  (Tapazole) 

2-8  days 

Mercazole 

2-8  days 

Carbimazole 

2-8  days 

Thyroid  medication 

1-2  weeks 

Disiccated  thyroid  (T3,  T4) 

1-3  weeks 

Thyronine 

1-3  weeks 

Thyroxine 

1-3  weeks 

Thiocyanates 

1 week 

Perchlorates 

1 week 

Nitrates 

1 week 

Sulfonamides 

1 week 

Progesterone 

1 week 

Time  of  interference 

Thyroid  stimulating  hormone  3-6  days 

Iodine  deficiency  Until  corrected 

Recently  discontinued  antithyroid  drugs  3-6  days 


C.  Some  extrathyroid  causes  of  interference 
with  serum  T4  and  T3  resin  uptakes. 

serum 


binding 

t3 

T? 

proteins 

T4 

RU 

(FT1) 

Pregnancy 

T 

t 

{ 

= 

Estrogens 

t 

t 

1 

= 

Oral  con- 

1 

t 

1 

= 

traceptives 

Hyperalbulinemia 

t 

t 

1 

= 

Acute  hepatitis 

n 

t 

l 

= 

Low  thyroid 

i 

i 

r 

= 

binding  globulin 
Steroids  (high 

i 

i 

t 

— 

dose  of  corti- 
sone & ana- 
logues) 

Acromegaly 

i 

i 

t 

= 

Hypoalbuminemia 

i 

1 

t 

= 

Nephrosis 

i 

i 

t 

= 

High  thyroid 

t 

T 

i 

= 

binding  globulin 
Salicylates  (high 

1 

t 

dose) 

Androgens  or 

i 

I 

i 

— 

anabolic 

steroids 

Dilantin 

= 

1 

t= 

i= 

Triiodothyronine 

= 

1 

t 

i 

(replacement 

dose) 

Dessicated  thyroid 

= 

-1 

= 

= 

(replacement 

dose) 

(T4  + T3) 

Levothyroxine 

= 

= 1 

= 

= 

(T4  replace- 
ment dose) 
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together.  From  these  two,  a free  thyroxine  index 
can  be  devised: 

FTI  (T7)  = resin  uptake  (%)  XT4. 

100 

Each  laboratory  has  a standard  range  of  normal 
values  for  FTI. 

Peripheral  conversion  of  T4  into  T3  occurs  nor- 
mally. Such  conversion  is  decreased  in  non-thy- 
roid diseases,  (renal  failure,  starvation,  cirrhosis, 
corticosteroid  administration,  etc.)  giving  low  cir- 
culating T3  values.  However,  direct  T3  serum  de- 
termination is  invaluable  in  diagnosis  of  T3  thy- 
rotoxicosis, in  which  the  T3  RU  and  T3  RIA  are 
increased  and  the  T4  and  TBG  are  normal.  (In 
this  case  the  thyroid  suppression  test  described 
below  is  abnormal  too).  The  determination  of  T3 
by  radioimmunoassay  is  also  useful  in  early  hy- 
perthyroidism in  which  the  first  laboratory  abnor- 
mality present  might  be  increased  T3  circulating 
levels. 

When  borderline  low  values  of  thyroid  func- 
tions are  obtained,  direct  blood  determination  of 
thyroid  stimulating  hormone  (TSH)  is  indicated; 
if  elevated  it  will  confirm  primary  thyroid  gland 
hypofunction.  If  low,  secondary  hypothyroidism 
is  suspected.  In  this  case,  administration  of  TRH 
(TSH  releasing  factor)  will  identify  whether  the 
pituitary  (after  TRH  injection  no  elevation  of 
TSH)  or  the  hypothalamus  (normal  TSH  dis- 
charge after  TRH  injection)  are  at  fault.  The  ad- 
ministration of  medications  and  extrathyroid 
conditions  may  interfere  with  T4  and  T3  resin  up- 
take. 

The  TSH  Stimulation  Test  is  rarely  applied  for 
evaluation  of  hypothyroidism  because  of  cardio- 
vascular effects  in  the  elderly  and  allergic  prob- 
lems. Also,  its  primary  indication,  differentiation 
of  primary  (target  gland)  thyroid  insufficiency 
from  secondary  (pituitary  failure)  hypothyroid- 
ism, is  easily  diagnosed  by  radio-immunoassay 
measurement  of  circulating  TSH. 

Thyroid  Suppression  Test  with  T3  or  T4 

Administration  of  thyroid  hormone  for  six  to 
eight  days  will  suppress  TSH  and  activity  of  nor- 
mal thyroid  gland  but  not  of  hyperfunctioning 
thyroid.  This  is  a very  useful  test  when  diagnosis 
of  hyperthyroidism  is  questionable,  such  as  in  T3 
hyperthyroidism  in  which  abnormally  high  T3 
levels  are  associated  to  normal  T4  and  radioiodine 
uptake  (RAIU),  iodine-induced  thyrotoxicosis, 
and  even  in  acute  or  subacute  thyroiditis,  unless 
radioiodine  uptake  is  low  from  the  outset.  How- 
ever, evaluation  of  thyroid  gland  autonomy  can 
be  achieved  more  safely  with  intravenous  injec- 
tion of  500/u.gm  of  thyrotropin  releasing  factor 


(TRH).  This  test  accomplishes  the  equivalent  of 
a thyroid  suppression  test  without  the  possible 
risks  of  thyroid  hormone  administration;  the  lack 
of  circulating  TSH  elevation  after  administration 
of  TRH  will  confirm  pituitary  suppression  by  a 
hyperactive  thyroid  gland. 

The  indications  for  these  tests  can  be  found  in 
Table  1.  The  results  of  all  thyroid  function  tests, 
including  thyroid  scintigraphy,  should  be  inter- 
preted together  and  in  conjunction  with  the  clini- 
cal findings. 

Autoimmune  Antibodies  in  Thyroid  Disease 

There  are  two  main  types  of  thyroid  antibodies 
used  in  clinical  diagnosis:  one  against  thyroglobin 
(TGHA)  and  antithyroid  cell  microsomes 
(MCHA).  MCHA  is  positive  in  87%  of  the  cases 
of  Graves’  disease  and  in  85%  of  Hashimoto’s 
disease.  In  this  disease  the  TGHA  is  positive  only 
in  58%  of  the  patients;  TGHA  is  positive  in  25% 
of  patients  with  Graves’  disease.  These  tests  are 
positive  in  about  half  of  patients  with  “idio- 
pathic” primary  hypothyroidism. 

It  is  noteworthy  that  low  titers  of  these  anti- 
bodies are  found  in  20%  of  normal  adult  women. 
Positive  titers  of  1:2560  or  higher  are  consistent 
with  the  presence  of  Hashimoto’s  disease  or 
lymphocytic  thyroiditis. 

Long-acting  thyroid  stimulator  (LATS)  is  an 
abnormal  gamma  globulin  with  action  roughly 
similar  to  that  of  TSH.  It  is  present  in  30-40%  of 
patients  with  Graves’  disease;  its  presence  is  pa- 
thognomonic of  this  disease,  but  will  not  corre- 
late with  thyroid  functional  status.  Thus,  it  might 
be  detected  years  before,  during  or  even  after 
true  hyperthyroidism  is  detectable. 

Alterations  of  Function  (Table  3) 

Hypothyroidism:  Lethargy,  somnolence,  weight 
gain,  pretibial  edema  and  increased  sensitivity  to 
temperature  changes  are  characteristic  findings  of 
hypothyroidism.  The  diagnosis  of  this  entity  can 
be  established  if  the  serum  T3,  T4,  T3  resin  uptake 
and  radioiodine  uptake  are  low. 

Hypothyroidism  can  result  from  surgery  or  ra- 
dioiodine treatment;  it  is  often  secondary  to 
chronic  thyroiditis  such  as  Hashimoto’s.  Serum 
TSH  will  be  high  if  there  is  primary  gland  failure 
and  low  if  the  hypothyroidism  is  of  pituitary  pri- 
mary origin. 

Hyperthyroidism:  Tachycardia,  weight  loss, 
intolerance  to  heat  and  nervousness  are  hall- 
marks of  severe  hyperthyroidism.  These  symp- 
toms are  not  necessarily  present  in  every  patient 
and  they  can  result  from  diseases  other  than  hy- 
perthyroidism. Hyperthyroidism  can  present  as 
Graves’  disease,  toxic  multinodular  goiter  and 
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Table  3 

Thyroid  Function  Tests 


Hyperthyroidism  Hypothyroidism  Non  Toxic  Thyroiditis 


Normal  Values 

Grave's 

Disease 

Auton- 

omous 

Nodule 

1 ary 

Multi- 
Nodular 
2 ary  Goiter 

subacute 

Hashi- 

moto 

disease 

Measurement  of  Hormone 
Concentration  And  Its  Trans- 
port In  Blood 

a.  Prolein-bound  iodine  (PBI) 

4-8  Mg  l/100cc 

1 

t = 

1 

1 

t = 

= 1 

b.  Butanol-extractable  iodine 

3. 5-6. 5 Mg  1/100  cc 

1 

1 = 

1 

i 

t = 

= 1 

(BED 

c.  Total  serum  thyroxine  (TT4) 

4. 2-9. 4 Mg/100cc 

1 

1 = 

1 

1 

I = 

= 1 

by  radioligand 

d.  Total  serum  triiodothyronine 

90-160  Mg/100cc 

t 

1 = 

1 

1 1 = 

1 = 

1 = 

(TT3)  by  radioligand  assay 
e.  Resin  T3  uptake  (RT3U)  lest 

25-35% 

1 

1 = 

1 = 

1 = 

t = 

= 1 

f.  Thyroxine-binding 

16-24  Mg/ 100  cc 

1 = 

1 = 

1 = 

1=  11  = 

= 

= 

globulin  (TBG)  capacity 
g.  Thyroxine-binding  pre- 

22-300  Mg/100cc 

1 = 

1 = 

1 = 

1=  11  = 

= 

- 

albumin  (TBPA) 
h.  Free  T4  (FT4) 

.03-. 045% 

1 

1 = 

1 

1 

1 = 

{ = 

i.  Free  T3  (FT3) 

.22-46"/) 

1 

1 = 

1 

1 ti  = 

1 = 

1 = 

j.  Free  thyroxine  index  (FT1) 

1.7-5. 5 

1 

1 = 

1 

1 

1 = 

= 1 

Evaluation  of  the  Integrity  of 
the  Feed-Back  Mechanisms 
Regulating  Thyroid  Gland 
Function 

a.  Serum  thyroid  stimulating 

1-15  mU/cc 

1 = 

1 

t 

i 

= 1 

1 = 

hormone  (TSH)  or  thy- 
rotropin concentration 
b.  Thyrotropin-releasing  hor- 

<15  mU  over  basal 

1 

l 

1 

1 1 

= 1 

1 = 

mone  stimulation  test  of 
TSH 

TSH 

toxic  autonomous  nodule.  More  rarely,  Hash- 
imoto’s  thyroiditis,  struma  ovari,  T3  toxicosis  and 
functional  metastasis  from  follicular  carcinoma 
can  produce  hyperthyroidism. 

The  main  tests  to  be  performed  are  seen  in 
Table  1 . The  need  for  these  studies  is  to  establish 
the  diagnosis  of  hyperthyroidism,  obtain  a base- 
line of  function  before  treatment  and  calculate 
dose  of  radioiodine  for  hyperthyroidism  therapy. 

The  follow-up  of  patients  with  hyperthyroidism 
after  radioiodine  therapy  may  be  done  with  circu- 
lating T4  T3  and  RAIU.  The  RAIU  might  be  ob- 
tained also  in  5-6  weeks.  Overtreatment  is  detect- 
ed as  hypothyroidism.  High  TSH  level  is  the  most 
sensitive  early  indicator  of  this  complication.  Pa- 
tients on  other  types  of  therapy  should  be  studied 
every  three  months  in  the  first  and  second  year 
and  yearly  thereafter.  Hyperthyroidism  often 
ends  up  in  hypofunction  of  the  gland,  even  with- 
out surgery  or  radioiodine  therapy,  probably  re- 
sulting from  autoimmune  processes/ 


Alterations  in  Structure  or  Size  of  the  Thyroid 
Gland  (Table  4) 

Alterations  in  the  size  of  the  thyroid  and  pres- 
ence of  nodules  may  be  determined  by  history 
and  palpation;  the  degree  of  hardness  and  mobili- 
ty of  the  thyroid  and  its  nodules  can  be  estab- 
lished if  they  are  within  the  palpable  range.  They 
can  be  hard,  soft,  mobile,  immobile  and/or  easily 
displaced. 

Thyroid  scintigraphy  is  based  on  activation  of 
the  iodine  contained  in  the  thyroid  gland  or  by 
administration  of  radioiodine  with  adequate  ener- 
gy for  external  detection.  131,  and  123,  are  used 
for  this  purpose.  Scintigraphy  permits  visual- 
ization of  uptake  defects  in  the  thyroid  gland; 
there  are  the  so  called  “cold”  nodules  which  may 
result  from  hemorrhages,  cysts  or  neoplasm. 
Increased  localized  uptake  is  usually  referred  to 
as  “hot”  or  hyperfunctioning  nodules.  Either 
“hot”  or  “cold”  nodules  may  have  normal  glo- 
bal function  studies.  An  example  of  the  relation- 
ship between  thyroid  function  and  thyroid  scin- 
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(RESECTION  IF  NECESSARY) 
GOITER 


T 


THYROID/SCINTIGRAM 



NODULAR  TOXIC-PLUMMER'S  DISEASE 
(RADIOIODINE  THERAPY) 


COLD  NODULE 
1/ 


iS 

HYPOTHYROIDISM 
(Tj,  THERAPY) 


LACK  OF  VISUALIZATION 

T \ 

ECTOPIC  \ 

(RESECTION 
WHEN 

NECESSARY) 


SUPPRESSION 

T 

MEDI- 
CATION 


POST  SURGICAL 

NEOPLASM  < 

F 

THYROIDECTOMY 


HOT  NODULE 
/ 

SUPPRESSION 

14 

T.S.H.  DEPENDENT 
NODULE 

(OBSERVATION) 


LTRASOUND 

TYSTIC 
(OBSERVATION 
SOLID  SURGERY  IF 

(BIOPSY)-*  NON-NEOPLASTIC  INDICATED) 

l 

NO  RESPONSE  TO  Tj, 

i 

AUTONOMOUS  NODULE 


OR 


EUTHYROID 

(OBSERVATION) 


HYPERTHYROIDISM 
(MEDICAL  RADIOIODINE 
THERAPY  OR  SURGERY) 


TABLE  4 


tigraphy  is  demonstrated  in  Figure  1.  A “cold” 
nodule,  especially  if  it  does  not  “light  up”  (func- 
tion) after  administration  of  TSH,  is  suspicious  of 
neoplasm  and  indicates  a need  for  thyroid  biopsy 
or  surgery.  In  cases  with  surgical  confirmation  of 
malignancy,  postoperative  search  for  metastases 
may  be  indicated.  If  functioning  metastases  are 
suspected,  this  is  better  accomplished  after 
removal  of  the  thyroid.  Thyrotropin  (TSH)  is  ad- 
ministered for  3-5  days  and  a whole  body  scan  is 
performed  after  administration  of  1-3  thyroid. 
Thyrotropin  (TSH)  is  administered  for  3-5  days 
and  a whole  body  scan  is  performed  after  admin- 
istration of  1-3  millicuries  of  131,. 

Voice  changes  can  result  from  compression  by 
tumor  or  goiter.  They  can  be  accompanied  by 
dysphagia  or  hoarseness.  These  can  result  from 
thyroid  surgery,  especially  if  there  was  a total  thy- 
roidectomy, with  severance  of  a recurrent  nerve. 
The  main  problem  after  successful  surgery  of  the 
thyroid  gland  is  to  determine  sufficiency  of  thy- 


roid tissue  for  adequate  function.  Compensatory 
hyperplasia  of  thyroid  remnants  is  a frequent 
finding  after  thyroidectomy.  Its  shape  and  func- 
tion may  be  studied  with  thyroid  scintigram, 
RAIU,  T3  resin  uptake  and  T4  serum  levels. 
These  studies  should  be  performed  after  the  pa- 
tient has  been  off  thyroid  medication  for  1-3 
weeks.5 

The  presence  of  goiters  is  often  diagnosed 
clinically.  However,  the  internal  structure  might 
be  studied  with  scintigraphy  and  ultrasound.  The 
functional  activity  of  the  goiters  should  be  stud- 
ied because  they  can  be  associated  with  either 
hypothyroidism  or  hyperthyroidism. 

Difficulty  in  swallowing  can  result  from  retro- 
sternal goiter.  The  chest  X-ray  can  show  an  infil- 
trate in  the  upper  mediastinum.  The  clinical  ex- 
amination may  demonstrate  an  enlarged  thyroid. 
A scintigram  of  the  thyroid  and  the  upper  third  of 
the  sternum  may  identify  the  existence  of  func- 
tional thyroid  tissue  in  the  area. 
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Figure  1 

The  thyroid  is  larger  than  normal,  in  the  lower  pole  of  the 
left  lobe  there  is  a prolongation  with  marked  avidity  for  the 
radioiodine  (hot  nodule).  The  patient  had  all  the  clinical 
symptoms  and  laboratory  findings  of  hyperthyroidism  with 
a RAI  of  82%.  The  patient  required  radioiodine  therapy. 

Pain  and  swelling  of  the  thyroid  gland  can 
appear  suddenly  in  pyogenic  thyroiditis,  (ex- 
tremely rare)  or  more  commonly  in  “subacute” 
thyroiditis  usually  associated  with  an  upper  respi- 
ratory infection  (DeQuervain’s  disease).  The 
inflammation  destroys  thyroid  follicles,  enlarging 
the  gland  generally  and/or  focally.  The  gland  is 
tender  at  palpation.  The  global  thyroid  function 
can  be  normal,  transiently  increased  or  de- 
creased. The  24-hour  radioiodine  uptake  can  be 
decreased  and  the  scintigram  reveals  a non- 
homogeneous  distribution  of  the  radioactivity 
with  occassional  cold  nodules  in  an  enlarged 
gland.  The  differential  diagnosis  should  be  estab- 
lished from  hemorrhage  into  pre-existing  ade- 
nomatous thyroid,  non  functioning  adenoma  and 
from  neoplasm,  with  which  it  is  rarely  associat- 
ed.6 

Chronic  thyroiditis  (Hashimoto’s  disease)  is  of 
slow  evolution  with  gradual  non-tender  thyroid 
enlargement.  It  is  difficult  to  differentiate  from 
simple  colloid  goiter  either  clinically  or  scinti- 
graphically.  Hashimoto’s  disease  is  probably  of 
autoimmune  origin  and  is  often  accompanied  by 
elevated  titer  of  thyroid  antibodies. 

Some  tests,  such  as  RAIU,  are  now  less  used 
because  of  their  interpretative  complexity,  due  to 
influence  by  factors  other  than  thyroid  diseases  or 
performance  difficulties.7  One  is  the  basal  metab- 
olism rate.  However,  this  test  is  the  only  direct 
measurement  of  the  overall  status  of  metabolic 
activity  of  the  organism. 

Serum  cholesterol,  lipoprotein  electrophoresis 
and  serum  calcium  will  provide  supportive,  but 


non-specific  diagnostic  evidence  when  hyper  or 
hypothyroidism  are  suspected.  Elevated  levels  of 
calcitonin,  either  basally  or  after  pentagastrin 
stimulation  indicate  medullary  thyroid  carcino- 
ma. This  test  is  particularly  useful  in  identifying 
those  relatives  of  known  affected  patients  who 
may  harbor  the  disease  asymptomatically.  Hema- 
tological serum  levels  of  various  enzyme  values 
and  sedimentation  rate  might  also  assist  charac- 
terization of  thyroidal  disease.  ^ 
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Acute  Cecitis 

By  Ivo  Sklenar,  M.D.,  Harry  Kurz,  M.D 
And  Mitchel  P.  Byrne,  M.D./Evanston 

An  unusual  inflammatory  process  in  the  right  lower  quadrant— cecitis— is  described. 
Although  not  common,  this  challenging  diagnostic  and  therapeutic  entity  will  be  seen  on 
occasion  by  many  physicians. 

The  course  of  a patient  with  documented  primary  necrotizing  cecal  inflammation  is 
presented.  Various  etiologies,  including  pneumococcal,  parasitic,  fungal,  and  viral,  are 
reviewed.  The  pathology  and  clinical  presentations  of  phlegmonous  cecitis  are  described. 
The  alternatives  in  management,  including  drainage  along,  patching,  or  resection,  as 
used  in  this  case,  are  presented  and  a rationale  for  therapeutic  decision  making  is 
outlined. 


Until  the  middle  of  the  nine- 
teenth century  all  suppurative  and 
inflammatory  processes  in  the  right 
lower  abdominal  quadrant  were 
called  typhlitis  or  perityphlitis.  It 
was  not  until  1886  that  Fitz  clearly 
described  the  true  pathology  in 
these  cases  as  due  to  appendiceal, 
not  cecal,  inflammation.1  After- 
ward, the  possibility  of  a primary 
inflammation  of  the  cecum  was  de- 
nied until  some  rare  descriptions  of 


primary  cecitis  began  to  appear  in 
the  literature  in  the  forties.  Until 
recent  description  of  a pneumococ- 
cal cecitis  in  1976,  this  subject 
earned  little  attention  in  the  current 
American  literature.3,4  Our  atten- 
tion was  drawn  to  this  rare  entity 
recently  because  of  its  occurence  in 
a young,  otherwise  healthy,  female. 

Case  Report 

The  patient  was  a 25-year-old 


white  female  who  was  in  generally 
good  health  until  two  days  prior  to 
the  admission.  Two  days  before  hos- 
pitalization she  developed  epigastric 
pain,  initially  diffuse,  then  localizing 
to  the  right  lower  quadrant.  She 
didn’t  vomit  and  wasn’t  nauseated, 
but  had  diarrhea  for  48  hours.  She 
was  taking  tetracycline  orally  for  one 
month  because  of  acne  problems. 

On  admission,  her  temperature 
was  100.4°.  There  was  marked  ten- 
derness and  guarding  in  the  right 
lower  quadrant.  The  remaining 
physical  examination  was  un- 
remarkable. The  white  count  was 
16,200  with  66%  polymorphonu- 
clears  and  16%  bands.  The  rest  of 
the  work-up  was  essentially  normal. 

Because  of  suspected  acute 
appendicitis,  the  patient  was  ex- 
plored via  a McBurney  incision.  The 
operative  findings  demonstrated  an 
acute  necrotizing  inflammation  of 
the  posterior  part  of  the  cecum  and 
ascending  colon  (Figure  1).  The 
appendix  was  intact.  No  foreign 
body  was  present.  Purulent  exudate 
was  localized  to  the  retrocecal  area. 
A right  hemicolectomy  was  per- 
formed. Primary  anastomosis  was 
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carried  out;  two  Penrose  drains  were 
left  in  place.  The  incision  was  closed 
routinely,  and  the  skin  and  sub- 
cutaneous tissues  were  left  open. 
The  patient  was  treated  with  Keflin  ® 
and  Cleocin  ® for  nine  days  and  re- 
covered uneventfully.  The  sec- 
ondary wound  closure  was  carried 
out  five  days  post-operatively. 

The  pathology  report  revealed 
dense  inflammation  and  infiltration 
of  the  posterior  wall  of  the  cecum 
with  polymorphonuclear  leucocytes. 
The  mucosa  was  intact,  without 
inflammation.  The  appendix  was 
normal. 

Cultures  from  the  purulent  ex- 
udate showed  growth  of  Pseu- 
donomas aeruginosa,  Streptococcus 
fecalis,  Streptococcus  group  D,  Bac- 
teroides  fragilis,  E.  coli  and  Clos- 
tridium perfringens. 

Discussion 

The  etiology  of  non-specific  ceci- 
tis  is  not  well  understood.  Various 
etiologies,  such  as  bacterial  invasion 
of  the  submucosa  from  superficial 
mucosal  abrasions  due  to  hard  fecal 
masses,  foreign  bodies,  parasitic 
infection  or  secondary  hematoge- 
nous infections,  have  all  been  de- 
scribed in  the  literature.1,6  In  addi- 
tion, specific  types  of  cecal 
inflammatory  lesions  are  men- 
tioned, such  as  tuberculosis,  ac- 
tinomycosis, blastomycosis,  and 
amebiasis.6  Other  lesions  with  simi- 
lar clinical  findings  may  include  soli- 
tary stercoral  ulcers,  segmental  ul- 
cerative colitis,  terminal  regional 


ileitis,  carcinoma  of  the  cecum  with 
abscess  formation  and  acute  cecal 
diverticulitis.1,5,6  The  histology  of 
non-specific  cecitis  is  described  as  a 
cellulitis  of  the  submocosa  with 
infiltration  of  polymorphonuclear 
leucocytes  and  possible  spread  into 
the  muscularis,  subserosa  and 
mucosa.  Streptococci,  Staphylococci, 
facultative  anaerobic  Streptococcus 
but  also  E.  coli  and  Pneumococci 
have  been  isolated.1,3,4,6  Deficient 
immune  response  is  considered  a 
predisposing  factor.  This  has  been 
described  in  chronic  myelogenous 
leukemia,  acute  leukemia  and  reti- 
culoendotheliosis.  Localized  non- 
segmental  gangrene  of  the  cecum 
was  also  described  as  a complication 
of  acute  rheumatic  fever  in  two 
Iranian  children  without  any  intra- 
operative findings  of  vascular  im- 
pairment.4 

Three  pathologic  types  of 
phlegmonous  cecitis  can  be  distin- 
guished: (a)  circumscribed  solitary; 
(b)  circumscribed  multiple  and  (c) 
diffuse.1,5,8  The  mucosa  may  or  may 
not  be  involved.  The  appendix  is 
normal  except  for  mild  inflamma- 
tory changes  secondary  to  its  neigh- 
boring location  (i.e.,  periappend- 
icitis). 

Three  different  clinical  pres- 
entations are  noted.  One  type  is  an 
acute  form  of  disease  which  is  often 
identical  to  the  presentation  of  acute 
appendicitis.  There  is,  however,  a 
tendency  for  early  development  of  a 
palpable  mass  in  the  right  lower 
quadrant  due  to  cecal  infiltration. 
Thus,  the  presence  of  a right  lower 
quadrant  mass  in  a patient  with  a 
very  short  history  might  suggest  this 
rare  disease.  The  second  type  of 
clinical  presentation  is  a chronic 
form,  with  a history  of  pain  for 
months  prior  to  surgery.  The  third 
type  is  a mild  self-limited  course; 
however,  diagnosis  of  this  form  is 
rarely  made  because  surgical  ex- 
ploration does  not  occur. 

There  are  several  therapeutic 
approaches,  depending  upon  the 
clinical  stage  of  the  disease,  which 
can  only  be  evaluated  intraopera- 
tively.  If  the  possibility  of  per- 
foration seems  extremely  unlikely, 
then  an  omental  patch  can  be  su- 
tured over  the  inflamed  area  and  the 
wound  closed.  Drainage  is  often 
used,  but  some  patients  have  recov- 


ered with  patching  and  without 
drainage.  The  appendix  has  often 
been  resected  but  is  sometimes  left 
intact.  Recovery  with  subsequent 
antibiotic  therapy  has  been  reported 
with  the  above  management. 

It  would  seem,  however,  that  if 
significant  necrosis  of  the  cecal  wall 
is  present,  resection  of  the  cecum 
and  a portion  of  the  ascending  colon 
is  the  best  management.  An  ileo- 
ascending  colonic  anastomosis,  as  in 
our  case,  can  then  be  carried  out 
with  reasonable  safety,  thus  avoid- 
ing an  ileostomy.  Obviously,  a criti- 
cally ill  patient  with  necrosis  of  the 
cecum  and  extensive  contamination 
should  have  resection  with  ileosto- 
my or  an  exteriorization  with  no  at- 
tempt at  anastomosis. 

Thus  the  exact  operative  manage- 
ment will  be  determined  by  the  con- 
dition of  the  patient  and  the  degree 
of  inflammatory  change  in  the  ce- 
cum. The  degree  of  necrotizing 
inflammation  present  in  our  case 
woSld  support  more  aggressive  sur- 
gical management  than  has  been 
described  in  some  previous  reports. 
Removal  of  the  phlegmon  allows  for 
rapid  recovery  and  also  allows  for 
pathologic  evaluation  of  the  speci- 
men to  rule  out  any  other  unexpect- 
ed lesion,  such  as  carcinoma.  ◄ 
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Case  Reports 


Due  to  Recurring  Pulmonary  Emboli 

Failure  to  Wean 
From  a Respirator 

By  Nicholas  M.  DiFilippo,  M.S.,  D.O.,  Norma  B.  Goldberg,  M.D. 
And  John  T.  Sharp,  M.D. /Hines 


A 66-year-old  male  could  not  be  weaned  from  a respirator  post-surgically  because  of 
recurring  pulmonary  emboli.  Failure  of  both  medical  and  surgical  management  was 
demonstrated.  Thromboembolism  involving  both  main  pulmonary  arteries  was  verified 
at  autopsy  five  days  after  insertion  of  an  umbrella  filter.  Our  review  of  the  literature 
failed  to  reveal  references  to  pulmonary  embolism  as  a cause  of  failure  to  wean  from 
mechanical  ventilation. 


There  are  numerous  disease  proc- 
esses contributing  to  failure  to  wean 
from  respirators.  One  always  to  be 
considered  is  recurring  pulmonary 
emboli  with  infarction.  Un- 
fortunately, there  appears  to  be  a 


paucity  of  literature  concerning  this 
point.  The  following  case  history 
may  be  considered  representative. 

Case  Report 

A-66-year-old  white  male  was 


transferred  to  our  hospital  because 
of  inability  to  wean  from  a respira- 
tor. Review  of  the  previous  hospital 
records  shows  that  the  patient  had 
been  admitted  one  month  earlier  for 
advanced  ischemia  of  both  legs.  On 
admission,  the  patient  was  noted  to 
have  advanced  arteriosclerotic  dis- 
ease. An  EKG  done  at  that  time 
showed  a right  bundle  branch  block, 
left  anterior  hemiblock  and  an  old 
myocardial  infarction.  A trans- 
lumber  aortogram  showed  complete 
occlusion  of  the  aorta  at  the  renal 
arteries.  The  patient  refused  ampu- 
tation of  the  lower  extermities,  and 
the  aorta  was  explored  two  weeks 
after  admission.  A thromboendar- 
terectomy  was  performed  and  aortic 
bifurcation  graft  inserted  without 
difficulty. 

The  patient,  however,  had  a 
stormy  post-operative  course,  pri- 
marily because  of  respiratory  prob- 
lems secondary  to  secretions  from 
the  tracheobronchial  tree,  and  could 
not  be  weaned  from  mechanical 
ventilation.  He  also  developed 
arrhythmias  consisting  of  atrial  fi- 
brillation and  atrial  flutter  which 
responded  to  antiarrhythmic  agents. 
On  the  seventh  post-operative  day, 
the  patient  eviscerated  and  was  tak- 
en to  surgery.  Post-operative  course 
was  again  complicated  by  respiratory 
failure  with  difficulty  in  weaning.  At 
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Figure  1 


Figure  2 


Figure  3 


the  time  of  transfer  to  our  hospital, 
the  patient  was  on  digoxin  0.125mg 
IV  daily,  heparin  1500  units  IV  eve- 
ry four  hours,  aminophylline  250 
mg  IV  every  six  hours,  and  sliding 
scale  regular  insulin. 

On  admission,  the  patient’s  tem- 
perature was  98.6°,  blood  pressure 
of  130/80,  and  pulse  84.  He  was 
alert  and  able  to  follow  commands. 
A subclavian  catheter  was  in  place, 
as  well  as  a Foley  catheter  and  an 
endotracheal  tube.  Physical  exami- 
nation and  EKG  were  unchanged 
from  that  previously  described.  The 
admission  chest  roentgenogram  is 
shown  in  Figure  1.  The  white  cell 
count  was  elevated  to  14,000  and 
the  serum  creatinine  was  2.3. 

An  elective  tracheostomy  was 
performed  without  complications. 
On  the  following  day,  the  patient  ex- 
perienced pleuritic  chest  pain  and  a 
pleural  friction  rub  was  heard  on  the 
right  side.  This  pain  was  accompa- 
nied by  fever  and  the  patient  was 
started  on  IV  cephalothin  and  con- 
tinuous heparin  infusion.  On  the 
following  day,  the  patient  became 
diaphoretic  and  a chest  X-ray  (Fig- 
ure 2)  showed  densities  in  the  right 
lung  base.  A perfusion  lung  scan 
(Figure  3)  was  consistent  with  pul- 
monary emboli  to  the  right  lower 
lobe,  and  the  patient  was  believed  to 
have  pulmonary  embolism  with 
infarction.  Three  days  after  surgery, 
the  patient  experienced  tonic-clonic 
seizure  activity  without  loss  of  con- 
sciousness and  was  seen  by  a neu- 
rology consultant,  who  could  find 
no  neurologic  deficit  but  could  not 
exclude  the  possibility  of  cerebral 
emboli.  On  the  same  day,  because 


subacute  bacterial  endocarditis  was 
suspected,  the  patient  had  an  echo- 
cardiogram, but  no  abnormality  was 
detected.  During  the  next  few  days, 
the  patient  continued  to  have  spik- 
ing temperatures  up  to  104°  with  a 
white  cell  count  of  14,000,  and  80% 
segmented  neutrophils,  11%  band- 
forms,  3%  monocytes,  4%  lympho- 
cytes, and  2%  metamyelocytes.  The 
BUN  was  57  six  days  after  surgery 
and  the  hemoglobin  was  9.9.  The 
patient  also  experienced  episodes  of 
atrial  fibrillation  and  flutter.  A 
Swan-Ganz  catheter  was  inserted. 
Pulmonary  vascular  pressures  were 
as  follows:  right  ventrical,  40/0;  pul- 
monary artery  (mean),  28;  pulmo- 
nary wedge  pressure,  6.  Ten  mi- 
nutes later,  the  pulmonary  artery 
mean  pressure  rose  suddenly  to  50 
and  the  wedge  pressure  to  32.  Eight 
days  after  surgery,  a urine  culture 
positive  for  enterococcus  was  ob- 
tained and  the  patient  was  started  on 
penicillin  and  gentamicin. 

Patient  was  taken  to  surgery  for 
insertion  of  an  umbrella  filter.  The 
course  over  the  next  few  days  con- 
sisted of  respiratory  distress,  fever 
to  104°,  and  occasional  hemoptysis. 
Chest  X-ray  showed  a wedge- 
shaped  density  in  the  right  lower 
lung  field  as  well  as  pulmonary  ede- 
ma. A Swan-Ganz  catheter  was  re- 
inserted; right  atrial  pressure  was 
four  and  a right  ventricular  pressure 
44/4.  Pulmonary  artery  pressure 
was  44/17,  with  a mean  of  27.  Pul- 
monary wedge  pressure  was  eight. 
Four  days  after  umbrella  filter  inser- 
tion, swelling  of  the  right  arm  oc- 
curred with  hypotension,  blood 
pressure  decreasing  to  90/40.  The 


swelling  of  the  right  arm  decreased 
over  the  next  few  days  with  eleva- 
tion of  the  arm;  the  hypotensive  epi- 
sode responded  temporarily  to  ad- 
ministration of  normal  saline.  Later, 
however,  the  patient  became 
tachypneic  and  the  wedge  pressure 
rose  to  15.  Hypotension  persisted 
along  with  increasing  evidence  of 
renal  failure,  possibly  secondary  to 
decreased  perfusion.  On  5-30-77, 
the  patient  became  diaphoretic  and 
had  bradycardia.  A cardiac  arrest 
followed  and  CPR  was  unsuccessful. 

Post-mortem  examination 
showed  recent  bilateral  pulmonary 
thromboembolism  with  recent 
infarction  of  left  upper  lobe  and  left 
lower  lobe  and  an  organizing  infarc- 
tion in  the  right  lower  lobe.  There 
was  also  bilateral  pulmonary  edema 
with  bilateral  pleural  effusion.  Dis- 
section of  the  pulmonary  artery  re- 
vealed presence  of  thromboembo- 
lism involving  both  main  pulmo- 
nary arteries  and  their  branches 
(Figure  4).  The  umbrella  filter  was 
located  in  the  lower  portion  of  the 
inferior  vena  cava  and  was  found  to 


Figure  4 
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be  filled  with  clotted  blood.  Heart 
examination  showed  an  area  of 
healed  myocardial  infarction  on  the 
posterior  wall  of  the  left  ventrical.  A 
probe  patent  foramen  ovale  was 
present.  Adrenal  cortical  hyper- 
plasia with  recent  infarction  was  also 
noted.  Examination  of  the  brain 
showed  an  organized  infarct  of  the 
left  cerebellum.  The  immediate 
cause  of  death  was  attributed  to  pul- 
monary infarction  resulting  from 
pulmonary  thromboembolism. 

Discussion 

This  patient  demonstrates  failure 
of  both  medical  and  surgical  man- 
agement of  recurrent  pulmonary 
emboli  with  infarction  and  resulting 
failure  to  wean.  Prior  to  transfer  and 
during  the  initial  period  of  hos- 
pitalization at  our  institution,  the 
patient  was  maintained  with  what 
has  been  described  as  “mini-dose” 
heparinization.  However,  once  pul- 
monary embolism  with  infarction 
was  strongly  suspected,  the  patient 


was  placed  on  continuous  infusion 
of  heparin.  Despite  adequate  med- 
ical treatment,  the  patient  continued 
to  have  recurring  pulmonary  embo- 
lism with  inability  to  wean  and  an 
umbrella  filter  was  inserted.  The  pa- 
tient, however,  still  continued  to  ex- 
perience pulmonary  emboli,  mas- 
sive in  nature  as  shown  by  sub- 
sequent autopsy.  The  umbrella  filter 
was  full  of  clots  on  autopsy,  showing 
adequate  function.  According  to  Sil- 
ver and  Sabiston,1  the  rate  of  recur- 
rent embolization  in  patients  treated 
with  “adequate”  amounts  of  hepa- 
rin varies  from  0 to  18%  with  an 
average  of  about  5%.  Prior  to  the 
work  of  Gurewich,  et  al.,  2 recur- 
rence of  pulmonary  embolism  after 
ligation  of  the  inferior  vena  cava  was 
assumed  insignificant.  Gurewich,  et 
al . , however,  using  a technique  of 
ligation  (rather  than  caval  inter- 
ruption), showed  the  recurrence 
rate  to  be  about  20%.  They  further 
point  out  that  “there  is  an  extraor- 
dinary reluctance  to  make  a diagno- 


sis of  recurrent  pulmonary  embo- 
lism after  ligation  since  it  has  been 
assumed  to  be  improbable.”  Fur- 
thermore, although  the  authors 
concentrated  primarily  on  the  long- 
term protection  of  inferior  vena  cav- 
al ligation,  they  noticed  evidence  of 
pulmonary  embolism  occurring  as 
recently  as  two  days  after  ligation. 
Our  review  of  the  literature  failed  to 
reveal  references  to  pulmonary  em- 
bolism as  a cause  of  failure  to  wean 
from  a respirator,  although,  as 
exemplified  in  this  case,  this  may  be 
the  immediate  cause  of  death  even 
after  what  is  presently  considered  to 
be  “adequate”  medical  and  surgical 
management. 
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Case  Reports 


Malignant  Fibrous  Histiocytoma  Arising 
Ten  Years  After  Irradiation  Of  A Histiocytic  Lymphoma 


By  Wagih  M.  Shehata,  M.D.,  F.F.R.,  James  M.  Hall,  M.D. 
and  Olga  J.  Dobrogorski,  M.D. /Cincinnati 

We  are  reporting  a case  of  a malignant  fibrous  histiocytoma  that  originated  in  the 
local  area  ten  years  after  curative  radiotherapy  of  a histocytic  lymphoma. 


Sarcoma  in  a previously  irradiated 
area  is  rather  uncommon.1’2  This 
usually  occurs  after  a latent  period, 
ranging  from  a few  to  29  years  after 
doses  commonly  above  3,000  rads 
and  is  especially  seen  in  patients 
who  receive  more  than  one  series  of 
irradiation.2  3 Cahan4  proposed  the 
following  criteria  by  which  radiation 
induced  radiation  sarcomas  may  be 
determined:  (1)  no  microscopic  or 
roentgenological  evidence  of  the 
original  malignancy  in  the  area  pre- 
viously irradiated;  (2)  new  sarcoma 
in  the  irradiation  field;  (3)  long 
asymptomatic  latent  period  and  (4) 
histological  proof  of  a new  lesion. 
We  believe  the  following  case  meets 
these  criteria. 


A 34-year-old  white  male  pre- 
sented at  the  Cleveland  Clinic  with  a 
reticulum  cell  sarcoma  of  the  medi- 
astinum, presumably  Stage  I (after  a 
mediastinoscopy).  The  original  bi- 
opsy at  that  time  was  reviewed  and 
thought  compatible  with  diffuse 
histiocytic  lymphoma.  At  that  time 
the  patient  was  treated  by  a Cobalt 
60  beam  utilizing  two  parallel  op- 
posing anterior/posterior  fields, 
covering  the  mediastinum  and  the 
adjacent  supraclavicular  lymph 
nodes.  He  received  3,500  rads  over 
a period  of  three  and  a half  weeks 
(1,250  ret).  The  gross  mediastinal 
adenopathy  subsided  on  subsequent 
chest  X-rays.  Three  months  later 
the  patient  developed  a cough. 


Chest  X-ray  revealed  a recurrent 
mass  in  the  mediastinum.  The  pa- 
tient was  seen  at  another  institution. 
Five  months  after  initial  visit,  he 
was  treated  by  additional  Cobalt  60 
therapy  (split  course),  utilizing 
again  two  parallel  opposing  anterior/ 
posterior  fields  for  a total  of  3,200 
rads,  delivered  in  16  treatments 
over  a period  of  32  days  (1,023  ret). 
This  was  followed  by  complete  dis- 
appearance of  the  mediastinal  mass. 
No  attempts  were  made  to  shield 
the  spinal  cord  in  either  of  the  two 
radiation  courses. 

One  year  later,  the  patient  was 
rehospitalized  for  progressive  short- 
ness of  breath.  A pericardial  window 
was  performed  to  relieve  pericardial 
effusion,  which  was  believed  to  be 
caused  by  irradiation  pericarditis. 

The  patient  did  well  without  any 
evidence  of  his  lymphoma  for  nearly 
eight  years,  when  he  noticed  a bulky 
subcutaneous  soft  tissue  mass  in  the 
right  paraspinal  area  between  the 
spine  and  the  medial  border  of  the 
right  scapula.  The  patient  was  hos- 
pitalized because  of  progressive 
mass  enlargement,  which  had 
reached  15xl0x6cms.  The  tumor 
mass  was  soft  to  firm  in  consistency, 
rather  fixed,  occupying  the  sub- 
cutaneous tissues  with  no  significant 
skin  ulcerations.  The  tumor  arose 
from  an  area  of  dense  skin  and  sub- 
cutaneous fibrosis  with  telangectasia 
and  pigmentation  believed  to  be  re- 
lated to  previous  irradiation.  Similar 
skin  changes  could  be  seen  delineat- 


WAGIH  M.  SHEHATA,  M.D.,  F.F.R.,  is  a board  certified  radiation  therapist 
and  director  of  radiotherapy  at  Good  Samaritan  Hospital  in  Cincinnati,  Ohio.  A 
fellow  of  the  Royal  College  of  Radiologists,  London,  Dr.  Shehata  has  also 
practiced  and  taught  at  Cairo  University,  Egypt,  and  Rush-Presbyterian-St. 
Luke's  Medical  Center  in  Chicago.  He  is  presently  also  an  associate  clinical 
professor,  department  of  radiology,  University  of  Cincinnati. 

JAMES  M.  HALL,  M.D.,  is  a board  certified  internist  affiliated  with  several 
Cincinnati  hospitals.  A medical  oncologist.  Dr.  Hall  is  a clinical  instructor  in  the 
department  of  hematology  at  the  University  of  Cincinnati  Medical  Center  and 
former  secretary-treasurer  of  the  Cincinnati  Society  of  Clinical  Oncology. 

OLGA  J.  DOBROGORSKI,  M.D.,  is  a board  certified  pathologic  anatomist 
affiliated  with  Good  Samaritan  Hospital  in  Cincinnati.  Dr.  Dobrogorski  is  a 
clinical  instructor  in  pathology  at  the  Medical  College  of  Cincinnati  and  a 
member  of  many  professional  associations. 
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Figure  1 

Computerized  axial 
tomograms  of  the 
chest  showing  a 
right  paraspinal 
mass. 


ing  most  of  the  treatment  port. 
Workup,  including  chest  X-ray,  liv- 
er and  bone  scans  and  CAT  scan  of 
the  abdomen,  was  unremarkable. 
CAT  scan  of  the  chest  (Figure  1) 
revealed  a posteriorly  located  bulky 
mass.  This  mass  was  excised  with 
probable  residual  microscopic  dis- 
ease left  around  the  adjacent  verte- 
bral foramina.  The  histological 
examination  revealed  pleomorphic 
sarcoma  consisting  of  spindle 
shaped  fibroblastic  cells,  arranged  in 
a storiform  pattern.  This  was  associ- 
ated with  more  plump  histiocytic- 
appearing  elements,  some  of  which 
showed  bizarre  hyperchromic  nuclei 
(Figure  2).  The  tumor  was  inter- 
preted as  malignant  fibrous  histio- 
cytoma. This  was  supported  by  a re- 
port of  the  Armed  Forces  Institute 
of  Pathology.  We  elected  not  to  treat 
the  patient  by  further  irradiation 
rather  than  risk  spinal  cord  com- 
plications. Instead,  he  received  six 
courses  of  Methotrexate®  at  three 
week  intervals  (total  of  10,500 
mgs.)  with  Citrovorum®  factor  res- 
cue. The  patient  subsequently  de- 
veloped local  recurrences  in  spite  of 
the  chemotherapy.  The  patient  pur- 
sued a downhill  course  with  jaun- 
dice from  liver  metastases.  He 
expired  six  months  after  hospital  ad- 
mission. 

Discussion 

The  oncogenic  effect  of  ionizing 
irradiation  is  well  known.1  It  occurs 
after  a latent  period,  when  the  pri- 
mary cancer  is  usually  cured.  Sar- 
comatous lesions  are  the  most  com- 
monly seen  tumors  in  the  irradiated 
Field.  Malignant  fibrous  histiocyto- 
ma, a recently  recognized  tumor,5  is 


rarely  seen  as  a late  effect  of  irradia- 
tion. Gonzalez5  reported  a similar 
case  eleven  years  after  receiving 
3,600  rads  to  a chromophobe 
adenoma  of  the  pituitary  gland.  Jo- 
chimsen6  described  an  un- 
differentiated pleomorphic  sarcoma 
in  a patient  seven  years  after  treat- 
ing stage  II- A Hodgkins’  disease  by 
3,550  rads  of  Cobalt  60  to  the  man- 
tle area. 

Our  case  represents  a patient  wno 
was  treated  by  a relatively  high  dose 
of  irradiation  (two  series,  separated 
by  about  six  months).  The  patient 
had  developed  irradiation  peri- 
carditis and  fibrosis  in  the  sub- 
cutaneous area  of  the  treatment  port 
as  the  result  of  the  therapy.  The 
sarcoma  had  developed  in  an  area 
which  was  heavily  irradiated  at  a 
time  when  he  was  considered  free  of 
his  original  lymphoma.  Surprisingly 
enough,  the  patient  did  not  develop 
any  irradiation  myelitis,  despite 
large  doses  to  the  spinal  cord.  The 
disease  course  after  developing 
sarcoma  was  rather  short,  resulting 
in  local  recurrence  and  distant 
metastases.  The  fact  that  he  had  ini- 
tial lymphoma  could  indicate  im- 
mune deficiency  state  as  an  under- 
lying cause.  Waga3  also  discussed 
this  possibility  in  his  report  of  me- 
ningioma developing  after  cranial 
irradiation.  In  another  report,7 
sarcoma  arising  in  the  irradiated  jaw 
bones  seemed  to  be  related  to  a pre- 
existing non-malignant  bone  lesion 
in  the  jaw. 

As  radiotherapy  is  being  utilized 
more  widely  for  curative  intent  in 
various  malignant  conditions,  one 
should  be  more  careful  in  delivering 
optimal  doses  to  avoid  future  mor- 


Figure 2 

Histological  picture  of  the  reported 
case. 


bidity.  A careful  follow-up  to  detect 
early  second  malignancy  after  pre- 
vious irradiation  conceivably  could 
save  some  of  these  patients.  ◄ 
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25  Years  In  The  Trenches  or  How  Things  Look  From  Down  Here 

By  P.F.  C.  * Jannings 


It  seems  to  me  that  the  delivery  of 
medical  care  follows  the  “trickle- 
down”  and  “flaking  off’  process. 
By  this  I mean  that  procedures,  once 
the  province  of  subspecialists,  move 
down  to  the  specialists,  then  down 
to  the  primary  care  physicians,  then 
to  allied  health  workers,  then  to  the 
patients  (for  example,  “allergy 
shots”).  Spearheading  the  attack  on 
disease  are  the  basic  scientists,  med- 
ical researchers,  and  a few  practicing 
physicians.  The  army  (of  medical 
technicians  — specialists  — sub- 
specialists—medical  educators)  fol- 
low and  mop-up  pockets  of  resis- 
tance. The  army  of  occupation  (fam- 
ily doc’s,  GPs,  osteopaths,  intern- 
ists, pediatricians,  and  other  pri- 
mary care  professionals)  brings  up 
the  rear  and  maintains  the  “peace”. 
Each  primary  “pacification”  physi- 
cian heads  a “team”  responsible  for 
1,500-6,000  natives  (locals).  This 
team  leader  has  a first  sergeant  (NP, 
PA,  Medical  Assistant,  RN,  LPN, 
Girl  Friday,  or  ?)  who  runs  the  pla- 
toon under  the  boss’s  supervision. 
There  may  also  be  a weapon  special- 
ist (lab  and/or  X-ray  tech),  a 
gunnery  sergeant  (RN),  com- 
munications technicians  (reception- 
ist and/or  medical  secretary),  and 
records  specialist  (bookkeeper/ac- 
countant). 

Each  “pacification”  team  cares  for, 
counsels,  and  educates  the  locals  in 
its  medical  trade  area.  As  medical 
science  advances,  the  trickling- 
down  and  flaking-off  occurs  con- 
tinuously. The  spearhead  con- 
tinuously advances  to  new  ground— 
leaving  new  pockets  of  resistance  to 
be  mopped-up  by  subspecialists  who 
move  to  new  ground  adding  new 
*Practice— Family— Certified 


procedures,  drugs,  and  equipment 
to  the  primary  care  professional’s 
armarmentarium.  As  experience  is 
developed,  procedures  and  tech- 
niques once  done  only  by  licensed 
physicians  are  taught  to  team  mem- 
bers, who  in  turn  teach  them  to  the 
locals,  who  become  more  sophisti- 
cated and  skilled  at  self-care  and 
health  maintenance. 

Some  locals  now  monitor  their  own 
and  their  spouse’s  blood  pressure, 
give  their  own  allergy  shots,  read 
the  PPI’s  (patient  package  inserts), 
serve  on  HSA’s  (Health  Systems 
Agencies),  and  carry  out  IPPB  and 
Physio-therapy  at  home,  monitor 
head  injury  cases  at  home,  provide 
support  systems  for  alcoholics 
(A. A.),  mastectomies  (Reach  to 
Recovery),  the  ostomies,  the  lar- 
yngectomies, the  amputees,  the 
obese,  the  recovered  psychotic,  the 
pregnant  (LaMaze,  LaLeche,)  etc. 

It  is  a function  of  the  general  pri- 
mary care  physician  to  accept  new 
responsibilities,  for  example  regula- 
tion of  Lithium  dosage  in  bi-polar 
disease,  and  delegate  old  ones,  such 
as  personal  counseling,  to  mental 
health  technicians.  It  is  the  re- 
sponsibility of  the  general  primary 
care  physician  (wherever  located)  to 
assess  his  local  medical  com- 
munity’s capabilities  and  adjust 
what  he  does  and  what  his  team 
does  accordingly. 

The  suburban  general  primary  care 
physician  may  not  choose  or  be  per- 
mitted to  take  and  read  chest,  skull, 
spine,  gall  bladder,  rib,  and  extremi- 
ty X-rays.  He  may  not  choose  or  be 
permitted  to  do  vaginal  deliveries  or 
Cesarean  sections,  gall  bladders, 
appendices,  herniae  or  varicose 


veins.  He  may  not  choose  or  be  per- 
mitted to  pin  hips,  remove  bunions, 
and  reduce  and  cast  extremity 
fractures.  He  consequently  may  not 
choose  to  delegate  patient  assess- 
ment responsibilities  to  PAs,  dele- 
gate treatment  plans  for  obesity  and 
hypertension  to  RNs,  delegate  fol- 
low-up responsibilities  for  diabetes 
and  anti-coagulants  to  lab  techs,  or 
delegate  patient  education  and 
counselling  to  other  allied  health 
personnel. 

However,  the  rural  or  inner-city  pri- 
mary care  physician  may  find  it  ex- 
pedient to  do  just  these  very  things, 
and  the  statutory  regulation  of  certi- 
fied and  licensed  personnel  must  be 
flexible  enough  to  permit  these  vari- 
ations in  practice,  but  restrictive 
enough  to  prevent  abuse  and  poor 
standards  of  care. 

This  “downward  trickling”  or 
“flaking  off’  is  a process  essential 
to  optimum  utilization  of  a general 
primary  care  physician’s  skills  in 
most  rural  areas,  and  especially  in 
under-served  areas.  Specialty  socie- 
ties, hospital  credentials  com- 
mittees, and  state  and  national  med- 
ical societies  should  recognize  the 
different  patient  mixes,  patient 
needs,  physician  skills,  and  availa- 
bility of  medical  and  surgical  sub- 
specialty personnel  in  the  various 
medical  service  areas  of  the  state. 

It  should  be  recognized  that  rules 
and  regulations  restricting  “down- 
ward trickling”  and  “flaking  off’ 
will  deter  delivery  of  medical  care  in 
rural  and  especially  underserved 
areas.  ◄ 


Charles  J.  Jannings,  M.D. /Fairfield 
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Associate 
Medical  Director 

One  of  Chicagoland's  largest  manufacturing  plants 
is  seeking  a physician  for  its  staff. 

This  plant's  Medical  Department  has  a staff  of  four 
(4)  physicians,  including  a director,  participating  in  a 
comprehensive  program  of  occupational  medicine  in 
a well  equipped  and  modern  medical  facility.  Oppor- 
tunities for  professional  growth  and  advancement 
are  excellent. 

The  Medical  Department  includes  a fully  staffed 
complex  with  an  x-ray  unit,  laboratory  and  clinic 
facility.  It  has  a full  range  of  medical  activities 
including  traumatic  pre-placement  and  consulting 
services.  It  also  includes  an  Occupational  Hygiene 
Division  having  a comprehensive  program  for  evalu- 
ation of  environmental  exposure. 

An  outstanding  company  paid  fringe  benefit  pack- 
age is  included.  Salary  available  is  open  depending 
upon  the  candidate's  experience. 

Normal  working  hours  are  8:00  A M.  to  5:00  P.M. 
Monday  thru  Friday.  A wide  variety  of  desirable 
locations  in  which  to  live  are  available. 

Reply  in  confidence  to: 

BOX  985 

c/o  Illinois  Medical  Journal,  55  E.  Monroe, 
Suite  3510,  Chicago,  IL  60603. 

equal  opportunity  employer  m/f 


BUSINESS  MANAGEMENT  and 
BILLING  SERVICES 
FOR  PROFESSIONALS 

Complete  services  for  medical  groups  and  private 
practices  offering: 

• Accounts  Receivable  Management  and 

Billing  with  complete  follow-up. 

• Excellent  Patient  Relations. 

• Accounting  Services  as  desired. 

A complete  Business  Office  available  for  your 
practice. 

MANAGEMENT-DATA  SERVICE 

122  N.  York  Street 
Elmhurst,  Illinois  60126 
312/834-0881 


EDWARD  D.  ROSENBERG 
Counselor  at  Law 

Former  Judge  of  the  Circuit  Court  of  Cook  County  and 
Fellow,  American  Academy  of  Matrimonial  Lawyers 
takes  pleasure  in  announcing  his  partnership  with 

STEVEN  R.  LAKE 

for  the  practice  of 

Divorce,  Matrimonial  and  Family  Law 

as 

LAKE,  ROSENBERG  AND  ASSOCIATES 

1 34  N.  LaSalle  St.  • Suite  806  • Chicago,  IL  60602 
312/726-7111  Evenings— 327-4900 
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DIAGNOSIS: 

PULMONARY  COCCIDIOIDOMYCOSIS 

The  patient  has  a thin  walled  cavity  in  the  right 
lower  lobe.  In  adults,  the  differential  diagnosis  of 
a single  thin-walled  intraparenchymal  cavity  is 
extensive.  The  following  table  lists  causes  of  sin- 
gle, thin  walled  (less  than  2mm)  lesions  of  the 
lung  in  an  adult. 

Airway  Disease— Bullous  emphysema. 

Infectious  Disease—  Atypical  myocobacterial 
infection,  fungal  infection  (coccidioidomycosis, 
cryptococcosis,  sporotrichosis,  geotrichosis,  blas- 
tomycosis), staphylococcal  or  gram  negative 
pneumonia  causing  pneumatoceles,  parasitic  dis- 
eases (echinococcosis). 

Embolic  Disease—  Necrotic  pulmonary  em- 
bolus, septic  embolus. 

Neoplastic  Disease— Hematogenous  metastasis, 
Hodgkins  or  non-Hodgkins  lymphoma. 

Autoimmune  Disease—  Wegener’s  gran- 
ulomatosis, polyarteritis  nodosa. 

Trauma— Hydrocarbon  ingestion  with  pneu- 
matocele formation,  traumatic  lung  cysts  (pul- 
monary laceration). 12 

In  the  evaluation  of  this  roentgen  lesion  the 
history  is  essential.  The  patient’s  recent  trip  to 
Arizona  with  a subsequent  flu-like  illness  makes 
the  diagnosis  of  pulmonary  coccidioidomycosis 
most  likely.  In  this  patient  sputum  cultures  grew 
C.  immitis. 

Coccidioidomycosis  is  a disease  caused  by 
inhalation  of  arthrospores  of  the  fungus  Cocci- 
dioides  imitis.  The  septated  mycelial  form  grows  in 
soil  and  produce  chains  of  arthrospores.  These 
hardy,  small  spores  are  viable  for  years  and  when 
inhaled  become  the  infectious  form  of  the  organ- 
ism. Once  inhaled  the  spores  swell  into  spherules 
which  cleave  to  produce  endospores.  The  endo- 
spores  again  mature  into  spherules  and  per- 
petuate the  process.  Only  the  mycelial-arthro- 
spore  phase  is  infective;  thus,  man  to  man  spread 
does  not  occur.3 

C.  immitis  is  endemic  to  areas  in  the  south- 
western USA,  northern  Mexico,  Guatemala, 
Paraguay,  Venezuela,  Columbia  and  Argentina 
(where  the  disease  was  first  recognized).  These 
areas  correspond  to  the  Lower  Sonoran  Life  Zone 

(Continued  on  page  116) 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide,  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment. 

NOTE:  If  saining  from  either  of  the  above  products  occurs,  the  stein 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Ho*  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86”F  (15°-30°C). 
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with  semi-arid  conditions  and  short,  intense  rainy 
seasons.  Because  the  organism  inhabits  the  soil, 
infection  is  intimately  related  to  host-soil  contact. 
Although  any  man-soil  contact  can  cause  infec- 
tion, contact  is  highest  during  dry,  windy  seasons 
especially  in  construction  areas  and  an- 
thropologic/archeologic  exploration  sites.3  Inter- 
estingly, once  an  area  is  irrigated  or  is  used  agri- 
culturally, the  fungus  is  virtually  eliminated.4 
Both  humans  as  well  as  animals  are  affected; 
indeed,  it  is  the  disease  most  frequently  encoun- 
tered in  California  slaughterhouses.  5 

Of  those  affected,  at  least  60%  are  asymptoma- 
tic, with  a positive  skin  test  as  the  only  evidence 
of  disease.3  The  remaining  40%  become  symp- 
tomatic 1-4  weeks  after  exposure.  Symptoms 
range  from  mild,  influenzal  complaints  to  frank 
pneumonia.  Although  many  classifications  of  the 
disease  exist,  Winn’s  clinical-roentgen  concept 
appears  to  be  the  most  useful.6  The  three  main 
forms  are  primary  pulmonary  coccidioidomyco- 
sis, residual  pulmonary  disease,  and  disseminated 
coccidioidomycosis. 

Primary  pulmonary  coccidioidomycosis  is  a 
self-limited  disease  consisting  of  cough,  fever, 
pleuritic  chest  pain  and  headache.3  Approximate- 
ly 10%  of  patients  will  experience  a fine,  diffuse, 
macular,  erythematous  rash  of  the  trunk  and 
extremities  during  the  first  few  days  of  the  illness. 
“Valley  fever”  is  a symptom  complex  of  erythe- 
ma nodosum,  erythema  multiforme,  arthralgias, 
and  conjunctivitis.  Erythema  nodosum  occurs  in 
approximately  15%  and  is  more  common  in 
Caucasian  females.  It  occurs  about  the  time  the 
skin  test  becomes  positive.  Roentgenographical- 
ly,  the  disease  is  characterized  by  soft,  hazy  infil- 
trates, single  or  multiple,  segmental  or  lobar. 
Pleural  involvement  with  effusion  is  common 
and  20%  have  hilar  adenopathy.  Resolution  oc- 
curs within  several  weeks.  Eosinophilia  com- 
monly accompanies  the  illness. 

Chronic  residual  pulmonary  disease  occurs 
when  the  symptoms  or  roentgen  pattern  persists 
past  6-8  weeks.3  The  spectrum  ranges  from  per- 
sistent or  progressive  pneumonia  to  nodules  and 
cavities.  All  of  these  are  uncommon,  affecting 
patients  less  than  5%  of  the  time.  Nodules  tend  to 
occur  in  the  mid  lung  near  the  hilum,  most  are 
single  and  measure  1-4  cm,  and  are  thought  to 
represent  undrained  or  poorly  draining  lung  ab- 
scesses.3 Cavities  may  present  within  ten  days  but 
typically  occur  later.  Although  hemoptysis  is  un- 
common in  all  other  forms  of  the  disease,  it  oc- 
curs in  70%  of  patients  with  cavities.3  Early  in 
their  course  cavities  are  thick  and  shaggy  walled. 
With  progression,  the  wall  shells  out  producing  a 
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thin  walled  cavity.  90%  are  single,  70%  are  found 
in  the  upper  lung  fields,  and  most  measure  from 
2-4  cm  in  diameter.7  Cavities  commonly  fluctuate 
in  size  and  once  found  may  persist  for  longer  than 
2 years.8  For  the  most  part  they  are  benign.7  8 
Complications  include  pyogenic  infection,  fungus 
ball  formation,  pyopneumothorax  due  to 
bronchopleural  fistulas  and  pulmonary  hemor- 
rhage.3’7 

Dissemination  is  favored  in  blacks  and  Fil- 
lipinos,  during  pregnancy,  in  the  im- 
munodepressed,  and  in  the  very  young  and  old.3 
Fortunately,  less  than  1%  progress  to  this  state. 
Although  all  organ  systems  are  affected,  the  most 
common  sites  are  skin,  bone,  lymph  node,  and 
meninges.3  Dissemination  in  the  lungs  is  charac- 
terized by  a miliary  pattern. 

The  diagnosis  of  coccidioidomycosis  is  made 
on  historical  data,  spherule  identification  in  bi- 
opsy specimens,  cultures,  skin  tests  and  serology. 
The  coccidioidin  skin  test  becomes  positive  3 
days  to  3 weeks  after  onset  of  symptoms  and  indi- 
cates past  or  present  infection.  A negative  skin 
test  does  not  exclude  infection  as  it  is  often  nega- 
tive in  disseminated  disease.  It  is  quite  specific, 
though  it  rarely  is  positive  in  patients  with  active 
Histoplasmosis.3  Precipitating  antibodies  (IGM) 
are  produced  early  but  are  transient.  Comple- 
ment fixating  antibodies  (IgG)  appear  later  and 
may  persist.  A rising  titer  may  portend  dissem- 
ination.3 

The  primary  form  of  coccidioidomycosis  is 
treated  symptomatically  while  the  disseminated 
and  severe  pulmonary  forms  require  amphoteri- 
cin B.  The  role  of  surgery  is  controversial  and  is 
limited  to  patients  with:  a rapidly  expanding  cavi- 
ty with  risk  of  rupture,  bronchopleural  fistulas, 
symptomatic  mycetoma  and  serious  or  persistent 
hemoptysis.3  A solitary  nodule  may  be  removed 
for  diagnostic  purposes.  ◄ 
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Pulse  of  the  ISMS  Auxiliary 


Who— If  Not  You? 


By  Mrs  Harlan  Failor,  President,  ISMSA 


The  subject  is  “Legislation”  — the  very  reason 
that  many  county  auxiliaries  came  into  being,  and 
certainly  the  stimulus  for  much  of  the  close  coop- 
eration we  have  seen  recently  between  the  Socie- 
ty and  the  Auxiliary. 

The  Medical  Auxiliary  has  always  been  aware 
of  its  power  potential  in  this  Field  and  from  the 
beginning  has  stated  that  one  of  its  primary  objec- 
tives is  “to  improve  health  care  and  medical  prac- 
tice by  impacting  legislation.”  For  years  we 
talked  the  good  fight,  but  now  we  are  putting  our 
words  into  writing,  our  time  into  Key  contacts, 
and  our  money  into  1MPAC.  Sometime  during 
the  last  decade  we  came  to  the  realization  that  not 
to  participate  in  the  formulation  of  government 
policy  was  to  have  no  voice  in  decisions  which 
would  affect  the  health  of  our  communities,  the 
practice  of  our  husbands,  and  the  well-being  of 
our  families. 

Someone  has  said  that  the  Medical  Auxiliary 
has  a grassroots  organization  that  is  a politician’s 
dream.  We  can  throw  our  influence  behind  any 
cause  and  make  a difference.  If,  however,  we  are 
to  be  spokeswomen  for  medicine,  we  owe  it  to 
our  spouses  and  the  profession  to  be  knowledgea- 
ble advocates. 

Our  legislative  education  comes  from  a variety 
of  experiences.  An  impressive  number  of  Auxil- 
ians  attended  the  1980  ISMS  Legislative  Confer- 
ence in  Springfield  last  May;  the  Kankakee  Coun- 
ty Auxiliary  brought  a bus  full  of  interested  mem- 
bers. In  October,  at  the  Auxiliary’s  Fall  Confer- 
ence in  Decatur,  Auxiliary  members  from  every 
part  of  Illinois  listened  intently  as  Mr.  Donald 
Udstuen,  Director  of  the  ISMS  Governmental 
Affairs  Division,  gave  them  a look  at  “Power  in 
Politics”  and  emphasized  the  role  a physician’s 
spouse  can  play  in  the  legislative  process;  the  talk 
was  informative  and  entertaining.  As  early  as 
April,  Mrs.  Alan  Taylor,  ISMSA  Legislation 
Chairman,  set  before  the  Auxiliary  the  goal  of 
getting  every  member  of  the  doctor’s  family  reg- 
istered for  the  November  election;  the  campaign 
was  a success. 

Now  a new  legislative  program  is  being  offered 


Mrs.  Alan  Taylor,  ISMSA  Legislation  Chairman  and  Mr. 
Donald  Udstuen,  Director,  ISMS  Governmental  Affairs  Di- 
vision, at  1980  Fall  Conference. 


to  the  ISMS  Auxiliary  by  Mrs.  Taylor  and  Mr. 
Robert  Burger,  Director  of  the  ISMS  Division  of 
Field  Services.  The  proposal  suggests  that  Auxil- 
iary members  monitor  Health  System  Agency 
(HSA)  Board  and  Committee  meetings  and  bring 
HSA  documents  and  reports  to  the  attention  of 
the  medical  community.  Members  would  involve 
themselves  in  the  planning  process,  as  well,  by 
seeking  appointment  to  an  Area  council  or  task 
force— no  small  commitment.  Interested  Auxil- 
ians  will  be  oriented  by  the  ISMS  Field  Service 
staff  and  will  work  closely  with  their  local  medical 
Society.  If  there  was  ever  a call  to  partnership,  it 
is  the  challenge  of  these  new  regulations  by  gov- 
ernment. 

Participation  is  the  name  of  the  game,  and  any 
number  can  play  (the  more  the  healthier).  With 
National  Health  Insurance  no  longer  the  threat  it 
was,  the  physician  and  his  family  may  be  tempted 
to  sit  on  the  sidelines  or  desert  the  field  entirely, 
leaving  the  lobbyists  in  Springfield  and  Washing- 
ton to  win  the  contest  and  report  the  score.  But 
the  season  could  be  a losing  one  for  medicine, 
and  if  so,  who  would  be  to  blame? 

Who— if  not  you?  4 
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The  physician-owned 
professional  liability 
insurance  program 


Occurrence  Insurance  with  Our  Company  Offers: 

• Choice  of  Limits  of  Liability 

• Part-Time  Rates 

• Quarterly  Premium  Payments 

• Protection  Against  Frivolous  Lawsuits 

• Input  by  Member  Physicians 

• Settling  of  Cases  Only  with  Consent  of  Physician. 

\ physician-oriented,  reciprocal  insurance  program  for 
SMS  members. 


Administered  by 


Illinois  State  Medical  Insurance  Services,  inc. 


- 


55  East  Monroe  Street,  Chicago,  Illinois  60603  • 312/782-1654 


Doctor  s News 


NOT  GUILTY  IN  CHIROPRACTIC  SUIT— After  some  seven  weeks  at  trial,  the  jury  returned  a 
verdict  of  “Not  Guilty,”  on  all  counts,  in  the  case  of  Wilk,  et.  al,  v.  American 
Medical  Association,  et.  al.  Named  as  one  of  the  defendants  in  this  action  was  the 
Illinois  State  Medical  Society.  Originally,  the  suit  was  brought  against  twelve 
professional  associations  and  four  individuals.  Two  of  the  defendant  associations 
had  previously  settled.  The  suit  was  based  on  the  Sherman  Antitrust  Act  and 
alleged  that  the  defendants  had  engaged  in  a combination  and  conspiracy  in  re- 
straint of  trade.  The  decision  will  be  appealed. 

PHYSICIANS  IN  THE  NEWS— Alfred  J.  Kiessel,  M.D.,  Decatur,  has  been  reappointed  to  the 
Illinois  Clinical  Laboratories  and  Blood  Bank  Advisory  Board.  Dr.  Kiessel,  a pa- 
thologist, is  a member  of  the  ISMS  Board  of  Trustees,  representing  the  Seventh 
District . . . Harold  N.  Walgren,  M.D.,  J.D.,  has  been  installed  as  president  of  the 
DuPage  County  Medical  Society.  Dr.  Walgren,  a radiologist,  resides  in  Hinsdale. 

The  1980  Esther  Langer  Award  was  recently  given  to  Paul  Heller,  M.D., 
Chicago,  for  research  in  multiple  myeloma  and  red  blood  cell  production.  Dr. 
Heller  is  a professor  of  medicine  at  the  UI  College  of  Medicine  . . . Newly  named 
president  of  the  American  Cancer  Society  is  Edward  F.  Scanlon,  M.D.,  chairman 
of  the  department  of  surgery  at  Evanston  Hospital. 

Tolbert  F.  Hill,  M.D.,  celebrated  his  107th  birthday  last  month.  Dr.  Hill,  who  is 
believed  to  be  the  oldest  living  Illinois  physician,  is  a member  of  the  Sangamon 
County  Medical  Society.  He  is  the  second  of  four  generations  of  physicians  in  the 
Hill  family,  and  joined  the  medical  society  in  1920.  Dr.  Hill  graduated  from  Rush 
Medical  College  in  1896  and  opened  his  Athens,  Illinois  office  in  1898.  In  1978,  at 
a meeting  of  the  ISMS  Fifty  Year  Club,  Dr.  Hill  received  a plaque  and  pin  com- 
memorating 80  years  of  medical  practice. 


EMERGENCY  ROOM  MEDICINE  will  provide  the  focus  for  a morning  seminar  on  Saturday, 
March  21,  at  the  Chicago  Conrad  Hilton.  Sponsored  by  the  ISMS  Resident  Physi- 
cian Section,  the  program  is  a part  of  the  Chicago  Medical  Society  Midwest  Clinical 
Conference.  No  admission  fee  is  required  for  the  seminar,  which  will  include 
speakers  from  several  Chicago  area  medical  schools  who  specialize  in  pediatrics, 
orthopaedics,  OBGYN  and  Cardiology.  (Further  information  about  the  Midwest 
Clinical  Conference  is  available  through  the  Chicago  Medical  Society  (312)  670- 
2550.) 

HEALTH  CARE  IN  THE  ELDERLY  will  be  the  subject  of  a fourth  annual  conference  sponsored 
by  the  University  of  Iowa  departments  of  family  practice  and  internal  medicine  and 
the  Iowa  Gerontology  Project.  The  two  day  meeting  on  March  19  and  20  is 
accredited  for  15'/>  hours  of  AMA  Category  1 credit.  Further  information  may  be 
obtained  through  Ian  M.  Smith,  M.D.,  Department  of  Internal  Medicine,  Univer- 
sity of  Iowa  Hospitals,  Iowa  City,  Iowa  52242;  (319-356-2727). 


THE  ISMS  BOARD  OF  TRUSTEES  encourages  physician  participation  in  an  Illinois  Cancer 
Council  survey  to  determine  how  they  feel  about  the  benefits  of  tests  and  examina- 
tions aimed  at  early  detection  and  prevention  of  cancer.  The  survey,  to  be  conduct- 
ed in  March,  is  the  final  phase  of  the  study  of  cancer  information  needs  in  Illinois. 
ISMS  believes  the  data  obtained  will  be  a significant  source  of  information  to 
everyone  concerned  with  the  problems  of  early  detection  and  prevention  of  cancer. 
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IMJ  Attention 


ILLINOIS  HOUSE  ELECTS  NEW  LEADERSHIP — The  Illinois  House  of  Representatives 
met  January  14  to  elect  their  new  leadership.  Rep.  George  Ryan  (R)  of 
Kankakee  was  elected  Speaker  of  the  House.  Rep.  Ryan,  who  has  served  in  the 
Illinois  House  since  1972,  is  a pharmacist. 

The  House,  now  composed  of  91  Republican  representatives  and  86  Demo- 
crats, chose  Rep.  Art  Telcser  (R),  Chicago,  also  a pharmacist,  as  majority 
leader.  The  balance  of  Republican  House  leadership  is  as  follows:  Representa- 
tives Pete  Peters,  Chicago,  Celeste  Stiehl,  Belleville,  Phillip  Collins,  Chicago 
and  Elmer  Conti,  Elmwood  Park,  assistant  majority  leaders;  Representatives 
Lee  Daniels,  Elmhurst  and  Ben  Polk,  Moline,  majority  whips. 

Democratic  leadership  in  the  House  chose  Rep.  Michael  Madigan,  Chicago, 
as  minority  leader.  The  minority  team  will  include  Representatives  Ted 
Lechowicz,  Chicago,  Zeke  Giorgi,  Rockford,  James  McPike,  Alton,  Mike 
McClain,  Quincy  and  Eugenia  Chapman,  Arlington  Heights.  One  minority 
leadership  post  remains  to  be  filled. 

ILLINOIS  SENATE  VOTE  STIRS  DISSENT — Through  an  unusual  chain  of  events,  State 
Senator  David  Shapiro,  DDS,  (R),  Amboy,  was  elected  President  of  the  Il- 
linois Senate. 

The  1980  elections  gave  the  Democrats  a 30/29  edge  in  that  body,  but  their 
January  14  leadership  vote  found  that  past  Senate  President  Phillip  Rock  (D), 
Oak  Park,  held  only  20  of  the  30  Democratic  votes  needed  to  re-elect.  Due  to 
dissension  on  the  Democratic  side,  they  reconvened  January  15  for  a second 
roll  call. 

The  Governor  acts  as  chairman  of  the  Senate  during  interim  leadership 
periods,  and  Governor  Thompson  ruled  on  the  15th  that  the  Senate  President 
would  be  that  candidate  who  held  the  most  votes  of  those  Senators  present. 
(The  Democrats  hold  a majority  by  only  one  vote  in  the  Senate,  and  two  of 
their  number  were  not  present.  The  absence  of  Sen.  Harold  Washington,  who 
has  been  elected  to  Congress  and  Sen.  Charles  Chew,  who  was  in  the  hospital, 
reduced  the  remaining  Democrats  to  28. 

As  the  Democrats  could  not  garner  the  30  votes  needed  to  overrule  the 
chairman,  they  walked  out  in  protest.  The  roll  was  called  and  29  present 
Republicans  voted  for  Sen.  Shapiro,  who  was  sworn  in  as  President. 

The  Democratic  Senators,  led  by  Sen.  Rock,  have  challenged  the  ruling  in 
court,  which  could  be  time  consuming.  Delay  in  active  work  of  the  Illinois 
General  Assembly  can  be  expected. 

A Democratic  majority  Senate  governed  by  a Republican  President  can  be 
expected  to  produce  a number  of  anomalies.  The  most  significant,  however,  is 
that  if  the  ruling  stands,  Illinois  Republicans  will  control  the  state  administra- 
tion and  both  legislative  houses.  The  1980  Census  requires  that  Illinois  legisla- 
tive districts  be  redrawn  during  this  session,  and  the  successful  cutback  amend- 
ment reducing  the  size  of  the  General  Assembly  will  take  effect  as  well.  A 
single  party  controlling  all  three  major  bodies  during  redistricting  can  gain 
extraordinary  control  — and  hold  that  control  until  the  next  national  Census. 

MORE  THAN  A DOZEN  laws  affecting  health  issues  were  passed  by  the  96th  Congress,  ac- 
cording to  the  AMA  Legislative  Roundup.  AMA  highlights  some  of  these  as 
follows: 

The  major  Medicare/Medicaid  legislation  of  this  Session  was  the  Omnibus 
Reconciliation  Act  of  1980,  which  includes  58  reimbursement-related  provi- 
sions. The  Mental  Health  Systems  Act  replaces  the  Community  Mental  Health 
Centers  Act,  defining  federal  programs  to  assist  local  mental  health  services. 
The  law  gives  individual  states  greater  input  in  program  funding  and,  for  the 


first  time,  requires  that  community  men- 
tal health  centers  have  a physician  in 
charge  of  clinical  care  services.  The  Pri- 
vacy Protection  Act  of  1980  protects  the 
records  of  members  of  the  news  media 
from  unnecessary  search  and  seizure,  and 
requires  that  the  Attorney  General  must 
publish  guidelines  for  record  protection 
within  federal  agencies. 

The  Health  Programs  Extension  Act  of 
1980  gives  states  additional  time  to 
bring  their  health  planning  laws  into  con- 
formance with  federal  requirements,  ex- 
empts major  medical  equipment  used 
solely  for  research  from  certificate-of- 
need  review,  liberalizes  the  National 
Health  Service  Corps  private  practice  op- 
tion, and  extends  or  expands  a number  of 
standing  programs. 

Two  Illinois  legislators  have  assumed 
national  leadership  positions:  Rep.  Dan 
Rostenkowski  (D),  Chicago,  will  chair  the 
House  Ways  and  Means  Committee. 
Robert  Michel  (R),  Peoria,  is  the  new 
House  minority  leader. 

MEMBERSHIP  RECRUITMENT  EFFORT 
LAUNCHED — ISMS  has  initiated  a ma- 
jor membership  recruitment  effort,  in 
conjunction  with  the  AMA  and  county 
societies.  Each  county  society  has  re- 
ceived a list  of  names  of  non-member 
physicians  in  their  area,  and  each  of  those 
non-member  physicians  has  received  a 
direct  mailing  with  a membership  benefits 
brochure  and  general  information.  It  is 
hoped  that  individual  members  will  sup- 
port this  effort  by  communicating  with 
their  colleagues. 

CHILD  CUSTODY  PROJECT  ANNOUNCED 

— The  Isaac  Ray  Center,  Section  on 
Psychiatry  and  the  Law,  Department  of 
Psychiatry,  Rush-Presbyterian-St.  Luke’s 
Medical  Center,  has  initiated  a system  to 
assist  judicial  determinations  of  custody, 
visitation  and  other  issues  pertinent  to 
divorce.  Staffed  by  child  psychiatrists 
from  throughout  the  Chicago  area,  each 
board  certified  in  general  psychiatry  and 
conversant  in  medical-legal  areas,  the 
Child  Custody  Project  is  intended  to  pro- 
vide competent  assessments  of  families  in 
conflict  and  serve  the  best  interests  of 
children  in  custody  determinations.  The 
Project  functions  on  a fee-for-service 
basis.  Further  information  may  be  ob- 
tained by  writing  Barbara  A.  Weiner, 
J.D.,  at  the  Center,  1720  W.  Polk  St., 
Chicago  60612;  (312)  942-4462. 
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COORDINATED  HOME  CARE  DIRECT  ADMISSION 
PROGRAM  IS  REACTIVATED 


The  pilot  project  for  direct  admission  to  specialized  care  facilities,  started  more  than  a year  ago,  is  be- 
ing reinstated  for  active  employees  of  the  Chicago  Board  of  Education. 

Under  the  program,  the  Chicago-based  Blue  Cross  and  Blue  Shield  Plan  will  pay  for  medically 
necessary  care  in  an  approved,  participating  Skilled  Nursing  Facility  (SNF)  or  Coordinated  Home  Care 
(CHC)  program  without  the  member  first  having  to  be  a hospital  in-patient. 

The  direct  admission  program  also  is  being  made  available  to  other  Blue  Cross  and  Blue  Shield 
groups. 

The  current  pilot  project  which  started  this  month  is  scheduled  to  run  through  February,  1982. 

Despite  the  waiver  of  the  current  requirement  of  a qualifying  hospital  stay  prior  to  a SNF  or  CHC  ad- 
mission, the  attending  physician  must  certify  that  skilled  care  is  required  and  that  the  patient  can  be 
cared  for  in  one  of  these  types  of  programs. 

As  under  the  regular  SNF  and  CHC  programs,  covered  benefits  remain  the  same.  Attending  physician 
visits  to  the  SNF  or  CHC  are  covered  services  and  are  counted  for  reimbursement  the  same  as  if  the  pa- 
tient was  in  the  hospital. 

Billing  procedures  for  physician  services  remain  the  same.  Questions  regarding  billings  of  office  visits, 
visits  to  the  home  or  SNF  should  be  directed  to  Bill  Livingston,  Professional  Relations  Department, 
Blue  Cross  and  Blue  Shield,  233  North  Michigan  Avenue,  Chicago,  Illinois,  60601,  (312)  661-4488. 

If  you  have  a patient  whom  you  may  be  thinking  of  admitting  to  an  acute  care  hospital,  and  whose 
needs  could  be  met  in  an  SNF  or  CHC  program,  contact  Mr.  Livingston  for  a list  of  approved,  par- 
ticipating facilities. 


SPRING  SERIES  OF  WORKSHOPS  SCHEDULED 


The  Chicago-based  Blue  Cross  and  Blue  Shield  Plan’s  Spring  workshop  series  for  medical  assistants  in 
downstate  Illinois  cities  will  begin  in  Marion  on  April  1 and  continue  through  May  21. 

The  workshops  are  intended  to  inform  medical  assistants  in  Plan  administrative,  claims  and  payment 
procedures  and  advise  them  of  changes  in  Blue  Shield  benefits  and  contracts. 

Letters  of  invitation  are  being  sent  to  physician’s  offices  with  the  reservation  forms.  For  additional  in- 
formation, please  write  Mr.  Bill  Livingston,  Professional  Relations  Department,  Blue  Cross  and  Blue 
Shield  Plan,  233  North  Michigan  Avenue,  Chicago,  Illinois,  60601,  or  call  him  at  (312)  661-4488. 

The  following  workshops  are  scheduled: 


Wednesday 

April  1 

Holiday  Inn 

Marion 

Thursday 

April  2 

Best  Western 

Mt.  Vernon 

Wednesday 

April  8 

Holiday  Inn 

Effingham  (a.m.  only) 

Wednesday 

April  15 

Augustine 

Belleville 

Thursday 

April  16 

Ramada  Inn 

Alton  (a.m.  only) 

Wednesday 

Aprill  22 

Holiday  Inn 

Bloomington 

Thursday 

April  23 

Ramada  Inn 

Peoria 

Wednesday 

April  29 

Ramada  Inn 

Quincy 

Thursday 

April  30 

Sheraton  Inn 

Springfield 

Wednesday 

May  6 

Holiday  Inn 

Decatur 

Wednesday 

May  13 

Ramada  Inn 

Rockford 

Wednesday 

May  13 

Holiday  Inn 
(Bradley) 

Kankakee  (a.m.  only) 

Thursday 

May  14 

Holiday  Inn  on 
Neil  Street 

Champaign 

Wednesday 

May  20 

Holiday  Inn 

Moline 

Thursday 

May  21 

Sheraton  Inn 

Galesburg  (a.m.  only) 

Thursday 

May  21 

Ramada  Inn 

Ottawa  (a.m.  only) 

LIBBY,  OWENS,  FORD  UPGRADES  HEALTH  BENEFITS 

Libby,  Owens,  Ford’s  employee  health  benefit  program  handled  by  the  Chicago-based  Blue  Cross 

and  Blue  Shield  Plan  recently  was  upgraded. 

Following  is  a breakdown  of  some  of  the  more  important  changes  in  the  program: 

• The  90-day  interval  between  date  of  discharge  and  date  of  the  next  admission  for  the  same  or  related 
conditions  has  been  reduced  to  60  days. 

• Hospital  confinement  for  a TB  condition  has  been  increased  from  30  to  45  days. 

• Residential  and  out-patient  substance  abuse  benefits  provided  for  detoxification  and  rehabilitation  of 
alcohol  and  drug  abusers  in  approved  free  standing  or  hospital  affiliated  facilities  are  limited  to  35 
visits  per  year  - 140  visits  lifetime  maximum. 

• Prosthetic  devices:  In  addition  to  internal  devices,  benefits  will  be  extended  to  provide  external  pro- 
sthesis and  orthotic  appliances  covered  under  Medicare  as  of  October  1 , 1979.  This  includes  replace- 
ment, repair  fitting  and  adjustments  when  prescribed  by  a licensed  physician. 

• Durable  medical  equipment  benefits  will  be  provided  for  the  purchase,  rental  and  repair  of  equipment 
covered  under  Medicare  as  of  October  1,  1979,  when  prescribed  by  a licensed  physician  and  necessary 
for  the  treatment  of  an  illness  or  injury,  or  to  improve  functioning  of  a malformed  body  member. 

• Out-patient  physical  therapy  treatments  are  a covered  benefit  in  approved  facilities  for  up  to  60 
treatments  per  condition  only  if  supervised  by  a registered  or  licensed  physical  therapist  when 
prescribed  by  a licensed  physician.  The  benefit  period  is  renewable  each  calendar  year;  immediately 
following  surgery  related  to  the  condition  for  which  therapy  was  originally  provided  or  following  a 
distinct  aggravation  of  the  condition  for  which  therapy  was  rendered. 

• Chemotherapy  benefits  are  provided  for  treatment  of  parenteral,  continuous  or  intermittent  infu- 
sion, perfusion  and  intra-cavitary  therapy  as  an  in-patient,  in  the  out-patient  department  of  a 
hospital,  physician’s  office  or  home.  Also  included  are  three  follow-up  visits  to  a physician  (the  initial 
office  visit  charge  is  not  covered)  if  performed  within  21  days  following  the  last  day  of  eligible 
chemotherapy  administration. 

• Out-patient  psychiatric  benefits  provided  for  psychiatric  day  care  in  a participating  hospital  will  be 
charged  against  the  45-day  in-patient  nervous  and  mental  maximum  benefit  period  at  a rate  of  two 
partial  days  for  each  nervous  and  mental  day  available.  Out-patient  benefits  are  subject  to  a com- 
bined Blue  Cross  and  Blue  Shield  maximum  of  $1,000  per  member  per  calendar  year. 

• Coordinated  Home  Care  benefits  will  be  provided  to  members  referred  by  a physician  on  a direct  ad- 
mission basis.  They  need  not  be  confined  to  a hospital  or  convalescent  and  long-term  illness  facility 
immediately  prior  to  being  admitted  to  the  home  care  program. 

• Routine  pap  smear:  Blue  Shield  benefits  will  be  provided  for  the  laboratory  and  pathological  ex- 
amination for  one  annual  Papanicolau  smear  per  member. 

• Computer  transaxial  tomography  (CAT  SCAN)  benefits  will  be  provided  for  diagnostic  examina- 
tions of  the  brain  and  certain  parts  of  the  body  as  approved  by  Medicare  and  on  equipment  approved 
by  a recognized  area  health  planning  agency  or  comparable  approval  organization. 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer  * 
and  irritable  bowel  syndrome* 


ibrax 

ase  consult  complete  prescribing  informa- 
1,  a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  * 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 

itraindications:  Glaucoma,  prostatic  hyper- 
hy,  benign  bladder  neck  obstruction:  hyper- 
sitivity  to  chlordiazepoxide  HCI  and/or 
nium  Bromide 

[nings:  Caution  patients  about  possible  corn- 
fed  effects  with  alcohol  and  other  CNS 
jressants,  and  against  hazardous  occupations 
wring  complete  mental  alertness  (e.g.,  operat- 
machinery,  driving).  Physical  and  psychologi- 
tlependence  rarely  reported  on  recommended 
as,  but  use  caution  in  administering  Librium® 
brdiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets. 


Roche  Products,  Inc. 
Manati,  Puerto  Rico  00701 


Presidents  Page 


An  Idea  for  the  80's 

Competition 

The  priorities  of  the  new  administration  have  not  been  announced  but  the  predictions  are:  less 
money  for  new  health  programs;  a slowing  of  authorized  spending;  and  the  expectation  that 
doctors,  hospitals,  HMOs  and  insurers  will  get  into  the  market  place  and— through  competition- 
try  to  take  control  of  the  field. 

The  argument  for  competition  goes  back  to  the  old  Adam  Smith  concept  that,  because  of  self 
interest,  people  making  diverse  decisions  will  solve  societal  problems  more  efficiently  than  govern- 
ment controls  and  cut  costs.  Included  in  the  concept  is  the  notion  that  marketplace  forces  will  work 
best  when  people  have  multiple  options  and  no  “perverse”  incentives. 

In  1977  the  Carter  administration  asked  Alain  Enthoven,  Ph.D.,  Stanford  University,  to  develop 
a proposal  for  universal  health  insurance.  His  proposal  was  built  upon  a type  of  free-market 
competition  among  the  providers  of  health  care.  Elements  of  this  proposal  have  survived  the 
change  in  administration.  Last  year,  “competition”  proposals  included  Sen.  Durenberger’s  Health 
Incentives  Reform  Act  and  Congressman  Gephardt’s  National  Health  Care  Reform  Act.  Incoming 
HHS  Sec.  Schweiker  sponsored  a competition  bill  and  can  be  expected  to  support  a competitive 
approach  in  his  new  post. 

Competition  and  doctors  are  not  strangers.  I predict  better  service  for  our  patients.  M 
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Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni* 
versity  Stritch  School  of  Medicine 


This  patient  is  a sixty-four  year  old  man  who  was  in  good  health  until  a year  ago.  At  that  time,  he 
developed  severe  retrosternal  burning  pain  and  dyspnea.  He  was  hospitalized  and  a myocardial  infarction 
was  ruled  out.  Despite  anti-anginal  medication,  he  continued  to  have  exertionally  induced  retrosternal 
burning.  He  was  scheduled  for  a coronary  angiogram  because  the  angina  was  limiting  his  ability  to  work. 
Two  days  before  admission  for  the  angiogram,  he  complained  of  a brief  episode  of  transient  blindness  in 
his  right  eye.  When  questioned  about  this,  he  admitted  to  other  milder  episodes  of  blurred  vision  involving 
both  eyes.  None  of  these  episodes  ever  lasted  more  than  a few  minutes  and  all  cleared  spontaneously.  A 
coronary  angiogram  demonstrated  severe  coronary  artery  disease.  An  aortic  arch  and  bilateral  carotid 
angiogram  was  normal.  A twenty-four  hour  Hotter  monitor  (ambulatory  ECG)  was  ordered.  In  the 
section  shown,  the  patient  experienced  transient  blurring  of  vision. 


Questions: 

1.  The  ECG  rhythm  strip  is  compatible  with: 

A.  Paroxysmal  atrial  flutter-fibrillation. 

B.  Asystole  preceding  a sinus  beat. 

C.  The  bradycardia-tachycardia  syndrome. 

D.  The  sick  sinus  syndrome. 

E.  All  of  the  above. 


2.  Treatment  for  this  arrhythmia  problem 
could  include: 

A.  Digoxin  on  a long  term  basis. 

B.  A demand  pacemaker. 

C.  Procainamide  or  quinidine. 

D.  Diphenylhydantoin. 

E.  All  of  the  above. 


(Continued  on  page  152) 
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VALIUM® 

diazepam/ 

Roche 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  in  long-term  use,  that  is, 
more  than  4 months,  has  not  been  assessed  by 
systematic  clinical  studies.  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for 
the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  similar  to  those 
with  barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of  In- 
creased risk  of  congenital  malformations 
as  suggested  In  several  studies.  Consider 
possibility  of  pregnancy  when  Instituting 
therapy;  advise  patients  to  discuss  ther- 
apy If  they  Intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology 
of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported:  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i.d  , alcoholism,  10  mg  t.i.d.  or  q i d in 
first  24  hours,  then  5 mg  t.i.d  or  q i d as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d 
or  q.i.d  , adjunctively  in  convulsive  disorders,  2 to  10 
mg  b i d to  q i.d.  Geriatric  or  debilitated  patients . 2 to 
2Vz  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Children:  1 to  21/2  mg 
t.i.d  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose« 
packages  of  100,  available  in  trays  of  4 reverse-numbered 
boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50.  available  in  trays  of  10 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 

> A,  Nutley,  New  Jersey  07110 


Clinics  for  Crippled 
Children  Listed  for 
April 

Forty-three  clinics  for  Illinois’  physically  handicapped 
children  have  been  scheduled  for  April  by  the  University  of 
Illinois,  Division  of  Services  for  Crippled  Children.  The 
clinics  provide  diagnostic  orthopedic,  pediatric,  speech  and 
hearing  examination,  along  with  medical,  social  and  nurs- 
ing services.  There  will  be  31  general  clinics,  10  cardiac 
clinics  one  for  myelodysplasia  and  one  clinic  for  children 
with  neurological  problems.  Any  private  physician  may  re- 
fer to  or  bring  to  a convenient  clinic  any  child  or  children  for 
whom  he  may  want  examination  or  consultative  services. 

1  Cairo— Southern  Seven  Health  Department 

1 Hinsdale  — Hinsdale  Sanitarium 

2 Litchfield— St.  Francis  Hospital 

2 Sterling— Community  General  Hospital 

2 Lake  County  Cardiac  — Victory  Mem.  Hosp. 

3 Division  Cardiac— U.  of  1.  at  the  Medical  Center 

6 Peoria  Myelodysplasia— St.  Francis  Med.  Center 

7 Park  Ridge  Cardiac— AM  — Lutheran  General  Hospital 
7 Park  Ridge  General-PM-Lutheran  General  Hospital 

7 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

8 Rockford— St.  Anthony  Hospital 

8  Champaign  — Urbana  — McKinley  Health  Service  Center 
8 Chicago  Heights  General  — St.  James  Hosp. 

8 Joliet— St.  Joseph’s  Hospital 

9 Springfield  General  — St.  John’s  Hospital 

9  Aurora  Cardiac— Mercy  Center  for  Health  Care  Serv- 
ices 

9 Kankakee  General  — St.  Mary’s  Hospital 
1 3 Peoria  Cardiac— St.  Francis  Med.  Center 
13  Belleville  — Belleville  Memorial  Hospital 
13  Chicago  Heights  Cardiac— St.  James  Hosp. 

13  Maywood— (Ortho/Ped/Neuro)  — Loyola  Medical  Cen- 

ter 

14  Quincy  — Blessing  Hospital 

14  East  St.  Louis  — Community  Hospital 
14  Danville  — Lake  View  Hospital 

14  Peoria— St.  Francis  Medical  Center 

15  Chicago  Heights  General  — St.  James  Hosp. 

15  Aurora  General  — Mercy  Center  for  Health  Care  Serv- 

ices 

16  Rockford  — Rockford  Memorial  Hospital 
16  Metropolis— Massac  Memorial  Hospital 
16  Bloomington  — Mennonite  Hospital 

16  Elmhurst  Cardiac— Memorial  Hospital  of  DuPage 
County 

20  Maywood— (Ortho/Ped)  — Loyola  Medical  Center 

21  Rock  Island  Area  General  — Moline  Public  Hospital 
21  Maryville— Oliver  C.  Anderson  Hospital 

21  Decatur  — Decatur  Memorial  Hospital 

22  Springfield  Ped-Neuro  — St.  John’s  Hosp. 

22  Elgin  General  — Sherman  Hospital 

23  Anna  — Union  County  Hospital 

24  Evanston  — St.  Francis  Hospital 

24  Kankakee  Cardiac— St.  Mary’s  Hospital 
27  Peoria  Cardiac  — St.  Francis  Med.  Center 
27  Chicago  Heights  Cardiac— St.  James  Hosp. 

27  Maywood— (Ortho)  — Loyola  Medical  Center 
The  Division  of  Services  for  Crippled  Children  is  the  of- 
ficial state  agency  established  to  provide  medical,  surgical, 
corrective  and  other  services  and  facilities  for  diagnosis, 
hospitalization  and  after-care  for  children  with  crippling 
conditions  or  who  are  suffering  from  conditions  that  may 
lead  to  crippling.  In  carrying  on  its  program,  the  Division 
works  cooperatively  with  local  medical  societies,  hospitals, 
the  Illinois  Children’s  Hospital-School,  civic  and  fraternal 
clubs,  visiting  nurse  associations,  local  social  and  welfare 
agencies,  local  chapters  of  the  National  Foundation  and 
other  interested  groups.  In  all  cases,  the  work  of  the  Divi- 
sion is  intended  to  extend  and  supplement,  not  supplant, 
activities  of  other  agencies,  either  public  or  private,  state  or 
local,  carried  on  in  behalf  of  crippled  children. 


The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


Figure  1 

A lesion  of  the  distal  tibia  in  a 20  year 
old  boy  examined  for  acute  trauma  to 
the  ankle. 


Figure  2 

A lesion  of  the  distal  femur  (arrows)  in 
a 46  year  old  man  with  knee  pain  for  six 
months. 


Figure  3 

A metaphyseal  lesion  of  the  proximal 
tibia  (arrows)  in  a 13  year  old  boy  with 
knee  pain  for  two  months. 


Two  of  these  primary  bone  neoplasms  are  benign  and  two  are 
malignant.  Match  the  patient  with  the  diagnosis. 

1.  Aneurysmal  bone  cyst 

2.  Fibrosarcoma 

3.  Non-ossifying  Fibroma  (Fibrous  cortical  defect) 

4.  Osteosarcoma 


Figure  4 

A lesion  of  the  proximal  phalanx  of  the 
little  finger  in  a 4 year  old  girl  with 

painless  swelling.  (Continued  on  page  201) 


140 


Illinois  Medical  Journal 


Abstracts  of  Action 


January  24-25, 1981  Chicago 

These  abstracts  are  published  so  that  members  of  the  Illinois  State  Medical  Society  may  keep  advised  of  the  actions  of  the  Board  of 
Trustees.  They  cover  only  major  actions  and  are  not  intended  as  a detailed  report.  Full  minutes  of  the  meetings  are  available  for 
review  upon  any  member's  request  to  the  headquarters  office  of  the  ISMS. 


FINANCIAL/ADMINISTRATIVE  MATTERS 

The  Board  approved  a 1981  ISMS  budget  reflecting  an  income  of  $2,516,807  and  expenses  of 
$2,523,807.  The  deficit  is  the  result  of  a $7,000  increase  in  allocation  to  ICCME  over  the  amount 
recommended  by  the  Finance  Committee.  In  other  actions  involving  finances,  the  Board: 

• Approved  a 1981  Benevolence  Fund  budget  of  $57,074  income  and  $62,000 
expenses.  ISMS  will  not  make  an  allocation  to  the  Fund  this  year  because  assets 
are  sufficient  to  cover  recipient  grants. 

• Authorized  allocation  of  any  1980  income  exceeding  expense  to  the  con- 
tingency reserve  for  use  in  future  years. 

Acting  on  administrative  matters,  the  Board: 

• Authorized  introduction  of  a resolution  urging  the  House  of  Delegates  to  delete 
a bylaws  requirement  that  the  House  meet  twice  each  year.  The  proposal  would 
allow  the  Board  of  Trustees  to  cancel— at  least  90  days  in  advance— the  Interim 
Session  if  there  is  not  sufficient,  relevant  business.  In  that  case,  a “leadership- 
type”  program— offering  CME  credit— would  be  scheduled.  In  addition,  the 
resolution  will  call  for  streamlining  the  Interim  Session  to  allow  time  for  educa- 
tional programs  even  if  a business  meeting  is  held.  County  medical  and  specialty 
society  officers  would  be  invited  to  attend  both  the  House  meetings  and  special 
programs. 

• Discharged  the  Task  Force  on  New  Health  Practitioners  and  created  a commit- 
tee under  the  Council  on  Education  and  Manpower  to  assume  Task  Force 
responsibilities. 

• Transferred  the  Eye  Health  Committee  from  the  Governmental  Affairs  Council 
to  the  Council  on  Affiliate  Societies. 

• Approved  changes  in  the  bylaws  of  the  ISMS  Student  Business  Section. 

FRIEND-OF-THE-COURT  BRIEF 

ISMS  will  file  a friend-of-the-court  brief  in  the  Illinois  Supreme  Court  supporting  Alton  Memori- 
al Hospital’s  appeal  of  a court  ruling— issued  in  a malpractice  suit— which  threatens  confidentiality 
provisions  of  the  Medical  Studies  Act.  That  Act  prohibits  disclosure  of  information  used  in  internal 
quality  control  or  for  improving  patient  care  obtained  by  IDPH,  ISMS,  allied  medical  societies,  111. 
State  Medical  Inter-Insurance  Exchange  or  committees  of  accredited  hospitals. 

In  the  malpractice  suit,  the  court  ruled  that  proceedings  of  the  hospital  Quality  of  Care  Review 
Committee  must  be  provided  to  determine  if  issues  in  that  review  are  relevant  to  the  personal 
injury  action.  The  hospital  refused  to  release  the  records  and  was  held  in  contempt  of  court.  An 
appellate  court  upheld  the  trial  court’s  decision.  When  a petition  for  a rehearing  was  denied,  the 
hospital  announced  it  would  appeal  the  matter  to  the  Supreme  Court. 

BLOOD  BANKING 

The  Board  approved  plans  to  transform  the  ISMS-sponsored  Statewide  Blood  Banking  Coordi- 
nating Committee  into  a free-standing  organization  by  next  January.  The  Committee— including 
representatives  of  all  blood  banks  serving  Illinois— was  created  two  years  ago  in  response  to  a 
House  of  Delegates  directive  that  ISMS  assist  appropriate  agencies  in  establishing  a regionally- 
coordinated  statewide  blood  banking  system.  ISMS  — through  its  Educational  and  Scientific 
Foundation— recently  received  the  first  installment  of  a $250,000  Chicago  Regional  Blood  Program 
grant  to  fund  activities  aimed  at  improving  blood  inventories  and  distribution.  CRBP  is  discontinu- 
ing operations  and  issued  the  grant  to  support  programs  that  will  fill  the  void. 

(Continued  on  page  186) 
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ARE  YOU  USING 
YESTERDAYS  METHODS 
TO  CONTROL 
YOUR  PRACTICE  TODAY? 


The  Annson  Patient  Medical 
Billing  System  has  revolutionized 
medical  accounting  procedures  and 
record  keeping.  Total  control  of  your 
practice — with  all  its  increasingly 
complex  details — is  within  your 
grasp. 


IMIMSOIMS 


GIVES  YOU  TOTAL 
CONTROL  NOW 
AND  TOMORROW 


The  Annson  System  is  a 
computer  program  package 
specifically  adapted  to  the  medical 
profession.  When  used  with  the 
efficient  IBM  5120  Computing 
System,  it  simplifies  daily  handling 
of  ledgers  and  payments,  gives 
instant  access  to  patient  information, 
prints  cumbersome  insurance  forms 


and  more.  Which  all  adds  up  to  £ 
increased  cash  flow  . . . among 
other  things. 

“Other  things”?  Let  us  she 
you  the  potential  of  the  Annson 
Patient  Medical  Billing  System ; 
applied  to  your  practice  ...  for 
total  control. 

Annson  Corporation 
4350  Oakton  Skokie,  IL  60076 
673-1184 


Leadership— What  Is  It? 

By  Mrs.  Harlan  Failor,  ISMSA  President 


(L-R)  Mrs.  Louis  Tarsinos,  District  2 councilor,  Mrs.  Jane 
Swanson,  ISMSA  executive  secretary,  Mrs.  K.M.  Nelson, 
president  of  Bureau  County,  Mrs.  Harlan  Failor,  ISMSA 
president  and  Mrs.  Harold  Keegan,  ISMSA  president-elect, 
at  Leadership  Seminar-North,  Bureau  Valley  Country  Club. 


In  a Long  Range  Planning  survey  which  was 
sent  to  County  officers  before  the  current  year 
began,  the  question  was  asked,  “What  is  the  pri- 
mary purpose  of  the  State  Auxiliary?”  The  re- 
spondents answered,  (almost  unanimously)  “To 
assist  Counties  with  health  programs  and  projects 
and  to  provide  leadership.” 

The  first  responsibility  is  a tangible  one,  readily 
assumed  by  the  State  Auxiliary.  We  have  a Proj- 
ect Bank,  twelve  Package  Programs,  and  a team 
of  Health  Chairmen  willing  to  travel. 

The  second  responsibility  is  somewhat  nebu- 
lous. Does  providing  leadership  mean  taking  by 
the  hand,  or  does  it  mean  supplying  a good  map 
and  some  words  of  encouragement?  To  the  ISMS 
Auxiliary  it  has  meant  training— the  teaching  of 
skills  and  management  by  objective.  It  has  meant 
showing  the  way  — yet  encouraging  indepen- 
dence. 

To  accomplish  all  of  this,  two  Leadership  Semi- 
nars were  planned  and  presented  last  September 
by  the  State’s  President,  Mrs.  Harlan  Failor, 
President-Elect,  Mrs.  Harold  Keegan,  and  three 
Vice-Presidents,  Mrs.  Don  Hinderliter,  Mrs. 
Gamil  Arida,  and  Mrs.  Irvin  Blumfield.  One  was 
held  in  the  northern  half  of  the  state  at  the  Bu- 
reau Valley  Country  Club  near  Princeton,  and  the 
other  in  the  southern  half  of  the  state  at  Pere 
Marquette  State  Park  near  Grafton.  The  Semi- 
nars were  subtitled  “Enhancing  Our  Image,”  and 
they  touched  upon  every  aspect  of  Auxiliary  lead- 


ership, from  parliamentary  procedure  to  fund 
raising,  from  membership  recruitment  to  public 
relations.  All  in  attendance  declared  the  Seminars 


a success. 

What  then,  is  leadership?  According  to 
Michael  J.  McCarthy,  who  spoke  at  the  AMA 
Auxiliary’s  Leadership  Confluence  last  October, 
“Leadership  is  the  ability  to  get  things  done 
through  others.”  Max  Cleland  says  “Motivating, 
developing,  promoting  others  is  what  it’s  about. 
But  probably  the  simplest  definition  is  “Being 
willing  to  go  first  where  you  want  others  to  fol- 
low.” 

That  definition  seems  to  reiterate  what  we  have 
sensed  all  along:  If  we  are  seeking  to  guide  others 
to  anything— including  a healthy  lifestyle  — we 
must  first  set  the  example. 

No  one  said  being  a leader  was  easy! 


pr*  Mid  America's  (i 
a Largest  Collection  * 
Of  Oriental  Rugs 
is  at 

645  North  Michigan  Ave. 


ml  Antiques  and  Moderns 

Wt  Here  you  will  find  the  vibrant  colors 
H|  and  distinctive  patterns  that  are  an 
S|  excellent  investment.  As  direct 
If  importers  of  the  finest  Oriental  Rugs 
fm  since  1890,  Nahigian  Brothers  offers 
w you  the  widest  selection  of  sizes  and 
V styles.  Visit  our  showroom.  Call  or 
I write  to:  Dept.  IMJ  I 

NAHIGIAN  ?nrcos  I 

(Entrance  on  Erie  Street-2nd  Floor)  i 
Chicago,  IL  60611  - 943-8300  k 
Daily  9 a m.  to  5 p.m  Lt 

Not  connected  with  any  firm  bearing  a like  name 
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LEASE” 

DESIGNED  ESPECIALLY 
FOR  DOCTORS! 


OF  TIME  . . . From  a 
Proposal  to  the  Signing  of 
the  Lease  Documents  to 
Picking  Up  Your  Car  for  Service,  We 
Come  to  You  at  Your  Convenience. 

OF  CAPITAL  . . . With 

the  Cost  of  Money  at  an  All 
Time  High,  Why  Tie  Up 
Valuable  Dollars?  No  Down  Payment 
on  a Lease  is  Required. 


Ill  LOSS 


OF  TRANSPORTATION 

. . . When  You  Come  in 
Our  Shop  for  Service. 
Loaner  Cars  are  Available  for  Your  Use 
Which  Means  You’re  Never  Without  A 
Car. 


WE  LEASE  ANY  MAKE  OR  MODEL,  FOREIGN 
OR  DOMESTIC,  $5,000  TO  $50,000  VEHI- 
CLES, 1 to  100.  Ask  About  Our  “Variable 
Lease  Plan.”  Your  Payments  Float  with  Prime. 


1981  BUICK 

RIVIERA 


295 


MONTH 


1981  BUICK 
REGAL  2 DR. 
CENTURY  4 DR. 

*198 


MONTH 


45,000  Free  Miles.  We  accept  all  trade-ins! 

38  Months  Close  End  Lease.  Taxes,  License, 
Title  Additional 


Jacobs 

twin  lease 

A DIVISION  OF  JACOBS  TWIN  BUICK 

6750  W.  GRAND  AVENUE 

Call  453-4598 


EKG 

(Continued from  page  136) 
Answers:  1 . E 2.  A.  B. 


The  sick  sinus  syndrome  refers  to  a com- 
bination of  clinical  signs,  symptoms  and  ECG 
findings.  The  patient  complaints  are  often  syn- 
cope or  near  syncope  or  some  neurologic  com- 
plaint. In  our  patient,  blurring  of  vision  correlat- 
ed with  periods  of  asystole.  The  top  line  of  the 
ECG  panel  shows  a coarse  atrial  fibrillation  or 
atrial  flutter-fibrillation.  The  ventricular  response 
of  approximately  100  beats/minute  is  adequate 
but  the  mechanism  is  very  unstable.  In  the  mid- 
dle ECG  strip,  atrial  fibrillation  converts  to  a si- 
nus rhythm,  but  asystole  occurs  first.  There  is  a 
7.8  second  pause  of  asystole.  During  this  time, 
the  patient  complained  of  blurring  vision.  His  ini- 
tial complaint  of  unilateral  visual  difficulty  sug- 
gested carotid  artery  disease,  but  this  was  not 
confirmed  by  angiography.  The  bottom  ECG 
strip  starts  with  a shorter  asymptomatic,  asystolic 
period.  Both  periods  of  asystole  end  with  a single 
sinus  beat  and  then  atrial  fibrillation  returns.  Had 
the  patient  remained  in  atrial  fibrillation,  he 
could  have  been  relieved  of  periods  of  asystole. 
Unfortunately,  atrial  fibrillation  was  not  stable. 
The  sick  sinus  would  not  recover  quickly  enough 
and  asystole  would  occur.  Another  important 
aspect  of  the  ambulatory  ECG  is  the  failure  of  all 
subsidiary  pacemakers.  In  addition  to  sinus  node 
dysfunction,  all  atrial,  junctional,  and  ventricular 
pacemakers  were  also  failing.  Failure  of  the  es- 
cape subsidiary  pacemakers  as  well  as  the  sinus 
node  lead  to  the  periods  of  asystole. 

These  ECG  abnormalities  do  not  give  an 
etiology  for  the  sick  sinus  syndrome.  In  addition 
to  coronary  heart  disease,  idiopathic  fibrosis  of 
the  sinus  node,  inflammatory  conditions,  cardio- 
myopathies, collagen  disease,  amyloidosis,  and 
other  causes  result  in  the  sick  sinus  syndrome. 
Prognosis  in  any  individual  patient  is  related  to 
the  underlying  heart  disease.  Treatment  with 
drugs  to  control  the  atrial  fibrillation  might  make 
matters  worse,  as  they  would  further  depress  the 
sinus  node.  A pacemaker  is  required.  Once  the 
demand  ventricular  pacemaker  guarantees  a min- 
imum heart  rate,  then  digoxin  would  control  the 
rapid  ventricular  rate  caused  by  atrial  fibrillation. 
Usually  this  would  be  sufficient  treatment.  In 
some  cases,  quinidine  or  procainamide  might  be 
required.  In  our  patient,  the  pacemaker  and 
digoxin  controlled  his  arrhythmia.  His  severe 
angina  and  coronary  artery  disease  required  a tri- 
ple saphenous  vein  aortacoronary  bypass  surgery. 

◄ 
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Pain  Threshold  Neuro-Modulations 

By  Eugene  J.  Rogers,  M.D.,  F.  A. C.P. /Chicago 

Twenty-two  healthy  volunteers  were  tested  for  correlation  of  six  mood  states  with  pain 
threshold  levels  as  measured  by  response  to  electric  current.  These  pain  thresholds, 
reported  by  others  to  be  constant,  were  found  to  vary  from  subject  to  subject,  within 
subjects  during  the  day,  and  from  day  to  day.  There  was  no  significant  correlation 
between  the  mood  states  and  pain  thresholds.  Those  variations  may  be  due  to  many 
factors,  including  neurotransmitter  substances. 


This  preliminary  study  simultaneously  evaluat- 
ed pain  thresholds  and  six  mood  states  in  22 
healthy  volunteers.  Although  pain  thresholds 
have  been  reported  as  constant  for  all  individu- 
als,1 5 we  found  that  the  intensity  of  electric 
current  required  to  elicit  pain  was  inconstant  with 
significant  intra-day,  inter-day,  and  subject  varia- 
tion. No  significant  correlation  existed  between 
pain  thresholds  and  mood  states.  Other  regulato- 
ry mechanisms  may  alter  and  regulate  these  pain 
thresholds.  These  include  hormonal  variations, 
particularly  of  the  neurotransmitter  systems  such 
as  enkephalins. 

Method 

The  subjects  were  22  healthy  volunteers  at  the 


EUGENE  J.  ROGERS,  M.D., 

F.A.C.P.,  board  certified  in  physi- 
cal medicine  and  rehabilitation,  is 
professor  and  chairman,  depart- 
ment of  rehabilitation  medicine. 
University  of  Health  Sciences/The 
Chicago  Medical  School.  Dr.  Rog- 
ers, a member  of  the  IMJ  Editorial 
Board,  has  held  numerous  pro- 
fessional positions,  including 
chairmanship  of  the  ISMS  Com- 
mittee on  Workmen's  Com- 
pensation. 

for  March,  1981 


North  Chicago  VA  Hospital  selected  from  among 
office  staff,  allied  health  personnel,  and  medical 
students.  Age  range  was  18  to  63  with  18  subjects 
between  20  and  49.  Each  signed  an  informed  con- 
sent form  after  full  disclosure  of  the  study’s  pur- 
pose and  procedures  to  be  used. 


Age  Distribution 


Table  1 


Subjects  were  asked  to  indicate  “pain”  for  ini- 
tial perception  of  any  type  of  pain  or  noxious 
sensation  in  response  to  electrical  stimulation. 
No  further  conversation  or  comments  were 
made. 

Subjects  were  positioned  so  as  to  be  unable  to 
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observe  the  stimulator  meter  readings.  Each  vol- 
unteer completed  a numerically  weighted  mood 
adjective  self-assessment  questionnaire  reflecting 
anger,  fatigue,  activity,  depression,  fear  and 
happiness.6 


Table  2 


second  between  pulses.  This  unit  automatically 
maintains  the  current  output  at  the  intensity  level 
set  regardless  of  variations  in  electrode  or  patient 
resistance. 

The  mood  states  and  pain  thresholds  were  de- 
termined for  each  subject  twice  daily  on  six  sepa- 
rate days  for  a total  of  12  determinations. 


MOOD  ADJECTIVE  TEST 


Results 


Below  is  a list  of  words  describing  moods  and  feelings. 
Indicate  how  each  word  applies  to  how  you  feel  right  now 
by  placing  a 1 , 2 or  3 in  the  blank  after  each  word  (1  = not 
at  all,  2 = somewhat  or  slightly,  and  3 = mostly  or  general- 
ly) 

Lively 
Irritated 
Afraid 
Blue 
Lazy 
Active 
Burned  Up 
Uneasy 
Downcast 
Sluggish 
Steady 
Annoyed 
Insecure 
Sad 
Jittery 
Satisfied 
Cheerful 
Alert 


The  mood  states  of  happiness,  fatigue,  anger, 
depression,  activity  and  fear  showed  no  signifi- 
cant statistical  correlations  with  these  pain 
thresholds. 

The  average  pain  threshold  for  all  individuals 
was  5.92  with  a standard  deviation  of  2. 8. 

Individual  average  differences  were  as  high  as 
7.1  and  as  low  as  .8.  The  maximum  reading  dur- 
ing the  264  test  sessions  was  14.5ma  and  the  low- 
est .3ma.  The  AM  pain  threshold  mean  was 
6.22ma,  standard  deviation  2.85  and  the  PM  pain 
threshold  was  5.61  ma,  standard  deviation  2.77. 
Three  subjects  had  pain  thresholds  between  2- 
3ma,  4 between  3-4ma,  3 subjects  each  between 


FIGURE  I 


Low 

Weary 

Contented 

Mean 

Alarmed 

Miserable 

Drowsy 

Calm 

Grouchy 

Hopeless 

Depressed 

Inactive 

Happy 

Angry 

Pleased 

Energetic 

Vigorous 

Good 


A moist  heat  pack  was  applied  to  the  forearm 
while  completing  the  mood  adjective  test. 

A stimulating  electrode  measuring  2.5cm  in  di- 
ameter was  placed  over  the  central  volar  aspect  of 
the  heated  forearm,  approximately  7.5cm  distal 
to  the  elbow  crease.  The  5.0x7.5cm  dispersing 
electrode  was  placed  over  the  dorsal  aspect  mid- 
third  of  the  forearm. 

A pulse  generator  and  chronaxie  meter  TECA 
(Model  CH5)  with  current  selection  at  rheobase 
was  utilized  to  induce  a rectangular  pulse,  300 
milliseconds  in  duration,  with  an  interval  of  .1 


Frequency  Distribution 
* Subject  per  ma  Range 


2ma  3ma  4ma  5ma  6ma  7ma  8ma  9ma  lOma 


Table  3 

Mood  Adjective  Test  and  Pain  Threshold 
Correlations 


R VALUE 

Z VALUE 

ZETAR 

SIGMA 

Pain  Threshold  and  Anger 

-0.1299 

-0.5696 

-0.1307 

0.2294 

Pain  Threshold  and  Fatigue 

.0757 

.3308 

.0759 

0.2294 

Pain  Threshold  and  Repression 

.0734 

.3206 

.0735 

0.2294 

Pain  Threshold  and  Activity 

.2430 

1 .0809 

.2480 

0.2294 

Pain  Threshold  and  Happiness 

.2813 

1 .2600 

.2891 

.2294 

Pain  Threshold  and  Fear 

- .0278 

- .1210 

- .0278 

.2294 
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Table  4 

Pain  Threshold  Experiment 


SUBJECT 

AGE 

AM-1 

PM-1 

AM-2 

PM-2 

AM-3 

PM-3 

1 

53 

9.2 

7.7 

12.4 

14.5 

13.4 

11.8 

2 

19 

2.9 

2.6 

2.7 

2.9 

3.1 

3.1 

3 

40 

5.9 

5.8 

8.3 

7.0 

7.3 

6.8 

4 

18 

6.9 

5.8 

8.0 

6.4 

6.8 

6.5 

5 

23 

9.0 

6.7 

6.8 

8.5 

6.4 

7.4 

6 

38 

6.3 

4.6 

4.5 

3.8 

6.5 

4.7 

7 

48 

3.3 

4.0 

4.0 

3.3 

4.7 

3.9 

8 

28 

6.8 

6.8 

4.8 

4.2 

5.9 

5.0 

9 

41 

4.2 

3.2 

3.9 

2.8 

3.6 

3.3 

10 

25 

12.8 

11.4 

7.0 

6.5 

9.5 

8.5 

11 

22 

5.4 

7.0 

8.5 

9.4 

10.5 

9.5 

12 

44 

3.3 

2.7 

2.2 

1.9 

1.6 

1.0 

13 

25 

7.8 

6.9 

8.6 

7.9 

9.4 

6.5 

14 

38 

4.9 

1.4 

6.8 

6.8 

7.2 

7.0 

15 

41 

3.5 

3.5 

3.7 

3.6 

4.5 

2.5 

16 

63 

6.2 

5.0 

5.0 

7.4 

7.8 

6.9 

17 

21 

4.0 

3.6 

5.2 

5.3 

6.1 

5.1 

18 

28 

2.3 

1.4 

2.2 

1.8 

2.0 

2.0 

19 

41 

10.3 

9.0 

11.4 

10.6 

10.7 

12.0 

20 

35 

4.0 

2.8 

4.5 

3.5 

4.9 

4.9 

21 

35 

4.9 

2.5 

4.0 

3.5 

3.5 

3.8 

22 

26 

3.0 

1.9 

0.5 

0.3 

2.1 

2.4 

5.77 

4.83 

5.68 

5.54 

6.25 

5.66 

HIGH-LOW 

SUBJECT 

AGE 

AM-4 

PM-4 

AM-5 

PM-5 

AM-6 

PM-6 

AVERAGE 

DIFFERENCE 

1 

53 

10.4 

11.2 

13.6 

11.1 

13.9 

11.6 

11.8 

6.8 

2 

19 

3.9 

3.1 

3.0 

2.8 

4.2 

3.0 

3.1 

1.6 

3 

40 

7.0 

7.1 

6.4 

5.5 

6.3 

5.8 

6.6 

2.8 

4 

18 

8.5 

6.9 

7.3 

6.8 

6.8 

7.5 

7.1 

2.8 

5 

23 

4.6 

6.8 

4.4 

5.9 

4.6 

5.4 

6.4 

4.6 

6 

38 

7.3 

4.0 

5.1 

4.5 

4.1 

4.4 

5.0 

3.5 

7 

48 

5.7 

5.5 

4.9 

4.4 

6.5 

5.5 

4.6 

3.2 

8 

28 

9.0 

6.5 

10.4 

8.0 

8.9 

6.0 

6.9 

6.2 

9 

41 

2.6 

3.3 

3.9 

3.6 

3.5 

3.4 

3.4 

1.6 

10 

25 

12.0 

8.6 

9.8 

8.5 

10.1 

10.0 

9.6 

5.5 

11 

22 

10.5 

10.4 

9.5 

10.3 

9.0 

10.9 

4.2 

5.5 

12 

44 

2.8 

2.0 

2.5 

2.0 

2.3 

3.0 

2.3 

2.3 

13 

25 

8.1 

5.1 

7.7 

4.4 

10.4 

8.4 

7.6 

6.0 

14 

38 

7.0 

7.5 

8.5 

7.4 

8.1 

6.6 

6.6 

7.1 

15 

41 

3.9 

4.8 

4.8 

4.0 

4.8 

2.8 

3.9 

2.3 

16 

63 

8.2 

9.5 

9.2 

7.3 

11.4 

8.5 

7.7 

6.4 

17 

21 

5.1 

3.9 

5.0 

4.7 

4.5 

3.9 

4.7 

1.7 

18 

28 

2.1 

2.0 

2.1 

2.0 

2.2 

2.0 

2.0 

.8 

19 

41 

11.0 

11.5 

11.6 

12.0 

12.6 

11.4 

11.2 

3.6 

20 

35 

5.1 

4.5 

6.0 

4.0 

5.5 

4.5 

4.5 

3.2 

21 

35 

4.0 

3.1 

5.7 

3.5 

5.0 

4.3 

4.0 

3.2 

22 

26 

2.2 

2.8 

2.3 

3.4 

3.3 

3.7 

2.3 

3.2 

6.41 

5.91 

6.53 

5.73 

6.73 

6.0 

5.8 

3.81 

SD  2.8  SD  1.88 


6-7ma  and  7-8ma  and  2 each  between  9-10ma 
and  ll-12ma.  Subjects  appeared  widely  dispersed 
in  their  pain  thresholds. 

These  preliminary  results  would  indicate  a 
marked  variation  in  the  pain  thresholds  for  the 
individuals  tested  not  only  from  session  to  ses- 
sion, but  also  from  individual  to  individual.  The 


intra-day  variations  of  all  subjects  showed  a sig- 
nificantly higher  threshold  in  the  AM  (T  4.25  p 
.001). 

Discussion 

Experimental  pain  thresholds  are  reported  to 
depend  upon  physiological  factors.  When  evalu- 
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ated  in  the  same  part  of  the  body,  they  tend  to  be 
the  same  even  when  elicited  by  different  stimuli 
and  the  characteristic  of  this  pain  is  perceived 
differently.1  Experimental  pain  beyond  the 
threshold  level  is  more  variable  and  the  standard 
deviations  are  greater.2  McKenna3  indicated  that 
the  pain  threshold,  the  point  at  which  the  sen- 
sation of  pain  is  noted,  is  quite  constant  from 
subject  to  subject.  The  constancy  of  pain  thresh- 
olds for  all  individuals  has  been  confirmed  by 
others.4'5  Lloyd,  et  al.,1  report  that  placebo  and 
suggestion  modify  bias  but  not  pain  threshold 
sensitivity. 

The  pain  thresholds  have  been  reported  to 
increase  with  aging,8  to  be  decreased  in  fe- 
males39 and  to  be  higher  in  the  morning  than  late 
afternoon. 10 

This  study  revealed  fluctuations  in  pain  thresh- 
olds between  individuals  and  within  the  same 
subjects.  These  variations  were  not  related  to 
mood  states  and  thus  warrant  further  explana- 
tions beyond  aging  and  sex. 

Hughes11  has  isolated  an  endogenous  analgesic 
substance  from  brain  areas  rich  in  morphine  re- 
ceptors. This  endogenous  morphine-like  sub- 
stance, endorphin,  when  injected,  induced  anal- 
gesia, is  antagonized  by  naloxone  and  readily  de- 
stroyed by  carboxypeptidase  A and  leucine 
aminopeptidase. 

A review12  of  neurotransmitters  indicates 
multiple  steps  in  the  transmission  system.  Pep- 
tides ( i.e endorphins)  and  amino  acids  act  as 
first  messengers  on  receptor  organs  that  then  af- 
fect second  messengers  intracellularly.  The  con- 
centrations of  these  neurotransmitters,  the  rate  at 
which  they  are  liberated  and  their  enzymatic  deg- 
radations are  subject  to  various  influences.  D- 
phenyl  alanine  and  hydrocinnamic  acid  inhibit 
carboxypeptidase. 13  Dehen,  et  al ,14  report  a case 
of  congenital  insensitivity  to  pain  and  postulate  a 
tonic  hyperactivity  of  a morphine-like  pain 
inhibitory  system  antagonized  by  naloxone. 

Fields,  et  al ,15  suggest  that  pain  thresholds  are 
not  sensitive  to  endogenous  analgesic  systems. 
Yet  they  simultaneously  state  that  somatosensory 
stimuli  of  thermal  or  noxious  quality  produce  an- 
algesia in  the  same  or  other  regions  by  activating 
this  endogenous  analgesic  system.  Narcotic  an- 
tagonists (naloxone)  block  enkephalins  and  re- 
verse the  analgesic  action  of  somatosensory 
stimuli. 

Beta-endorphins  are  liberated  from  the  pitu- 
itary gland16  and  hypophysectomy  abolished  an- 
algesia.17 ACTH  and  beta-endorphins  have  simi- 
lar precursers  and  may  be  liberated  concurrent- 
ly18 and  depressed  by  dexamethasone. 19  Other 


endorphins  have  also  been  found  in  the  cerebro- 
spinal fluid.20'21 

We  postulate  that  variations  in  the  number  of 
target  organs  available,  hormones  and  neuro- 
transmitters liberated  and  degraded  could  explain 
the  variations  in  the  pain  thresholds  among 
individuals  and  within  the  same  subject. 

Summary 

Twenty-two  healthy  volunteers  received  elec- 
tric current  stimuli  twice  daily  on  six  separate 
days  to  ascertain  their  pain  thresholds.  Six  mood 
states  were  evaluated  prior  to  each  test  session. 
No  correlation  was  noted  between  the  mood 
states  of  anger,  fatigue,  activity,  depression,  fear 
and  happiness  and  the  pain  thresholds.  In- 
vestigators indicate  that  pain  thresholds  are  con- 
stant from  subject  to  subject  and  similar  for 
identical  body  areas  regardless  of  stimulus.  Our 
study  showed  pain  threshold  variations  do  exist 
from  AM  to  PM,  from  day  to  day  and  from  indi- 
vidual to  individual.  We  hypothesize  that  vari- 
ations are  due  to  interrelationships  of  many  fac- 
tors, hormones  and  neurotransmitters  liberated 
and  degraded  and  number  of  target  organs  availa- 
ble. This  warrants  further  exploration.  4 
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Say  It 

In  Triplicate 

I am  enthusiastic  about  progress 
in  medicine.  But  I wonder  about 
some  recent  changes.  Do  they  rep- 
resent progress?  In  our  Emergency 
Room,  we  now  fill  out  reports  in 
five  copies.  A state  voucher  for  a 
simple  examination  calls  for  six  car- 
bon copies.  The  hospital  administra- 
tive people,  even  physicians,  are 
molded  to  the  image  and  likeness  of 
government  bureaucracy. 

Recently,  I inquired  about  a 12- 
year-old  hospital  record.  The  librari- 
an informed  me  that  all  the  old 
charts  are  shipped  for  microfilming. 
This  fascinated  me,  since  this  old 
record  was  useless  to  anyone  except 
me.  Apparently,  seven  thousand 
hospitals  in  this  US  microfilm  per- 
haps as  much  as  a hundred  million 
charts  dating  back  to  the  40s,  30s  or 
even  further.  It  is  difficult  to  under- 
stand why  we  immortalize  the  histo- 
ry that  Jo  Doe  was  itching  with  sca- 
bies or  took  his  liquid  diet  in  1 948. 

In  defense  of  this  currently  fash- 
ionable practice  it  is  said  that:  (1) 
The  bureaucratic  dogma  is  that  it  is 
good  practice  to  microfilm  every- 
thing; (2)  This  is  a great  pool  of  sci- 
entific data.  There  is  limited  justi- 
fication in  a research  hospital  set- 
ting. (3)  It  is  economical  (in  fact  it  is 
expensive);  (4)  The  lawyers  delight 
that  they  can  now  sue  another  gen- 
eration. 

These  are  sad  justifications.  Can 


we  call  this  love  of  the  records  of  the 
dead:  Idiopathic  Bureaucratic  Necro- 
philia ? Of  course  not,  although  we 
all  love  old  things  at  times.  But  we 
could  call  it:  Secondary  Bureaucratic 
Necrophilia. 

When  bureaucracy  mushrooms, 
powerful  motives  are  not  hard  to 
find.  And  there  are  many:  (1)  Mi- 
crofilming of  medical  records  has 
created  its  own  bureaucracy  which 
will  fight  for  its  existence;  (2)  Mi- 
crofilming has  generated  a multi- 
million dollar  business  and  technol- 
ogy. These  business  interests  are 
powerful  enough  to  protect  their 
profits;  (3)  Microfilming  has  also 
gained  academic  recognition.  It  is 
not  hard  to  find  a professor  to  testify 
that  the  very  survival  of  our  civiliza- 
tion depends  on  preservation  of  old 
records;  (4)  As  hospital  records 
increase  in  size  almost  daily,  the  fu- 
ture of  microfilming  is  unlimited. 

The  current  carbon  copy  and  mi- 
crofilming epidemics  are  the  signs  of 
a wealthy  nation  which  can  afford  to 
spend  millions  on  dubious  or  worth- 
less bureaucratic  routines.  It  is  also 
the  sign  that  we  are  losing  the  con- 
trol of  our  profession.  Bureaucracy 
is  in  control  now.  We  should  stop 
complaining  about  high  medical 
bills.  The  excesses  of  carbon  copies 
and  microfilming  should  be  restrict- 
ed by  law.  This  would  be  a wonder- 
ful start  to  reduce  the  cost  of  health 
care.  ◄ 

James  Scott,  M.D. 

Streator 


Poetry 


THE  DOCTOR’S  WIFE 
(Dedicated  to  My  Elsie) 

Among  the  heroines  oft  unsung 

As  they  travel  the  highway  knov 
as  Life 

Is  an  oft  unrecognized  noble  heart 

The  woman  known  as  a doctor 
wife. 

She  stays  in  the  background  wi 
her  strength 

No  less  than  the  doctor  she  hel 
with  a will 

Her  sacrifice  seldom  acknowledgf 
or  known 

A saint  in  this  world,  a boon  to  tl 
ill. 

For  from  her,  the  doctor,  her  so 
and  her  girls 

Derive  their  courage,  their  driv 
and  their  skill 

As  a country  supports  her  troops 
the  front 

So,  onward  together,  they  ke 
marching  still. 

When  crowns  are  worn  in  a happ 
world 

And  halos  are  passed  in  a better  lil 

They  will  glow  in  the  smile  of  I 
Blessed  One 

As  He  crowns,  with  His  blessii 
the  doctor’s  wife. 

Herman  L.  Meltzer,  M 
Clin  i 


158 


Illinois  Medical  Journal 


Members  of  the  1981 
House  of  Delegates 

OFFICERS 

President Herschel  Browns 

President-Elect  Fred  Z.  White 

1st  Vice  President  Lawrence  L.  Hirsch 

2nd  Vice  President  George  Mitchell 

Secretary-Treasurer Eugene  P.  Johnson 

Speaker  of  the  House Robert  P.  Johnson 

Vice  Speaker Clifton  Reeder 


TRUSTEES 


First  District 

John  J.  Ring 

1981 

Second  District 

Allan  L.  Goslin 

1983 

Third  District 

Alfred  Clementi 

1982 

Audley  F.  Connor,  Jr. 

1983 

Jere  E.  Freidheim 

1982 

Morris  T.  Friedell 

1981 

Robert  C.  Hamilton 

1983 

Henrietta  Herbolsheimer 

1981 

Harold  J.  Lasky 

1983 

Richard  N.  Rovner 

1983 

Joseph  Sherrick 

1983 

Cyril  C.  Wiggishoff 

1982 

Fourth  District  George  Burke  1982 

Fifth  District Robert  Prentice  1982 

Sixth  District  Robert  R.  Hartman  1981 

Seventh  District  Alfred  J.  Kiessel  1982 

Eighth  District  James  Laidlaw  1982 

Ninth  District Warren  D.  Tuttle  1981 

Tenth  District Julian  W.  Buser  1981 

Eleventh  District  Kenneth  A.  Hurst  1983 

Twelfth  District Joseph  Perez  1983 

Trustee-at-Large  P.John  Seward 

Chairman  of  the  Board  Morris  T.  Friedell 


Members  of  the  House  who  have  the  privilege  of  the  floor  without  the  right  to  vote  in  this  capacity 


Past  Presidents 


J.  Ernest  Breed* 1971 

Edward  W.  Cannady* 1970 

Newton  DuPuy*  1968 

Harlan  English* 1964 

DavidS.  Fox*  1979 

Edwin  S.  Hamilton*  1962 

H.  Close  Hesseltine* 1961 

J.  M.  Ingalls  1976 

C.  J.  Jannings,  III 1972 

Frank  J.  Jirka,  Jr.* 1973 


*Also  a past  trustee  or  councilor 


Fredric  D.  Lake*  1975 

BurtisE.  Montgomery*  1966 

Caesar  Portes* 1967 

Jacob  E.  Reisch,  Honorary* 1979 

Willard  C.  Scrivner*  1974 

P.  John  Seward* 1980 

Joseph  H.  Skom* 1977 

Leo  P.  A.  Sweeney* 1953 

Philip  G.  Thomsen*  1969 

George  T.  Wilkins,  Jr 1978 


Herschel  Browns 
Howard  C.  Burkhead 
David  S.  Fox 
Morris  T.  Friedell 
Jack  L.  Gibbs 


Earl  H.  Blair  

Walter  C.  Bornemeier 
Raymond  DesRosiers 
Herbert  Dexheimer  . 

Alfred  Faber 

Robert  T.  Fox 

George  E.  Giffin  .... 
Arthur  F.  Goodyear  . 

Lee  N.  Hamm  

Lawrence  L.  Hirsch  . . 

Eugene  Hoban 

Ross  Hutchison  

Eugene  P.  Johnson  . . 

Ted  LeBoy  

William  M.  Lees 


Delegates  to  AMA 

Theodore  Grevas  John  J.  Ring 

Henrietta  Herbolsheimer  Maynard  1.  Shapiro 

Lawrence  L.  Hirsch  Joseph  H.  Skom 

Morgan  M.  Meyer  Glen  Tomlinson 

Joseph  R.  O’Donnell  George  T.  Wilkins,  Jr. 

Past  Trustees  or  Councilors 

....  Third  District  A.  Edward  Livingston  Fifth  District 

....  Third  District  Paul  F.  Mahon Fifth  District 

....  Third  District  Joseph  R.  O’Donnell Eleventh  District 

. . . . Tenth  District  Mather  Pfeiffenberger Sixth  District 

....  Third  District  Ralph  N.  Redmond  Second  District 

....  Third  District  Jacob  E.  Reisch Fifth  District 

. . . Second  District  George  Shropshear Third  District 

. . Seventh  District  Darrell  H.  Trumpe  Fifth  District 

Fifth  District  Frederick  E.  Weiss Third  District 

....  Third  District  Charles  K.  Wells  Ninth  District 

....  Third  District  Fred  Z.  White  Fourth  District 

. Eleventh  District  Herman  Wing Third  District 

. . . Eighth  District  Warren  Young Third  District 

....  Third  District  Paul  P.  Youngberg  Fourth  District 

....  Third  District 


for  March,  1981 


161 


Delegates  and  Alternate  Delegates 

to  the 

Illinois  State  Medical  Society 

DOWNSTATE  DELEGATES 


County 

Delegates 

Alternates 

County 

Delegates 

Alternates 

Adams 

Walter  Stevenson,  III 

Marvin  Grote 

Macoupin 

Robert  G.  England 

Robert  Rutherford 

Alexander 

Gemo  Y.  Wong 

Charles  L.  Yarbrough 

Madison  (3) 

E.  K.  DuVivier 

Edward  Ragsdale 

Bond 

Boyd  McCracken,  Sr. 

M.  K.  Kaufman 

Melvin  Freedman 

Thomas  Hill 

Boone 

M.  J.  Carlisle 

Kent  Hess 

Robert  Hamilton 

Rosalyn  Lepley 

Bureau 

James  L.  Foresman 

Louis  Lukancic 

Marion 

Richard  Rudman 

E.  F.  Stephens,  III 

Carroll 

Ronald  Miller 

C.  G.  Piper 

Marshall- 

Cass-Brown 

PUTNAM 

Joe  Cannon 

Don  Gallagher 

Champaign  (3) 

Arthur  R.  Traugott 

Harold  Kolb 

Mason 

Jack  Means 

Jack  Hull 

Ray  Tirona 

Massac 

Enrique  T.  Yap 

Benito  Bajuyo 

Harlan  Failor 

Victor  Feldman 

McDonough 

Lyle  E.  Adams 

Jack  L.  McPherson 

Christian 

M.  T.  Salaymeh 

Edward  D.  Slifer 

McHenry 

August  M.  Rossetti 

William  Larsen 

Clark 

Dorothy  Hubler 

Steven  Macke 

McLean  (2) 

Loren  Boon 

Wil  Thielemann 

Clay 

Robert  Reardon 

Robert  E.  Knight 

Clinton 

Wilson  L.  DuComb 

Michael  Bateman 

Menard 

Coles- 

Mercer 

Monty  P.  McClellan 

CUMBERLAND 

Mack  W.  Hollowell 

Joseph  Mallory 

Monroe 

Russell  W.  Jost 

E.  F.  Maglasang 

Crawford 

Charles  Salesman 

Dean  J.  Pelley 

Montgomery 

Lee  Johnson 

DeKalb 

John  W.  Ovitz,  Jr. 

Dean  Miller 

Morgan-Scott 

Frank  Norbury 

Joseph  Winterhalter 

DeWitt 

S.  Kolandaivelu 

Robert  E.  Myers 

Moultrie 

Eugene  J.  Boros 

Phillip  Best 

Douglas 

Robert  N.  Arrol 

Grant  Jones 

Ogle 

Don  E.  Hinderliter 

Vincenzo  Traina 

DuPage  (9) 

Morgan  M.  Meyer 

Orren  D.  Baab 

Peoria  (5) 

Ernest  F.  Adams 

John  J.  Taraska 

James  P.  Campbell 

Anita  Balodis 

Raymond  Schendl 

Carl  Neuhoff 

Joseph  P.  McKay 

Peter  Brusca 

Dennis  Garwacki 

James  E.  Maher 

William  C.  Perkins 

Raymond  A.  Dieter,  Jr. 

Lorris  Bowers 

Donald  McRaven 

William  B.  Frymark 

Robert  D.  Dooley 

James  DeBord 

Joseph  Dean 

Joseph  R.  O’Donnell 

Garth  Smith 

Paul  Norris 

William  H.  Marshall 

Thomas  W.  Stach 

Leo  Roberts 

Perry 

C.  E.  Cawvey 

B.  A.  Kinsman 

Ronald  M.  Severino 

Robert  Fitzgerald 

Piatt 

George  G.  Green 

Wm.  E.  Mundt 

Harold  Walgren 

Sharon  Pelton 

Pike 

Carlos  B.  Lara 

Ronald  L.  Johnson 

Edgar 

J.  M.  Ingalls 

Duane  Haskell 

Pulaski 

A.  L.  Robinson 

Edwards 

Randolph 

0.  W.  Pflasterer 

Allan  Liefer 

Effingham 

Richland 

Chas.  A.  DeKovessey 

Fayette 

Joshua  Weiner 

Hans  Rollinger 

Rock  Island  (3) 

Manuel  0.  Guerrero 

Robert  Lelonek 

Ford 

Ross  Hutchison 

Somchai  Supawanich 

Richard  Snodgrass 

Charles  Dyke 

Franklin 

James  Durham 

James  F.  Duesman 

Charles  Pogue 

Fulton 

Jack  Gibbs 

Rod  Maguire 

St.  Clair  (3) 

Ronald  Welch 

Robert  Wanless 

Gallatin 

John  E.  Doyle 

Thomas  P.  Meirink 

Donald  I.  Serot 

Greene 

Ludwig  Dech 

Gary  L.  Turpin 

Lloyd  Thompson 

Charles  Frazer,  Jr. 

Hancock 

C.  F.  Eddingfield 

James  Coeur 

Saline-Pope- 

Henderson 

Silvino  C.  Lindo 

Hardin 

A.  Z.  Goldstein 

Larry  Jones 

Henry-Stark 

Reinert  Svendsen,  Jr. 

William  Larson 

Sangamon  (5) 

Twofig  M.  Arjmand 

John  Dietrich 

Iroquois 

R.  K.  Swedlund 

J.  E.  Dailey 

Edward  G.  Ference 

Robert  B.  Dodd 

Jackson 

Paul  P.  Lorenz 

Eli  L.  Borkon 

John  Holland 

Stefan  Kozak 

Jasper 

Michael  Snyder 

John  C.  Young 

Jefferson- 

Elvin  Zook 

Marion  Panepinto 

Hamilton 

Charles  K.  Wells 

H.  Goff  Thompson 

Schuyler 

Henry  C.  Zingher 

Robert  E.  Cox 

Jersey- 

Shelby 

Edwin  J.  Siroy 

Urbano  Dauz 

Calhoun 

Kurella  T.  Sarma 

Bernard  Baalman 

Stephenson 

William  H.  Isham 

F.  H.  DesCourouez 

Jo  Daviess 

Francis  Waites 

Delbert  Williams 

Tazewell 

Robert  M.  Wright 

Robert  L.  Tucker 

Kane  (4) 

A.  Beaumont  Johnson 

James  C.  Pritchard 

Union 

Thomas  Davis 

Wm.  Whiting 

Wayne  Leimbach 

William  Sheehy 

Vermilion 

Grover  W.  Seitzinger 

W.  F.  Hensold 

Francis  Oslay 

Kenneth  Albrecht 

Wabash 

E.  Lowenstein 

Roger  Fuller 

George  Shimkus 

Robert  Flanigan 

Warren 

K.  E.  Ambrose 

V.  Arora 

Kankakee 

Donald  Parkhurst 

Richard  Stoval 

Washington 

Thomas  J.  Coy 

Kendall 

Walter  H.  Brill 

Michael  R.  Saxon 

Wayne 

C.  J.  Jannings,  III. 

E.  B.  Loftin 

Knox 

Jerry  Ramunis 

Irene  Caruso 

White 

Phillip  Boren 

Lake  (6) 

Arthur  A.  Woloshin 

Richard  K.  Hawkins 

Whiteside 

John  Hubbard 

P.  L.  Vinciguerra 

Homer  Goldstein 

Will-Grundy 

Merle  L.  Otto 

Kenneth  M.  Uznanski 

Eugene  Pitts 

David  S.  Heiberg 

(4) 

Albert  W.  Ray,  Jr. 

John  D.  Walter 

Hugh  Falls 

Albino  Bismonte 

Robert  J.  Becker 

Theodore  Kanellakes 

James  Creath 

David  Shapiro 

Stanley  Rousonelos 

Van  L.  Hicks 

David  Littman 

Robert  Ryan 

Williamson 

Herbert  V.  Fine 

Robert  Kane 

LaSalle 

E.  J.  Fesco 

Richard  Schmidt 

Winnebago  (5) 

Robert  Behmer 

Gareth  Eberle 

Lawrence 

Larry  Herron 

R.  J.  Nichols 

Raymond  Hoffmann 

Warren  Lowry 

Lee 

Donald  Edwards 

Osama  A.  Almasri 

Jerome  Weiskopfe 

Burton  Moore 

Livingston 

Dalisay  Bello 

George  Chen 

F.  H.  Riordan,  III 

William  Kobler 

Logan 

Glen  E.  Tomlinson 

James  Borgerson 

Richard  S.  Webb 

Fred  Nathan 

Macon  (2) 

H.  Gale  Zacheis 

C.  0.  Stanley 

Woodford 

Ronald  Meyer 

J.  Stroyls 

C.  G.  Glenn 

SBS 

Ronald  Davis 

Lori  Anderson 

RPS 

David  Aizuss 

David  Olive 
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Delegates 
Aaronson,  Donald 
Andelman,  Samuel  L. 
Andersen,  James  H. 
Armstrong,  Claresa 
Bartolome,  Juanito 
Berg,  Max 
Bhorade,  Maruti  S. 
Blankshain,  Richard 
Bogen,  Gilbert 
Bragman,  Robert 
Brislen,  Andrew  J. 
Budrys,  Stanley 


Burkhead,  Howard  C. 
Ciskoski,  Ronald  J. 
Costanzo,  Vincent  A. 
Cross,  Roland  R. 
Czeisler,  Tibor 
Danckers,  Ulrich  F. 
DeJong,  George  A. 
Diffenbaugh,  W.  G. 
Diveris,  John 
Driscoll,  John  E. 
Elward,  Kurtis 
Fagan,  Peter  T. 


Falloon,  Edwin  L. 

Farah,  George  S. 

Fish,  William 
FitzGibbons,  James  P. 
Flaherty,  B.  P. 

Flanagan,  C.  Larkin 
Frankel,  Jerome  J. 
Freda,  Vincent  C. 

Gertz,  George 
Gonzales,  Martin 
Green,  Martin  W. 
Guerrero,  Severo  K.,  Jr. 


Hinkamp,  Joseph  F. 
Hoban,  Eugene 
Hoeltgen,  Maurice 
Horton,  Loren  B. 
Hrejsa,  Allen  C. 
Hutchison,  William  A. 
Hyde,  John  S. 

Jaffe,  Harry  J. 

Jirka,  Frank  J.,  Jr. 
John,  Thomas 
Joslyn,  A.  Everett,  Jr. 
Kahn,  Sidney  C. 


Kalsch,  Harry  E. 

Kaz,  Alex  H. 
Kirschenbaum,  M.  Barry 
Kobak,  Mathew 
Kowal,  Roland  A. 
Kwinn,  Frank  C. 
Lagorio,  George  L. 
Libman,  Robert  H. 


Alternate  Delegates 
Ahstrom,  James,  Jr. 
Banuchi,  Fedor  F. 
Beck,  Charles  A. 
Bellows,  Randall 
Bihl,  John 
Borelli,  Nelson 
Branovacki,  Eugene 
Brown,  Finley,  Jr. 
Brown,  Murray  C. 
Budrys,  Milda 
Burdick,  Allison  L.,  Jr. 
Burdick,  Allison  L.,  Sr. 


Burke,  Edward  A. 
Carroll,  Catherine  G. 
Cermak,  Miles 
Chreptowsky,  Achille 
Christensen,  Eldis  M. 
Coleman,  John  M. 
Combleet,  David  H. 
Costas,  Chris  O. 
Cucco,  Ulisse  P. 

De  Trana,  Frank  E. 
DiMarco,  Eugene  R. 
Diaz,  Alfonso 


Doyharzabal,  Roger 
Elegant,  Lawrence  D. 
Fabian,  Sydney 
Feldman,  Sydney 
Filipowicz,  Roman  I. 
Forgione,  Hebe  M. 
Gianasi,  Charles 
Gnade,  Gerard  R. 
Goodman,  Harold 
Gorday,  Rose  L. 
Graham,  James 
Gueyikian,  Berj 


Gurk,  John 
Gutierrez,  Antonio 
Handler,  Jerome  L. 
Harrod,  John 
Johnson,  M.  Anita 
Jones,  Richard 
Kass,  Harold  M. 
Keifer,  John  W. 
Knudson,  John  A. 
Konecny,  Philip 
Landau,  Richard  L. 
Lipsich,  Michael 


Lucina,  Pedro  A. 
Markoutsas,  George  C. 
Mason,  John  W. 
McCabe,  Mary  Joan 
Meccia,  Donald 
Meyenberg,  John 
Mikhail,  Kamel  A. 
Mohr,  Dorothy  P. 


Delegates 

Lobraico,  Rocco  V.,  Jr. 
Lukaszewski,  Edwin  J. 
MacNerland,  Robert  H. 
Marshall,  William 
Murray,  Meredith  B. 
Nemecek,  Raymond  W. 
Neskodny,  J.  F. 
Odiaga-Garcia,  Ignacio 
O’Sullivan,  Donal  D. 
Okner,  Henry  B. 
Ostrowski,  Fabian 
Pamintuan,  Rodolfo  L. 


Panayotou,  Irene 
Perritt,  Richard 
Peterson,  Arthur  R. 
Petty,  David  T. 
Pletcher,  Beth  A. 
Quinlan,  Donald 
Razim,  Edward  A. 
Rice,  C.  Malcolm,  Jr. 
Romanus,  Raymond  J. 
Rothstein,  David  A. 
Roy,  Shirley 
Ruane,  Michael 


Ruzich,  Stanley 
Santos,  Antonio 
Saulys,  Augusta  Z. 
Saulys,  Vacys 
Saxena,  Virendra  S. 
Schifano,  Joseph 
Schimel,  Samuel  J. 
Sedlak,  Frank 
Seed,  Randolph 
Shapiro,  Maynard  I. 
Shaw,  Richard 
Simon,  Arnold 


Sinaiko,  Edwin  S. 
Smith,  C.  Otis 
Soboroff,  Burton  J. 
Solon,  Earl  N. 

Springer,  Harry 
Staley,  Warren  H. 
Suckow,  Earl  E. 

Sugar,  Sam  J. 

Swartz,  Robert  M. 
Tansey,  William  J. 
Tekdogan,  Mehmet  M. 
Thompson,  J.  Robert 


Tovar,  Jorge 
Treister,  Michael  R. 
Ungar,  Jacob 
Walkowiak,  Lydia 
Wehrmacher,  Wm.  H. 
Williams,  Jack 
Zurita,  Victor 


Alternate  Delegates 
Mostowfi,  Kiumars 
Munoz,  Maria 
Muriel,  Hugo  H. 
Mustell,  Robert  R. 
Neumann,  Helen  A. 
Nieder,  Michael  L. 
Nikurs,  Lydia 
Nourbakhsh,  M. 

Nosal,  Roger 
Olivar,  Adriano 
Palmer,  Arthur 
Panton,  John  H. 


Pantone,  Anton  M. 
Pill,  Michael  P. 
Podzamsky,  George 
Rebendel,  Marek  B. 
Rezvan, A. 
Richardson,  James  M. 
Rodriguez,  Ignacio 
Saltiel,  Isaac 
Sarley,  Vincent 
Schall,  Samuel  M. 
Schuetz,  John  N. 
Schwartz,  Malcolm 


Seglin,  Melvin  N. 
Senegor,  Moris 
Senno,  Aref 
Shoolin,  Joel  S. 
Short,  Marshall 
Siedentop,  Karl  H 
Siedlinski,  John 
Smith,  William  S. 
Sprang,  Milton  L. 
Strohl,  Lee  H. 
Study,  Robert  S. 
Sultan,  Thomas  R. 


Sutoris,  Edward  D. 
Talso,  Peter  J. 
Thampy,  Kishore  J. 
Tobin,  John  T. 
Toledo,  Jose  G. 
Tsatsos,  George 
Vargas,  Eladio  A. 
Vega,  Jesus 
Zitek,  Russell  W. 
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Officers  of  County  Medical  Societies 

1981 


County 

Adams 

Members:103-Dist  6 
Maxine  Boyer,  Ex.  Sec. 
1118  Broadway 
Quincy  62301 

Alexander 
Members:  9-Dist.  9 

Bond 

Members:  9-Dist.  7 
Boone 

Members:  24-Dist.  12 
Bureau 

Members:  41-Dist.  2 
Carroll 

Members:  8-Dist.  12 

Cass-Brown 
Members:  1-Dist.  6 

Champaign 
Members:  221-Dist.  8 
Larry  Booth,  Ex.  Sec. 
1408  W.  University 
Urbana  61801 

Christian 
Members:  25-Dist.  7 

Clark 

Members:  7-Dis.  8 
Clay 

Members:  7-Dist.  7 
Clinton 

Members:  12-Dist.  7 

COLES-CUMBERLAND 
Members:  53-Dist.  8 

Cook 

Members:  8729-Dist.  3 
Fred  Shwartz,  Exec.  Dir. 
515  N.  Dearborn  St. 
Chicago,  1L  60610 

Crawford 
Members:  12-Dist.  8 

DeKalb 

Members:  65-Dist.  12 
DeWitt 

Members:  10-Dist.  5 

Douglas 

Members:  8-Dist.  8 
DuPage 

Members:  684-Dist.  11 
Lillian  Widmer,  Ex.  Sec. 
26  W.  St.  Charles  Rd. 
Lombard,  1L  60148 


President 
Peter  L.  LefTman 
1416  Main,  Quincy  62301 


Gemo  Wong 
529  Cross,  Cairo  62914 

John  K.  Dawdy 

100  N.  Locust,  Greenville  62246 

Maurice  J.  Carlisle 
115  W.  Lincoln,  Belvidere  61008 

Ruben  Santos 

600  E.  1st  St.,  Spring  Valley  61362 
Benjamin  Sy 

Savanna  Medical  Center,  Savanna  61074 


Robert  E.  Welke 

602  W.  University,  Urbana  61801 


Deogracias  F.  Quizon 
217  S.  Locust,  Pana  62557 

George  T.  Mitchell 
Cork  Medical  Center,  Marshall  62441 

Donald  L.  Bunnell 
Flora  Clinic,  Flora  62839 

Michael  A.  Bateman 
541  Ninth  St.,  Carlyle  62231 

Frank  L.  Miller 
1700  Wabash,  Mattoon  61938 

Cyril  C.  WiggishofT 
25  E.  Washington,  Chicago  60602 


Frank  Gross 

1002  Allen,  Robinson  62454 
Ivan  H.  Shils 

232  S.  Second,  DeKalb  60115 

John  W.  Veirs 
219  E.  Main,  Clinton  61727 

Grant  A.  Jones 
318  S.  Ash,  Arthur  61911 

Harold  N.  Walgren 
4333  Main  St.,  Downers  Grove  60515 


Secretary 
Richard  L.  Newman 
1124  Broadway,  Quincy  62301 


Charles  L.  Yarbrough 
800  Commercial,  Cairo  62914 

Thomas  D.  Dawdy 

100  N.  Locust,  Greenville  62246 

John  Steinkamp 

824  S.  Van  Buren,  Belvidere  61008 

Swasdi  Pothikamjorn 
4040  Progress  Blvd.,  Peru  61354 

Basilios  Lambos 

101  Broad  St.,  Lanark  61046 


Paul  W.  Yardy 

602  W.  University,  Urbana  61801 


I.  Del  Valle 

311  S.  Main,  Taylorville  62568 

1 ugene  P.  Johnson 
P.O.  Box  68,  Casey  62420 

Eugene  Foss 

P.O.  Box  250,  Flora  62839 

James  A.  Kirby 
401  N.  Main,  Breese  62230 

Ronald  D.  Miller 
1700  Wabash,  Mattoon  61938 

Alfred  J.  Clementi 

675  W.  Central  Rd.,  Arlington  Hts.  60005 


W.  B.  Schmidt 

Schmidt  Clinic,  Robinson  62454 
William  F.  Stach 

407  W.  State  St.,  Sycamore  60178 

C.  N.  Radhakrishna 
210  E.  Main,  Clinton  61727 

Humberto  Mondul 

111  W.  South  Central,  Tuscola  61953 

James  P.  Campbell 
322  N.  Blanchard  St.,  Wheaton  60187 
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County 


President 


Secretary 


Edgar 

Members:  15-Dist.  8 

Effingham 
Members:  19-Dist.  7 


Fayette 

Members:  7-Dist.7 
Ford 

Members:  11-Dist.  11 
Franklin 

Members:  29-Dist.  9 
Fulton 

Members:  42-Dist.  4 

Gallatin 
Members:  2-Dist.  9 

Greene 

Members:  6-Dist.  6 
Hancock 

Members:  12-Dist.  4 

Henderson 
Members:  2-Dist.  4 


Henry-Stark 
Members:  35-Dist.  4 

Iroquois 

Members:  22-Dist.  1 1 


Jackson 

Members:  109-Dist.  9 
Jasper 

Members:  2-Dist.  8 

Jefferson-Hamilton 
Members:  37-Dist.  9 

Jersey-Calhoun 
Members:  11-Dist.  6 

Jo  Daviess 
Members:  8-Dist.  12 

Kane 

Members:  323-Dist.  1 
H.  Michael  Wild,  Ex.  Dir. 
202  Campbell 
Geneva  60134 

Kankakee 

Members:  109-Dist.  11 
Kendall 

Members:  8-Dist.  1 1 
Knox 

Members:  81-Dist.  4 
Mrs.  Jane  Gau,  Exec.  Sec. 
Galesburg  Cottage  Hospital 
695  N.  Kellogg 
Galesburg,  IL  61401 

Lake 

Members:  433-Dist.  1 
Julia  Schultz,  Ex.  Sec. 
P.O.  Box  148 
Gurnee,  111.  60031 


Duane  Haskell 
502  Shaw,  Paris  61944 

Robert  Farmer 
St.  Anthony  Mem.  Hospital., 
Effingham  62401 

Joshua  Weiner 

1007  N.  Eighth  St.,  Vandalia  62471 

George  Elfers 
Bellflower  61724 

Talifaldis  Kisle 

502  W.  Franklin,  Sesser  62884 
Jai  Chul  Cha 

210  W.  Walnut,  Canton  61520 


Jose  P.  Parcon 

11  Edgewood  Drive,  Carrollton  62016 
Vasant  Pawar 

Memorial  Hospital,  Carthage  62321 

Farouk  El  Khatib 
Stronghurst  Med.  Cntr., 

Stronghurst  61480 

Renato  Judalena 
513  Elliott  St.,  Kewanee  61443 

C.  P.  DeVas  Gunawardhane 
PO  Box  638,  Clifton  60972 


Antoinette  G.  Thomas 
404  W.  Main,  Carbondale  62901 

Monico  Low 

609  S.  Van  Buren,  Newton  62448 

H.  Goff  Thompson 
1708  Jefferson,  Mt.  Vernon  62864 

Robert  G.  Mindrup 
300  S.  Washington,  Jerseyville  62052 

David  Hockman 
300  Summit  St.,  Galena  61036 

William  T.  Sheehy 

1187  Dundee  Ave.,  Elgin  60120 


Donald  Parkhurst 
401  N.  Wall,  Kankakee  60901 

Walter  Brill 

Main  St.,  Oswego  60543 
Gene  E.  Johnson 

3315  N.  Seminary,  Galesburg  61401 


James  R.  Creath 

1345  Wilson  Dr.,  Lake  Forest  60045 


J.  M.  Ingalls 

Medical  Center  Clinic,  Paris  61944 

P.  D.  L.  Nayak 
401  N.  Mulberry  St. 

Effingham  62401 

Vasudev  Kachgal 

802  N.  Eighth  Str.,  Vandalia  62471 

Paul  W.  Sunderland 
214  N.  Sangamon,  Gibson  City  60936 

R.  G.  Thompson 

309  W.  St.  Louis  St.,  W.  Frankfort  62896 
John  H.  Day 

175  W.  Main,  Canton  61520 

John  E.  Doyle 
Ridgway  62979 

James  C.  Reid 

712  S.  College,  Greenfield  62044 

James  E.  Coeur 
630  Locust,  Carthage  62321 

Silvino  Lindo,  Jr. 

Biggsville  61418 


Hipolito  C.  Lopez,  Jr. 

716  Elliott,  Kewanee  61443 

Jeffery  Swider 

106  Prof.  Arts  Bldg.,  Rts  1 & 24E 
Watseka  60970 

Adiraju  Palagiri 

2601  W.  Main,  Carbondale  62901 
Juan  J.  Serra 

507  W.  Washington,  Newton  62448 
Kenneth  Peart 

#1  Doctors  Park,  Mt.  Vernon  62864 

Bernard  Baalman 
Medical  Center,  Hardin  62047 

Wilbur  Johnson 
300  Summit  St.,  Galena  61036 

John  A.  O’Dwyer 
34  N.  Water,  Batavia  60510 


Charles  F.  Lind 

500  W.  Court  St.,  Kankakee  60901 

John  P.  Cullinan 
Oswego  60543 

Martin  D.  McDermott 
555  N.  Kellogg,  Galesburg  61401 


Ronald  R.  Klimaitis 
158  E.  Cook,  Liberty ville  60048 
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County 

LaSalle 

Members:  109-Dist.  2 

Lawrence 
Members:  13-Dist.  8 
Ruth  Gariepy,  Ex.  Sec. 
Lawrence  Cty.  Mem.  Hosp. 
Lawrenceville  62439 

Lee 

Members:  25-Dist.  12 


Livingston 
Members:  27-Dist.  2 

Logan 

Members:  25-Dist.  5 
Macon 

Members:  167-Dist.  7 
Mary  J.  Bretz,  Ex.  Sec. 
1800  E.  Lake  Shore  Dr. 
Decatur  62521 

Macoupin 
Members:  19-Dist.  6 


Madison 

Members:  203-Dist.  6 
Marion 

Members:  41-Dist.  7 

Marshall-Putnam 
Members:  3-Dist.  2 

Mason 

Members:  5-Dist.  5 
Massac 

Members:  3-Dist.  9 

McDonough 
Members:  30-Dist.  4 


McHenry 
Members:  80-Dist.  1 
Evelyn  Rosulek,  Ex.  Sec. 
308  E.  Kimball 
Woodstock  60098 

McLean 

Members:  1 30-Dist.  5 
Carol  Toperzer,  Exec.  Sec. 
1236  E.  Empire 
Bloomington  61701 

Mercer 

Members:  4-Dist.  4 
Monroe 

Members:  10-Dist.  10 

Montgomery 
Members:  22-Dist.  5 

Morgan -Scott 
Members:  51-Dist.  6 

Moultrie 
Members:  4-Dist.  7 


President 

Eleanor  E.  Howell 
81 1 N.  Bloomington,  Streator  61364 

Robert  J.  Nichols 

P.O.  Box  907,  Vincennes,  Ind.  47591 


Wilbur  L.  Stitzel 
KSB  Hosp.,  403  E.  First  St. 
Dixon  61021 


Rajenda  Shrivastav 
612  E.  Water,  #107,  Pontiac  61764 

Edward  Ulrich 
311  8th  St.,  Lincoln  62656 

Giles  Richard  Locke 
2300  N.  Edward,  Decatur  62521 


Robert  H.  Rutherford 
224  E.  Main,  Carlinville  62626 


Laurence  A.  Heineman 
1 100  Broadway  Ave.,  Highland  62249 

Louis  E.  Jorel 
Rt.  37  North,  Salem  62881 

Joe  W.  Cannon 
202  S.  Main,  Lacon  61540 

Henry  W.  Maxfield 
315  E.  Chestnut,  Mason  City  62664 

Enrique  T.  Yap 

510  W.  10th  St.,  Metropolis  62960 

Budris  Andernovics 
Industry  61440 


Ted  L.  Rolander 

1 1 10  N.  Green,  McHenry  60050 


Douglas  R.  Bey 
900  Franklin,  Normal  61761 


Monty  P.  McClellan 
309  NW  2nd  St.,  Aledo  61231 

Ingeborg  M.  Kremer 
854  Bottom,  Columbia  62236 

Roger  Wujek 

1215  E.  Union,  Litchfield  62056 
Robert  M.  Roy 

1515  W.  Walnut,  Jacksonville  62650 
Phillip  Best 

14  N.  Washington,  Sullivan  61951 


Secretary 

Alfan  L.  Goslin 

712  N.  Bloomington,  Streator  61364 

Francisco  E.  Martin 
542  N.  Main,  Bridgeport  62417 


Joseph  Elie 

McNichols  Clinic,  120  S.  Hennepin  Ave. 
Dixon  61021 


Karl  T.  Deterding 
612  E.  Water,  Pontiac  61764 

Wayne  J.  Schall 
311  8th  St.,  Lincoln  62656 

H.  Gale  Zacheis 

2220  N.  Monroe,  Decatur  62526 


Robert  England 
935  Morgan,  Carlinville  62626 


Norman  E.  Taylor 
95  S.  9th  St.,  E.  Alton  62024 


W.  P.  Plassman 
Box  552,  Centralia  62801 

Donald  M.  Gallagher 
Box  538,  Granville  61326 

Henry  W.  Maxfield 
315  E.  Chestnut,  Mason  City  62664 

Benito  Bajuyo 

P.O.  Box  187,  Metropolis  62960 


David  Reem 

505  E.  Grant,  Macomb  61455 
Robert  E.  Stanell 

3516  W.  Waukegan  Rd.,  McHenry  60050 


John  R.  Krueger 

#1  Medical  Hills  Dr.,  Bloomington  61701 


Dennis  D.  Palmer 
409  NW  Fourth,  Aledo  61231 

Chong  K.  Park 

415  W.  South  4th,  Red  Bud  62278 

lamp?  T Fnctpr 

8 Arrowhead  Rd.,  Litchfield  62056 

Jeffery  L.  Belden 
200  W.  State,  Jacksonville  62650 

Dean  McLaughlin 
1 12  E.  Harrison,  Sullivan  61951 
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County 


President 


Secretary 


Ogle 

Members:  18-Dist.  12 


Peoria 

Members:  410-Dist.  4 
M.  John  Hanni,  Jr.,  Ex.  V.P. 
427  1st  National  Bank  Bldg. 
Peoria  61602 

Perry 

Members:  14-Dist.  10 


Piatt 

Members:  4-Dist.  7 
Pike 

Members:  11-Dist.  6 
Pulaski 

Members:  1-Dist.  9 
Randolph 

Members:  21-Dist.  10 


Richland 

Members:  24-Dist.  8 

Rock  Island 
Members:  201-Dist.  4 
James  A.  Koch,  Ex.  Sec. 
612  Kahl  Bldg. 
Davenport,  Iowa  52801 

St.  Clair 

Members:  263-Dist.  10 
Ed  Belz,  Ex.  Sec. 

6400  W.  Main 
Belleville  62223 

Saline-Pope-Hardin 
Members:  33-Dist.  9 

Sangamon 
Members:  400-Dist.  5 
L.  R.  Brosi,  Ex.  Dir. 

1 N.  Old  State  Capitol 
Plaza 

Springfield  62701 

Schuyler 
Members:  4-Dist.  4 

Shelby 

Members:  8-Dist.  7 

Stephenson 
Members:  55-Dist.  12 

Tazewell 

Members:  68-Dist.  4 
Colleen  Ingersoll, 

Exec.  Sec. 

P.O.  Box  778 
Pekin  61554 

Union 

Members:  9-Dist.  9 


Vermilion 

Members:  108-Dist.  8 
Wabash 

Members:  5-Dist.  9 


L.  T.  Koritz 

324  Lincoln,  Rochelle  61068 
Stuart  S.  Roberts 

427  1st  Nat’l.  Bank  Bldg.,  Peoria  61602 


Gene  Stotlar 

13  N.  Walnut  St.,  Pinckneyville  62274 


George  Green 

121  N.  State,  Monticello  61856 

Warren  C.  Barrow 
321  W.  Washington,  Pittsfield  62363 

A.  L.  Robinson 
Box  277,  Mounds  62964 

Allan  L.  Liefer 

415  W.S.  Fourth,  Red  Bud  62278 

Don  F.  Hatten 
408  N.  Mill  St.,  Olney  62450 

Robert  M.  Wells 

2508-25th,  #F,  Rock  Island  61201 


Thomas  P.  Meirink 
8601  W.  Main,  Belleville  62223 


Elliott  O.  Partridge 
1201  Pine,  Eldorado  62930 

P.  F.  Mahon 

1 N.  Old  State  Capitol  Plaza 
Springfield  62701 


R.  R.  Dohner 

103  W.  Washington,  Rushville  62681 
P.  D.  Gurujal 

Shelby  Cty.  Med.  Cntr.,  Shelby ville  62565 
Frederick  Mosher 

1036  W.  Stephenson,  Freeport  61032 

Mahboob  A.  Sheikh 
P.O.Box  778,  Pekin  61554 


Thomas  W.  Davis 
319  S.  Main  St.,  Anna  62906 

Edward  N.  Hetherington 
715  W.  Fairchild,  Danville  61832 

Ernest  Lowenstein 
1123  Chestnut,  Mt.  Carmel  62863 


Russell  Zack 

915  Caron,  Rochelle  61068 


Frederick  Heinzen 

427  1st  Nat’l.  Bank  Bldg.,  Peoria  61602 


Bill  R.  Fulk 

207  E.  Main,  DuQuoin  62832 


Joseph  Allman 

121  N.  State,  Monticello  61856 


T.  C.  Bunting 

321  W.  Washington,  Pittsfield  62363 


J.  M.  Whittenberg 
1650  State  St.,  Chester  62233 

Chandra  Varadachari 
Richland  Memorial  Hosp.,  Olney  62450 


Miguel  Flores 
532  19th,  Moline  61265 


Casimiro  C.  Garcia,  Jr. 

8601  W.  Main,  Belleville  62223 


Warren  R.  Dammers 
P.O.  Box  281,  Harrisburg  62946 

Michael  C.  Snyder 
800  E.  Carpenter,  Springfield  62702 


Henry  C.  Zingher 
West  Side  Square,  Rushville  62681 

Otto  G.  Kauder 

P.O.  Box  225,  Shelby  ville  62565 
George  Lagen 

1045  W.  Stephenson,  Freeport  61032 

Robert  F.  Gregorski 
P.O.  Box  778,  Pekin  61554 


Carroll  O.  Loomis 
Union  County  Hosp.,  Anna  62906 

Michael  Lomax 
723  N.  Logan,  Danville  61832 

C.  L. Johns 

1 14  W.  5th  St.,  Mt.  Carmel  62863 
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County 


President 


Secretary 


Warren  Kenneth  E.  Ambrose 

Members:  14-Dist.  4 219  E.  Euclid,  Monmouth  61462 


Glenn  W.  Chamberlin 
219  E.  Euclid,  Monmouth  61462 


Washington  Ralph  Kelley 

Members:  6-Dist.  10  1 13  W.  St.  Louis,  Nashville  62263 


Charles  Longwell 

111S.  Washington,  Nashville  62263 


Wayne 

Members:  9-Dist.  9 


Eugene  B.  Loftin 
301  NW  11th,  Fairfield  62837 


Charles  J.  Jannings 
301  NW  11th,  Fairfield  62837 


White  Phillip  D.  Boren 

Members:  8-Dist.  9 Doctors  Clinic,  Carmi  62821 


Morris  A.  McCall 
Doctors  Clinic,  Carmi  62821 


Whiteside  Reda  M.  Salama 

Members:  54-Dist.  12  1601  First  Ave.,  Sterling  61081 


Girish  Bhatt 

101  E.  Miller  Rd.,  Sterling  61081 


Will-Grundy  Daniel  Gutierrez  Amin  M.  Khater 

Members:  265-Dist.  11  1255  Eagle  St.,  Joliet  60432  1 106  N.  Larkin,  Joliet  60435 

Ronald  W.  Batozech, 

Ex  See 

3033  W.  Jefferson 
Suite  220 
Joliet  60435 


Williamson  M.  T.  Joseph 

Members:  36-Dist.  9 106  S.  Vicksburg,  Marion  62959 


Herbert  V.  Fine 

110N.  Division,  Carterville  62918 


Winnebago 
Members:  413-Dist.  12 
Robert  Carlson 
Exec.  Adm. 

310  N.  Wyman  St. 
Rockford  61101 


Robert  H.  Lund 

2300  N.  Rockton,  Rockford  61101 


William  E.  Kobler 
5727  Strathmore,  Rockford  61 107 


Woodford 
Members:  7-Dist.  2 


Hans  W.  Riggert 

101  S.  Davenport,  Metamora  61548 


James  W.  Riley 
109  S.  Major,  Eureka  61530 


No  Organized  County  Society 

Edwards 

Johnson 

Menard 


Joint  County  Societies 


Cass-Brown 

Coles-Cumberland 

Henry-Stark 

Jefferson-Hamilton 

Jersey-Calhoun 


Marshall-Putnam 

Morgan-Scott 

Saline-Pope-Hardin 

Will-Grundy 


The  Illinois  State  Medical  Society  has  developed  the  council  and  committee  structure  to  facilitate  the  activities  and  responses 
of  its  members.  Council  and  committee  members  are  selected  annually,  based  on  suggestions  and  nominations  of  trustees, 
delegates,  and  county  medical  societies.  Appointments  are  made  by  the  Chairman  of  the  Board  of  Trustees,  with  approval  of 
the  Board. 

Please  notify  your  trustee  if  you  wish  to  be  considered  for  appointment.  The  various  activities  are  as  listed  in  the  Reference 
Issue  (October.)  Members  who  wish  to  notify  the  Chairman  of  the  Board  of  their  availability  can  clip  and  submit  the  coupon 
below. 


NAME: CITY: ZIP:  

ADDRESS: 

TELEPHONE:  ( ) 

COUNTY  MEDICAL  SOCIETY: 

MEDICAL  SPECIALTY  AND  TYPE  OF  PRACTICE: 

COMMITTEE  IN  WHICH  INTERESTED: 

EXPERTISE  FOR  THIS  COMMITTEE: 

SENT  TO:  Chairman,  Board  of  Trustees,  Illinois  State  Medical  Society 
55  E.  Monroe,  Suite  3510,  Chicago,  IL  60603 


168 


Illinois  Medical  Journal 


Agenda 

1981  House  of  Delegates 


Robert  P.  Johnson,  M.D.,  Speaker 
Clifton  L.  Reeder,  M.D.,  Vice-Speaker 


FIRST  SESSION 
10:00  a.m.— Sunday,  April  5, 1981 
Grand  Ballroom 
Radisson  Hotel 
Chicago 


1.  Call  to  order 

Robert  P.  Johnson,  M.D.,  Speaker 

2.  Invocation 

3.  Report  of  Committee  on  Rules  and  Order  of  Business 

4.  Report  of  Credentials  Committee 

5.  Approval  of  minutes  of  previous  meeting 

6.  Memorial  Service  for  deceased  members  since  April, 

1980  conducted  by  Eugene  P.  Johnson,  M.D.,  Secre- 
tary-Treasurer 


7.  Report  of  Chairman,  Board  of  Trustees 

Morris  T.  Friedell,  M.D. 

8.  Remarks  of  Speaker 

9.  Resolutions  and  supplementary  reports 

10.  New  business  and  announcements 

Reference  Committees—  1 :30  p.m. 
Delegates’  Brunch— 1 1 :30  a.m.-l :00  p.m. 

1 1.  Recess  until  3:00  p.m.  — Monday,  April  6,  1981 


SECOND  SESSION 
3:00  p.m.— Monday,  April  6, 1981 
Grand  Ballroom 
Radisson  Hotel 
Chicago 


1 . Call  to  order  by  speaker 

2.  Report  of  Committee  on  Rules  and  Order  of  Business 

3.  Report  of  Credentials  Committee 

4.  Reports  of  special  guests 

Mrs.  Harlan  Failor,  President,  Illinois  State  Medical 
Society  Auxiliary 

Mrs.  Elaine  Kaiser,  President,  Illinois  Society,  Ameri- 
can Association  of  Medical  Assistants 

5.  Introduction  of  special  guests 

6.  Presentation  of  certificates  of  appreciation  to  Con- 

tinuing Medical  Education  Examiners 

7.  Presentation  of  AMA-ERF  check  to  Illinois  medical 

schools 


8.  IMPAC  Report 

Paul  Mahon,  M.D.,  Chairman 

9.  Report  of  Executive  Administrator 

Mr.  Roger  N.  White 

10.  Introduction  of  AMA  Delegates  and  Alternate  Dele- 
gates 

Theodore  Grevas,  M.D.,  Chairman 

11.  President's  Address 

Herschel  Browns,  M.D. 

1 2.  New  business  and  announcements 

13.  Recess  until  10:00  a.m.— Tuesday,  April  7,  1981 
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THIRD  SESSION 
10:00  a.m.— Tuesday,  April  7, 1981 
Grand  Ballroom 
Radisson  Hotel 
Chicago 


1. 

2. 

3. 

4. 

5. 

6. 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 
9. 


Call  to  order  by  the  speaker 
Invocation 

Report  of  Committee  on  Rules  and  Order  of  Business 
Report  of  Credentials  Committee 
Announcements  and  introduction  of  guests 

Reports  of  Reference  Committees 
Amendments  to  Constitution  and  Bylaws 
Committee  A— Officers,  Administration,  Finances 
and  Budgets 

Committee  B — Government  Health  Programs, 
including  National  Health  Insurance  and  Cost 
Containment 


Committee  C — Education,  Manpower  and  Clinical 
Medicine 

Committee  D — Medical  Service  and  Economic  Mat- 
ters Outside  of  Government  Programs 
Committee  E— Governmental  Affairs  and  Medical 
Legal 

Committee  F— Public  Relations,  Membership  and 
Miscellaneous  Business 

7.  Recess  for  luncheon 

8.  Reconvene  2:00  p.m. 

9.  New  Business 

10.  Recess  until  9:00  a.m.  — Wednesday,  April  8,  1981 


FOURTH  SESSION 
9:00  a.m.— Wednesday,  April  8, 1981 
Grand  Ballroom 
Radisson  Hotel 
Chicago 


Call  to  order  by  the  Speaker 
Invocation 

Report  of  Committee  on  Rules  and  Order  of  Business 
Report  of  Credentials  Committee 
Induction  of  Fred  Z.  White,  M.D.,  President-Elect  into 
office  of  President  by  Herschel  Browns,  M.D. 


Morgan  M.  Meyer,  M.D. 

Maynard  I.  Shapiro,  M.D. 

Joseph  Skom,  M.D. 

(i)  Alternate  Delegates  to  AMA  to  take  office 
January  1,  1982,  and  serve  until  December  31, 
1983 

Terms  Expiring 


Address  of  President  White 
Announcements  and  introduction  of  guests 
Reports  of  reference  committees 
Elections 

Report  of  Nominating  Committee 

(a)  President-Elect  (CMS) 

(b)  1st  Vice  President  (DS) 

(c)  2nd  Vice  President  (CMS) 

(d)  Secretary-Treasurer 

(e)  Speaker  of  the  House  (CMS) 

(f)  Vice  Speaker  (DS) 

(g)  Trustees 

DISTRICT  TERMS  EXPIRING 


Alfred  Clementi,  M.D. 

Allan  L.  Goslin,  M.D. 

Robert  C.  Hamilton,  M.D. 

Robert  R.  Hartman,  M.D. 

Eugene  P.  Johnson,  M.D. 

Lee  Johnson,  M.D. 

Harold  Lasky,  M.D. 

Cyril  C.  Wiggishoff,  M.D. 

(j)  Judicial  Panel  to  take  office  April  8,  1981  and 
serve  until  April,  1986 

Eugene  P.  Johnson,  M.D.,  Casey,  nominated 
by  ISMS  President 

(k)  Judicial  Panel  to  take  office  April  8,  1981  and 
serve  until  April,  1984 


First  District  John  Ring,  M.D. 

Third  District  Morris T.  Friedell,  M.D. 

Third  District  Henrietta  Herbolsheimer,  M.D. 

Sixth  District  Robert  R.  Hartman,  M.D. 

Ninth  District  Warren  D.  Tuttle,  M.D. 

Tenth  District  Julian  Buser,  M.D. 

(h)  Delegates  to  AMA  to  take  office  January  1, 


Allison  Burdick,  Jr.,  M.D.,  Chicago,  to  fill  un- 
expired term  of  Howard  C.  Burkhead,  M.D., 
Evanston 

(I)  Rules  and  Order  of  Business  to  take  office 
April,  1981  and  serve  until  April,  1982 
Five  (5)  Delegates  nominated  by  the  Speaker 
of  the  House 


10. 

Fixing  of  per  capita  dues  for  1982 

Terms  Expiring 

11. 

Selection  of  meeting  place  and  time  for  next  meeting 

Herschel  Browns,  M.D. 
Howard  C.  Burkhead,  M.D. 

12. 

Unfinished  business 

Jack  L.  Gibbs,  M.D. 

13. 

New  business 

Theodore  Grevas,  M.D. 

14. 

Adjournment,  Sine  Die 
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Committees  of  the  House  of  Delegates 
1981  Annual  Meeting 


COMMITTEE  ON  RULES  & 
ORDER  OF  BUSINESS 

This  committee  shall  consider  all  matters  regarding 
rules  governing  actions,  methods  and  procedure,  and  the 
order  of  business  (agenda)  for  the  session  of  the  House 
of  Delegates.  It  shall  work  in  close  cooperation  with  the 
Speaker  and  Vice  Speaker. 

Resolutions  submitted  after  the  deadline  for  receiving 
resolutions  (four  weeks  prior  to  the  annual  or  interim 
meeting)  must  be  approved  by  the  Committee  on  Rules 
and  Order  of  Business,  or  by  a two-thirds  vote  of  the 
House,  before  they  will  be  considered  as  business  of  the 
House  of  Delegates. 

The  committee  shall  contact  the  Speaker  just  prior  to 
each  session  of  the  House  to  make  sure  that  all  recom- 
mendations for  House  action  are  included  in  its  report. 


COMMITTEE  ON  CREDENTIALS 

This  committee  shall  consider  all  questions  regarding 
the  registration  and  certification  of  delegates.  The  chair- 
man shall  keep  the  Speaker  of  the  House  informed  of  the 
voting  power  thereof. 

The  committee  shall  distribute  and  receive  the  atten- 
dance slips  and  perform  such  other  duties  as  may  be 
assigned  by  the  Speaker. 

This  committee  shall  meet  at  least  one  hour  prior  to 
the  opening  session  of  the  House  and  one-half  hour  prior 
to  the  opening  of  the  other  sessions. 


TELLERS  AND  SERGEANTS  AT  ARMS 

This  committee  shall  serve  the  Speaker  of  the  House  of 
Delegates  whenever  a vote  count  is  called  for,  whenever  a 
ballot  is  scheduled,  or  the  House  goes  into  executive 
session. 


REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  CONSTITUTION 
& BYLAWS 

This  committee  shall  consider  and  report  to  the  House 
of  Delegates  its  recommendations  on  all  proposed  amend- 
ments to  the  Constitution  and  Bylaws. 


REFERENCE  COMMITTEE  A 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  officers,  administration,  finances 
and  budgets. 


REFERENCE  COMMITTEE  B 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  government  health  programs,  in- 
cluding national  health  insurance  and  cost  containment. 


REFERENCE  COMMITTEE  C 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  education,  manpower  and  clinical 
medicine. 


REFERENCE  COMMITTEE  D 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  medical  service  and  economic  mat- 
ters outside  government  programs. 


REFERENCE  COMMITTEE  E 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  governmental  affairs  and  medical 
legal  matters. 


REFERENCE  COMMITTEE  F 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports  and 
resolutions  relating  to  public  relations,  membership  and 
miscellaneous  business. 
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Program  Summary  By  Days 

ISMS  Annual  Meeting 


April  4-8,  1981 

Saturday,  April  4, 1981 

9:00  a.m.  Board  of  Trustees  Meeting 
10:00  a.m.  Resident  Physicians  Section 
1:00  p.m.  Student  Business  Section 
1:00  p.m.  Substance  Abuse:  Clinical  Aspects  Seminar 


Sunday,  April  5, 1981 


8:00  a.m. 

Registration 

8:30  a.m. 

Meeting  of  Reference  Committee  Members 

9:00  a.m. 

Credentials  Committee 

10:00  a.m. 

House  of  Delegates 

11:15  a.m. 

IMPAC  Annual  Meeting 

11:30  a.m. 

District  Meetings 

11:30  a.m.- 

•1:00  p.m.  Delegates’ Brunch 

1:30  p.m. 

Reference  Committees 

Monday,  April  6, 1981 


7:30  a.m. 

Public  Affairs  Breakfast 

8:00  a.m. 

Registration 

9:30  a.m. 

Leadership  Conference 

11:30  a.m. 

Fifty  Year  Club 

1:15  p.m. 

ISM1E  Membership  Meeting 

2:00  p.m. 

ISMIE  Board  Meeting 

Radisson  Hotel,  Chicago 


2:30  p.m. 

Credentials  Committee 

3:00  p.m. 

House  of  Delegates 

5:00  p.m. 

District  1,  2,  4,  5,  6,  7,  8,  9,  10,  11,  12  Caucus 

5:00  p.m. 

District  3 Caucus 

7:00  p.m. 

President’s  Night 

Tuesday,  April  7, 1981 


7:30  a.m. 

Board  of  Trustees  Meeting 

8:00  a.m. 

Registration 

9:30  a.m. 

Credentials  Committee 

10:00  a.m. 

House  of  Delegates 

12:00  noon 

Recess 

2:00  p.m. 

House  of  Delegates 

Wednesday,  April  8, 1981 

7:30  a.m.  Board  of  Trustees  Meeting 

8:00  a.m.  Registration 

8:30  a.m.  Credentials  Committee 

9:00  a.m.  House  of  Delegates 

Board  of  Trustees  Reorganization  Meeting  im- 
mediately following  House  adjournment 
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ISMS  DELEGATION  TO  THE  AMA 

Delegates 


To  serve  from  Jan.  I,  1980  to  December  31,  1981 
(Elected  May  9,  1979) 

Herschel  Browns,  Chicago 
Howard  C.  Burkhead,  Evanston 
Jack  L.  Gibbs,  Canton 
Theodore  Grevas,  Rock  Island 
Morgan  M.  Meyer,  Lombard 
Maynard  I.  Shapiro,  Chicago 
Joseph  Skom,  Chicago 


To  serve  from  Jan.  1,  1981  to  Dec.  31,  1982 
(Elected  April  15,  1980) 

David  S.  Fox,  Chicago 
Morris  T.  Friedell,  Chicago 
Henrietta  Herbolsheimer,  Chicago 
Lawrence  L.  Hirsch,  Chicago 
Joseph  R.  0,Donnell,  Glen  Ellyn 
John  J.  Ring,  Mundelein 
Glen  E.  Thomlinson,  Lincoln 
George  T.  Wilkins,  Granite  City 


Honorary  Delegates 

Walter  C.  Bornemeier,  Saratoga,  Cal. 
Edwin  S.  Hamilton,  Kankakee 
Frank  J.  Jirka,  Jr.,  Barrington  Hills 
Burtis  E.  Montgomery,  Long  Island,  NY 


Delegation  Chairman:  Theodore  Grevas;  Secretary:  Howard  C.  Burkhead 

Alternate  Delegates 


To  serve  from  Jan.  1,  1980  to  Dec.  31,  1981 
(Elected  May  9,  1979) 

Alfred  Clementi,  Arlington  Heights 
Allan  L.  Goslin,  Streator 
Robert  Hamilton,  Chicago 
Robert  R.  Hartman,  Jacksonville 
Eugene  P.  Johnson,  Casey 
Lee  Johnson,  Litchfield 
Harold  Lasky,  Chicago 
Cyril  C.  Wiggishoff,  Chicago 


To  serve  from  Jan.  1,  1981  to  Dec.  31,  1982 
(Elected  April  15,  1980) 

Andrew  J.  Brislen,  Chicago 
Audley  F.  Connor,  Jr.,  Chicago 
Robert  P.  Johnson,  Springfield 
Boyd  McCracken,  Sr.,  Greenville 
Clifton  L.  Reeder,  Wilmette 
Richard  Rovner,  Chicago 
P.  John  Seward,  Rockford 


PHYSICIANS  & AUXILIANS 


join  US 

ISMS  THEATRE  PARTY 

APRIL  7, 1981 

EVITA 

The  International  Musical  Hit 
Winner  — Best  Musical  — 7 Tony  Awards 

1 00  seats  have  been  reserved  for  our  official  family 

Advance  Registration  is  required.  Seats  are  1st  Balcony  Front  @18.00 
Checks  payable  to  Illinois  State  Medical  Society  and  mail  to  ISMS,  55  E.  Monroe,  Chicago,  IL.  60603 

Number  of  Tickets Check  in  the  amount  $ 


NAME 

(please  print) 

ADDRESS 


TICKETS  WILL  BE  HELD  AT  ISMS  REGISTRATION  DESK 
DEADLINE  FOR  TICKETS  March  23,  1981  (no  tickets  can  be  sold  after  this  date) 
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SBS  PRESENTS 

Student  Business  Section,  Illinois  State  Medical  Society 

L.  A 


MEDICINE:  1990 

MODERN  ADVANCES  IN  HOSPICE  MEDICINE 

Michael  Prerodor,  M.D.,  Medical  Director  of  the  Horizon  Hos- 
pice, Chicago: 

Medicine  deals  not  only  with  life  and  the  living;  physicians 
cannot  ignore  the  aspects  of  death  and  dying.  Hospice  offers 
comfort  and  peace  of  mind  for  the  terminal  patients  and  their 
families 

WHOLISTIC  MEDICINE-THE  ALTERNATIVE 

Rosemary  Rau-Levine,  M.D.,  Child  Psychiatrist,  and  Family 
Therapist:  Staff  Physician  at  Madison  Wholistic  Health  Center, 
Madison,  Wisconsin: 

Wholistic  Medicine  considers  the  physical,  mental  and  emo- 
tional aspects  of  the  patient  before  treatment 

COMPUTERS  AT  THE  BEDSIDE-BOON  OR 

BANE? 

Allan  H.  Levy,  M.D.,  Professor  of  Clinical  Medicine;  Professor  of 
Computer  Science;  and  Director  of  Medical  Information  Sci- 
ence, University  of  Illinois,  Urbana  Champaign: 

The  physician  of  1990  will  have  access  to  the  computer,  which 
will  help  in  diagnosis  and  treatment 

This  program  offers  three  (3)  hours  of  Category  2 CME  credit  for  physicians. 

ISMS/SBS  Annual  Meeting— 4:00  P.M. 
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YOU’RE  INVITED 


to  a complimentary  Public  Affairs  Breakfast  on 
Monday,  April  6,  1981,  7:30  a.m.,  Boulevard 
Room  at  the  Radisson  Hotel,  Chicago 


Guest  Speaker 

The  Hon.  GEORGE  H.  RYAN  (R.-43) 
SPEAKER  of  the  ILLINOIS 
HOUSE  OF  REPRESENTATIVES 


Tickets  for  the  breakfast  will  be  available  at  convention  registra- 
tion during  the  ISMS  Annual  Meeting  on  a first  come,  first  served 
basis. 

For  further  information,  please  contact  Geoff  Obrzut  at  ISMS 
offices,  55  East  Monroe,  Suite  3510,  Chicago  60603.  Telephone 
(312)  782-1654. 


for  March,  1981 


175 


Leadership  Conference 


Competition  Through  Alternative  Delivery  Systems 

9:30  a.m.  to  1 2:30  p.m. 

Monday,  April  6 
Radisson  Chicago  Hotel 

The  Choice  Is  Before  Us— Regulation  or  Competition 

Walter  McClure,  Ph.D. 

Senior  Vice-President,  Policy  Analysis 
Interstudy 

Minneapolis,  Minnesota 


What  Is  Competition  ? 


In  Delivery  Systems 

Gary  Appel,  Ph.D. 
President 

Council  of  Community  Hospitals 
Minneapolis,  Minnesota 


111.  Rate  Review  Law 
Martin  Koldyke,  Chairman 
Michael  Koetting,  Acting  Director 
111.  Health  Finance  Authority 
Chicago,  Illinois 


Individual  Practice  Association 

Dave  Vogel,  President 
Dave  Vogel  & Associates 
Management  Consultants 
Albuquerque,  New  Mexico 


AM  A Position  On  Alternative  Delivery  Systems 

John  J.  Ring,  M.D. 

Vice  Chairman 

AMA  Council  on  Medical  Service 
Mundelein,  Illinois 


A Panel  Of  Responders  Who  Are  A ware 
Of  How  It  Really  Works 
The  Illinois  Experience 

Jesse  N.  Frederick,  M.D.,  Medical  Director 
Blackhawk  Area  Individual  Practice  Association 
Rockford,  Illinois 

Robert  P.  Johnson,  M.D.,  Vice  President 
Foundation  for  Medical  Care  of  Central  Illinois 
Springfield,  Illinois 
Paul  W.  Moen,  M.D.,  President 
Western  Illinois  Independent  Physicians’  Association 
Moline,  Illinois 
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Substance  Abuse:  Clinical  Aspects 

Saturday,  April  4,  1 981  1 :00-5:00  p.m. 

Family  Therapy:  1 :00  p.m. 

Linda  Kyle-Spore,  alcoholism  counselor  and  family  therapist,  outpatient  department.  Institute  of  Psychiatry,  Northwestern 
Memorial  Hospital.  A third  year  student  in  the  Northwestern  Center  for  Family  Studies  family  therapists’  program,  Ms. 
Spore  is  associated  with  Lee  Gladstone,  M.D.,  director  of  the  Institute’s  alcoholism  treatment  program.  Family  therapy  to 
attack  psychological  isolation  of  the  substance  abuser  will  be  demonstrated.  In  establishing  alcohol  and  substance  abuse  as 
family  problems,  the  presentation  will  approach  the  physician’s  role  in  providing  support  for  family  members,  and  examine 
the  family  dynamic. 


Women  and  Alcohol:  2:00  p.m. 

Edith  S.  Gomberg,  Ph.D.,  School  of  Social  Work,  University  of  Michigan.  A research  scientist  and  faculty  associate  in  the 
University  of  Michigan  Institute  of  Gerontology  and  Institute  for  Social  Research,  Dr.  Gomberg  is  a member  of  the 
editorial  board  for  Focus  On  Women:  Journal  Of  Addictions  And  Health.  A member  of  the  national  advisory  board  for 
the  1979-80  Women  in  Crisis  Conference,  Dr.  Gomberg  is  also  on  the  Ad  Hoc  Substance  Abuse  Coordinating  Committee 
of  the  Office  of  Substance  Abuse,  Michigan  Department  of  Public  Health  and  the  Office  of  Health  Services,  Michigan 
Department  of  Mental  Health.  Dr.  Gomberg  will  discuss  the  growing  incidence  of  alcoholism  among  women,  theories 
regarding  its  causes  and  special  aspects  of  treatment. 


The  Impaired  Physician:  3:00  p.m. 

James  W.  West,  M.D.,  chairman  and  founder  of  the  ISMS  Panel  for  the  Impaired  Physician,  assistant  professor  of 
psychiatry,  Rush-Presbyterian-St.  Luke’s  Medical  Center  and  director  of  alcoholism  treatment  services  at  Little  Company 
of  Mary  Hospital  in  Chicago.  Dr.  West  is  medical  director  for  the  Central  States  Institute  of  Addictions  and  former 
chairman.  Citizens  Advisory  Council  on  Alcoholism,  IDMHDD.  Programs  to  assist  physicians  impaired  by  dependence  on 
alcohol  and  drugs,  or  physical  and  mental  health  problems  which  interfere  with  their  ability  to  practice  medicine,  will  be 
discussed.  In  addition.  Dr.  West  will  review  recent  trends  in  alcoholism  treatment,  including  in-house  hospital  committees 
to  assist  medical  staff  members,  and  programs  in  other  states. 


Drug  and  Alcohol  Abuse  Update:  3:30  p.m. 

Edward  C.  Senay,  M.D.,  professor  of  psychiatry.  University  of  Chicago  Hospitals  and  Clinics,  chief  medical  consultant, 
Illinois  Dangerous  Drugs  Commission  and  chairman,  ISMS  Committee  on  Alcoholism  and  Drug  Dependence.  Dr.  Senay 
has  served  as  chief  of  the  University  of  Chicago  Psychiatric  Consultation  Service,  director  of  the  Illinois  Drug  Abuse 
Program  and  clinical  director  of  Substance  Abuse  Services,  Inc.  Dr.  Senay  will  present  recent  data  on  abuse  of  legal  and 
illegal  drugs  as  well  as  new  knowledge  in  diagnosis  and  treatment  of  drug  abusers. 

Lee  Gladstone,  M.D.,  director,  Alcoholism  Treatment  Program,  Institute  of  Psychiatry,  Northwestern  Memorial  Hospi- 
tal. A member  of  the  Illinois  Department  of  Public  Health  Alcoholism  Treatment  Licensure  Program  Advisory  Board  and 
ISMS  Committee  on  Alcoholism  and  Drug  Dependence,  Dr.  Gladstone  will  discuss  new  approaches  to  diagnosis  and 
treatment  of  the  alcoholic  patient. 


AA  Talks  to  Doctors:  4:00  p.m. 

A representative  of  Alcoholics  Anonymous  will  discuss  what  physicians  can  do  to  help  alcohol  abusing  patients,  and  linkage 
with  community  service  groups. 

This  program  is  presented  in  conjunction  with  the  ISMS  House  of  Delegates  1981  Annual  Meeting  at  the  Chicago 
Radisson  Hotel,  505  N.  Michigan  Avenue.  It  is  sponsored  by  the  ISMS  Committee  on  Alcoholism  and  Drug  Dependence, 
with  the  support  of  a grant  from  the  Illinois  Department  of  Mental  Health  and  Developmental  Disabilities,  Division  of 
Alcoholism.  The  program  is  open  to  all  members  and  there  is  no  admission  fee. 

This  seminar  is  accredited  for  four  hours  of  Category  2 Continuing  Medical  Education  credit  for  physicians.  Application 
has  been  filed  for  Category  1 CME  credit. 

For  further  information,  please  contact  the  Illinois  State  Medical  Society,  55  E.  Monroe,  Suite  3510,  Chicago  IL  60603; 
(312)  782-1654. 


for  March,  1981 


177 


12:30  pm 


2:00-4:00  pm 
3:00  pm 
6:00  pm 
8:00  pm 


7:30  am 
8:00  am 

9:30  am 


10:30  am 
11:00  am 

Noon 
12:30  pm 


2:30  pm 
3:30  pm 
7:00  pm 


8:00  am 

8:30  am 
9:30  am 


Noon 
12:30  pm 


3:00  pm 
8:00  pm 


ISMS  Auxiliary 
Fifty-Third  Annual  Meeting 
Radisson  Chicago  Hotel 
Convention  Program 

Sunday,  April  5,  1 981 

Pin  and  Gavel  Luncheon  (Past  Presidents  Only) 

Mrs.  R.  Samuel  Hoover,  Hostess 
Honoring  past  state  presidents  and  honorary  members 
Registration 

Pre-Convention  Board  Meeting 
Board  of  Directors  Dinner 
Reception  honoring  Members-At-Large 

Monday,  April  6,  1981 

Public  Affairs  Breakfast 

Registration  Tower  A&B 

AMA-ERF  Boutique  opens;  coffee 

First  Delegate  Session  Tower  Hall 

Welcome 

Pledge  to  the  Flag  and  Auxiliary  Pledge 
Announcements 
Introduction  of  special  guests 
Greetings  from  ISMS  officers 
Memorial  Service:  Mrs.  Robert  Reardon 
Introduction  of  Keynote  Speaker:  Mrs.  Edward  Szewczyk 
Keynote  Address— Mrs.  Harry S.  Dvorsky,  President-Elect,  AMA  Auxiliary 
Guest  Speaker  — John  McAuliffe,  Centennial  High  School  Student:  “Operation 
Snowball” 

Social  Hour 

President’s  Luncheon  San  Juan-Kingston  Rms. 

Honoring  past  state  presidents  — guests  invited 
Champaign  County  Auxiliary,  hostesses 

Guest  Speaker— Dr  Sherry  Manning,  president,  Colorado  Women’s  College: 

“Becoming  All  That  You  Can  Be” 

Second  Delegate  Session  Tower  Hall 

Workshop  for  officers  and  chairmen 

ISMS  President’s  Night  Boulevard  Room 

Tuesday,  April  7,  1981 

Registration 

AMA-ERF  Boutique  opens;  coffee  & rolls 
Get-Together  for  county  presidents-elect  and  nominated  presidents-elect 

Third  Delegate  Session  Tower  Hall 

County  Reports 
County  Awards 
Humanitarian  Award 

Guest  Speaker—  Dr.  Domeena  Renshaw,  Professor,  Department  of  Psychiatry, 

Loyola  University  Medical  Center:  “The  Physician’s  Wife” 

Social  Hour 

Installation  Luncheon  King  Arthur  Room 

Kankakee  County  Auxiliary,  hostesses 
Installation—  Mrs.  Harold  Keegan,  president 
New  officers,  directors  and  councilors 
Installing  officer:  Mrs.  Harry  S.  Dvorsky 
Presentation  of  President’s  Pin  & Gavel 
President’s  Acceptance  speech:  Mrs.  Harold  Keegan 
Program:  The  Celebration  Singers 

Post-Convention  Board  Meeting  Tower  Hall 

ISMS  Theatre  Party— “Evita” 


Alhambra  Suite 


Tower  “A  ” 
Tower  Hall 
Crystal  Foyer 
Auxiliary  Suite 


Boulevard  Room 
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Schedule  of  Associated  Meetings 

Resident  Physician  Section 

Saturday,  April  4,  1981  10:00-12:00  (n) 

Seminar:  Loss  Prevention  Education 

For  registration  information,  please  contact  ISMS  Headquarters.  The  RPS  An- 
nual Business  Meeting  and  election  of  officers:  12:15  p.m. 


Student  Business  Section 

Saturday,  April  4,  1 981  1 :00-4:00  p.m. 

Seminar:  Medicine  1990 

For  registration  information,  pleace  contact  ISMS  Headquarters.  The  SBS  An- 
nual Business  Meeting  and  election  of  officers:  4:00  p.m. 

Saturday,  April  4,  1 981  1 :00-5:00  p.m. 

Seminar— Substance  Abuse:  Clinical  Aspects 

Sponsored  by  the  ISMS  Committee  on  Alcoholism  and  Drug  Dependence,  with 
the  support  of  a grant  from  the  Division  of  Alcoholism,  IDMHDD. 

Sunday,  April  5,  1981  11:15  a.m. 

Illinois  Medical  Political  Action  Committee 
Annual  Meeting 

Monday,  April  6,  1 981  7:30  a.m. 

ISMS  Public  Affairs  Breakfast 

• 

George  Ryan  (R)  Kankakee 
Speaker  of  the  House 
Illinois  General  Assembly 

Tickets  available  at  ISMS  registration  desk 

Monday,  April  6,  1981  9:30  a.m. 

Leadership  Conference:  Competition 

Through  Alternative  Delivery  Systems 

Monday,  April  6,  1981  1:15  p.m. 

Illinois  State  Medical  Inter-Insurance  Exchange 

Annual  Meeting  of  Members 

Monday,  April  6,  1 981  7:00  p.m. 

President's  Night 
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IMPAC 


ILLINOIS  STATE  MEDICAL  SOCIETY 
POLITICAL  ACTION  COMMITTEE 

56  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 


NOTIFICATION  OF  ANNUAL  IMPAC  MEETING 

The  1981  annual  meeting  of  the  Illinois  State  Medical  Society  Political  Action 
Committee  (IMPAC)  will  be  held  on  Sunday,  April  5,  1981,  immediately  following 
the  adjournment  of  the  ISMS  House  of  Delegates: 


APPROXIMATELY  11:15  A.M. 

GRAND  BALLROOM 
RADISSON  HOTEL 
CHICAGO,  ILLINOIS 

All  members  of  IMPAC  are  invited  and  encouraged  to  attend. 

The  1981  IMPAC  Nominating  Committee  has  met  and  nominated  the  following  indi- 
viduals for  membership  on  the  IMPAC  Council: 

Terms  Expiring  1984 


Alfred  Clementi,  M.D. 
Louis  Dondanville,  M.D. 
Edwin  L.  Falloon,  M.D. 
Morris  T.  Friedell,  M.D. 
Don  Hinderliter,  M.D. 
John  W.  Ovitz,  M.D. 
Albert  W.  Ray,  M.D. 

P.  John  Seward,  M.D. 
Herbert  Sohn,  M.D. 

A.E.  Steer,  M.D. 


Palatine 

Moline 

Evergreen  Park 

Chicago 

Rochelle 

Sycamore 

Joliet 

Rockford 

Skokie 

Springfield 


Term  Expiring  1983 


Howard  Burkhead,  M.D.  Evanston 

(to  fill  the  unexpired  term  of  R.T.  Fox,  M.D., 

of  Chicago) 


Paul  F.  Mahon,  M.D. 


Chairman,  IMPAC 

The  contribution  support,  a political  action  committee  memberihip  In  IMPAC  for  candldatei  far  public  officu  In  Illinois  and  candidates  far 
federal  office  elsewhere  through  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor 
the  AMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  Copies  of  IMPAC  and  AMPAC 
reports  are  filed  with  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.C.  Contributions  ate  sublect  to  the 
limitations  of  FEC  regulations.  Sections  110.1,  110.2,  and  110.5  (Federal  regulations  require  this  notice).  IMPAC  reports  are  also  filed  with  the 
llll'  I 62704  E ond  or*  or  wiM  h®  available  for  purchase  from  the  State  Beard  of  Elections,  1020  South  Spring  Street,  Springfield, 
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Resolutions 
1981  Annual  Meeting 
ISMS  House  of  Delegates 


The  following  resolutions  were  received  at  ISMS  headquarters  by  February  1 and,  according  to 
provisions  of  the  bylaws,  are  printed  in  IMJ  by  title  and  subject.  Final  deadline  for  resolutions  was 
March  8.  At  this  writing,  it  is  anticipated  that  other  resolutions  will  have  been  submitted  for  considera- 
tion before  that  deadline.  These  will  be  included  in  the  Delegates’  packet  of  materials. 


Number: 

Introduced  by: 

Subject 

1 (A-81) 

Michael  R.  Treister,  M.D. 

Manipulative  Casting  of  Congenital  Deformities  of  the  Extremities 

2 (A-81) 

Donald  W.  Aaronson,  M.D. 

Prevention  of  Death  From  Anaphylactic  Reactions  to  Stings  by  Sting- 
ing Insects 

3 (A-81) 

Joseph  C.  Sherrick,  M.D., 
for  the  Board  of  Trustees 

Deletion  of  Policy  Manual  Statement  “Publication  of  Research  Data” 

4 (A-81) 

Allan  L.  Goslin,  M.D. 
for  the  Board  of  Trustees 

Deletion  of  Policy  Manual  Statement  on  “Health  Care— Ancillary 
Services” 

5 (A-81) 

Joseph  C.  Sherrick,  M.D., 
for  the  Board  ofTrustees 

Continuing  and  Modifying  Policy  Manual  Statements  Entitled  “Jour- 
nal Publication"  & “IMJ  Publication  of  Clinical  Materials  from  ISMS- 
Sponsored  Meetings” 

6 (A-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  of  Trustees  and 
the  Council  on  Medical 
Services 

Amendment  to  the  Policy  Manual  Statement  on  “Immunization  Pro- 
grams” 

7 (A-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  ofTrustees 

Amendment  to  the  Policy  Manual  Statement  on  “Drugs,  Pre- 
scriptions” 

8 (A-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  ofTrustees 

Revision  of  Policy  on  Continuing  Education 

9 (A-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  ofTrustees 

Deletion  of  Policy  Manual  Statement  on  “Constitution  & Bylaws” 

10  (A-81) 

P.  John  Seward,  M.D.,  for 
the  Board  ofTrustees 

Death  With  Dignity  Legislation 

11  (A-81) 

Robert  R.  Hartman,  M.D., 
for  the  Board  ofTrustees 

Freedom  of  Choice  Health  Insurance  Legislation 

12  (A-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  ofTrustees 

Definition  of  a Hospice  Program 

13  (A-81) 

Kenneth  E.  Ambrose,  M.D., 
for  the  Warren  County  Med- 
ical Society 

Single  Meeting  of  House  of  Delegates 
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CONVENTION  ’81 


The  141st  Annual  Meeting 
of  the 

Illinois  State  Medical  Society 
will  be  held  at  the 
Radisson  Hotel 
505  N.  Michigan  Avenue 
Chicago,  Illinois 
April  5-8, 1981 


• ISMS  House  of  Delegates 

• Gala  President’s  Party 

• Annual  IMP  AC  Meeting 

• Public  Affairs  Breakfast 
• Theatre  Party 

Further  information  about  Convention  may  be  obtained  by  contacting  the  Illinois  State  Medical 
Society,  55  E.  Monroe,  Suite  3510,  Chicago,  Illinois  60603.  Phone:  (312)  782-1654. 

PLAN  NOW  TO  ATTEND  ....  CONVENTION  ’81 


RADISSON  CHICAGO  HOTEL 
505  N.  Michigan  Avenue 
Chicago,  IL  6061 1 

ORGANIZATION 

FUNCTION 


DON'T  FORGET- 


Make  Check  or  Money  Order 
Payable  to  Radisson  Chicago  Hotel 
Do  Not  Send  Currency. 


DATES 


All  requests  for  the  above  group  must  be  received  by  March  15,  1981 


Please  reserve  accommodations  for 
NAMF 

Print  or  Type 

COMPANY 

LAST 

FIRST 

ADDRFSS 

CITY 

STATF  ZIP  CODF 

SHARING  ROOM  WITH 

NO.  OF  PERSONS 

SIGNATURE 

CHECK  IN  TIME  3:00  PM 

CHECK  OUT  TIME  1:00  PM 

MONTH 

DAY 

YEAR 

ARRIVAL  TIME 

MONTH 

DAY 

YEAR 

ARRIVAL  DAT 

DEPARTURE  D 

Lte 

PLEASE  CHECK  PREFERRED  ACCOMMODATIONS 


ISMS/ISMSA  ANNUAL  CONFERENCE 
April  3 -8, 1981 

SINGLE  ROOM : $50  DOUBLE  OR  TWIN  ROOM : $62 

THIS  CARD  MUST  BE  RETURNED  TO  THE  HOTEL  BY  MARCH  1 5,  1 981  OR  IT  IS  INVALID. 


IF  RATE  REQUESTED  IS  NOT  AVAILABLE,  NEAREST  AVAILABLE  RATE  WILL  BE  ASSIGNED.  THERE  IS  AN 
ADDITIONAL  $ 10.00  CHARGE  FOR  THE  THIRD  OR  FOURTH  OCCUPANT  IN  EACH  ROOM.  RATES  ARE 
SUBJECT  TO  APPLICABLE  TAXES.  NO  CHARGE  FOR  CHILDREN  UNDER  18  OCCUPYING  THE  SAME  ROOM 

AS  PARENTS. 


ACCOMMODATIONS  WILL  NOT  BE  CONFIRMED  WITHOUT  A CHECK  FOR  THE  1st  NIGHT’S  DEPOSIT  OR  USE  YOUR 
AMEX  OR  DINERS  CLUB  CREDIT  CARD  # TO  GUARANTEE  YOUR  RESERVATION.  YOU  WILL  BE  CHARGED  FOR  THE  1st 
NIGHT  IF  RESERVATIONS  ARE  NOT  CANCELED  48  HOURS  PRIOR  TO  ARRIVAL. 

CREDIT  CARD  # AMEX  - DINERS  CLUB  EXPIRATION  DATE 

(PLEASE  CIRCLE) 

170-221  VISA-MASTERCHARGE 
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SPECTRUM 

EMERGENCY  CARE,  INC., 
HAS  EMERGENCY  MEDICINE 

Five  Wednesdays 
In  Family  Practice 

OPPORTUNITIES 

JR  THROUGHOUT  THE 

The  Sixth  Annual  Family 

MIDWEST 

Practice  Review  Course 

May  13,  20,  27,  June  3, 10, 1981 

• Director  and  Clinical  positions  available 

Department  of  Family  Practice 

• Guaranteed  annual  income  with  production- 
based  bonus  (i.e.  fee-for-service) 

Rush-Presbyterian-St.  Luke’s 
Medical  Center 

Chicago,  Illinois 

• Professional  liability  insurance  provided 

• Scheduling  and  patient  volumes  according  to 
individual  desires 

Important  aspects  of  clinical  medicine  to  be  re- 
viewed include  common  problems  of  the  child,  the 
adolescent,  the  adult,  and  the  older  adult.  There 

• No  on-call  involvement,  your  free  time  is  just 

will  be  one  full  day  on  office  problems  and  pro- 

that  - free 

cedures.  This  course  is  acceptable  for  up  to  30 

• Continuing  medical  education  bonus  program 

hours  of  prescribed  credit  by  AAFP  and  AMA  Cat- 
egory I. 

• Support  of  experienced  specialists  in  all 

aspects  of  your  practice 

For  more  information  contact  Patricia  Wilson, 

For  further  details  send  your  credentials  in  complete 
confidence  to  970  Executive  Parkway,  St.  Louis,  MO 
63141  or  for  more  immediate  consideration  call  Michelle 
Grimm  toll-free  at  1-800-325-3982. 

Rush-Presbyterian-St.  Luke’s  Medical  Center,  Of- 
fice of  Continuing  Education,  600  S.  Paulina, 
Chicago,  Illinois  60612.  (312)  942-7095. 

Instructions  for  Authors 


Original  articles  will  be  considered  for  pub- 
lication with  the  understanding  that  they  are 
contributed  only  to  the  Illinois  Medical  Journal. 
The  Journal  assumes  no  responsibility  for  the 
Opinions  and  claims  expressed  in  the  articles 
contributed.  All  should  include  an  abstract. 

Review  articles  should  not  exceed  12  to  16 
pages.  Case  histories  are  also  accepted;  these 
should  be  limited  to  a maximum  of  8 pages.  Up 
to  20  references  will  be  published  for  review 
articles  and  up  to  10  will  be  published  for  case 
histories. 

Manuscripts  should  be  typed,  double  spaced, 
and  submitted  in  duplicate.  Illustrations  must  be 
in  black  and  white;  positives  of  photographs  are 
preferred.  They  should  be  addressed  to:  Illinois 
Medical  Journal,  55  E.  Monroe,  Suite  3510, 
Chicago,  IL  60603. 

References  should  be  numbered  in  order  of 
appearance  in  the  text  and  conform  to  the  fol- 


lowing style  and  order:  Name  of  author,  title  of 
article,  name  of  periodical  with  volume,  page, 
month  (day  of  month  if  weekly)  and  year.  The 
Journal  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  articles. 

The  first  page  should  list  the  title,  the  name 
of  the  author(s),  degrees  and  any  institutional  or 
other  credits  as  well  as  the  author’s  mailing 
address.  The  title  should  be  as  short  as  possible. 
Pages  should  be  numbered  consecutively.  Tables 
are  to  be  typed,  numbered  and  accompanied  by 
a brief  descriptive  title.  Photographs  should  be 
marked  “top”  and  the  back  of  each  should  iden- 
tify the  article  accompanying  them.  Number  il- 
lustrations consecutively  and  indicate  their  place 
in  the  text. 

Authors  whose  manuscripts  are  accepted  will 
be  asked  to  sign  a copyright  release  form  to  the 
Journal.  The  Journal,  however,  will  secure  author 
permission  before  authorizing  a reprint. 
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Conspiracy  of  Silence 

This  is  the  fourth  of  a five-part  series  on  cigarette  advertising. 


Of  all  the  evils  of  cigarette  advertising,  there 
are  three  in  particular  that  stand  out.  First  and 
most  obvious  is  the  role  that  it  plays  in  increasing 
cigarette  consumption.  Cigarette  ads  may  accom- 
plish this  by  a combination  of:  (1)  recruiting  new 
smokers;  (2)  making  it  more  difficult  for  smokers 
to  quit;  and  (3)  acting  as  an  external  cue  to 
smoke,  thereby  increasing  smokers’  level  of  ciga- 
rette consumption.  This  effect  should  not  be  sur- 
prising in  light  of  the  themes  used  in  cigarette 
advertising,  which  were  discussed  in  last  month’s 
column. 

A more  subtle  effect,  pointed  out  by  former 
Senator  Maurine  Neuberger,  is  that  cigarette  ad- 
vertising “.  . . affords  the  cigarette  smoker  a con- 
venient rationalization  for  his  addiction,  for  he  is 
able  to  say  to  himself,  ‘If  smoking  were  really 
dangerous,  the  government  would  surely  put  a 
halt  to  all  that  advertising’.” 

Perhaps  the  most  insidious  effect  of  cigarette 
advertising  is  its  use  by  the  tobacco  industry  to 
manipulate  the  media  into  a virtual  silence  on  the 
health  hazards  of  smoking.  The  industry  ac- 
complishes this  by  spending  almost  $900  million 
annually  for  cigarette  advertising.  Moreover,  the 
advertising  of  diversified  interests  that  tobacco 
companies  have  recently  acquired— in  the  area  of 
general  consumer  products— allow  them  to  exert 
pressure  not  only  in  the  print  media  (which  is 
well  documented),  but  presumably  on  television 
as  well,  where  cigarette  ads  are  banned. 

One  early  example  of  the  tobacco  industry’s 
pressure  tactics  was  documented  by  Susan  Wag- 
ner in  her  book  Cigarette  Country:  Tobacco 
in  American  History  and  Politics.  Reader’s 
Digest,  which  does  not  accept  cigarette  ad- 
vertisements and  which  has  had  an  exemplary 
record  of  printing  informative  articles  on  the  dan- 
gers of  smoking,  published  one  such  article  in  its 
July,  1957,  issue.  Wagner’s  book  pointed  out  that 
on  July  17,  1957  a New  York  advertising  agency 
abruptly  terminated  its  contract  with  the  Digest,  a 
faithful  client  for  the  past  28  years.  Unraveling 
the  motivation  for  that  action  requires  no  detec- 
tive work:  the  American  Tobacco  Company  hap- 


pened to  be  another  prominent  client  of  the  agen- 
cy, with  annual  advertising  expenditures  ($22 
million)  that  towered  over  the  Digest’s  paltry 
$1.25  million. 

One  may  expect,  though,  that  publications  that 
accept  cigarette  ads,  may  experience  tobacco 
industry  pressure.  The  February  1980  newsletter 
of  the  American  Council  on  Science  and  Health 
(ACSH),  for  instance,  reported  that  a major  to- 
bacco company  withdrew  $18,000  of  advertising 
from  Mother  Jones  immediately  after  an  April, 
1978,  article  on  health  hazards  of  smoking.  Un- 
daunted, MJ  printed  a series  of  such  articles  in  its 
Jan.,  1979  issue.  A MJ  editor  reported  to  ACSH 
that:  “within  two  weeks  ...  the  two  remaining 
tobacco  companies  cancelled  their  existing  . . . 
contracts. ...” 

Alan  Blum,  M.D.,  in  his  December,  1979,  col- 
umn in  the  U.S.  Journal  of  Drug  and  Alcohol  De- 
pendence, related  a similar  incident  involving  a 
Canadian  newspaper.  In  the  midst  of  a series  of 
articles  in  the  Ottawa  Citizen  in  June  of  1979, 
encouraging  readers  to  quit  smoking.  Imperial 
Tobacco,  Ltd.  cancelled  one  and  a half  months  of 
advertising. 

The  threat  of  lost  ad  revenue  may  have 
prompted  many  publishers  to  censor  or  squash 
articles  detailing  the  facts  about  smoking.  The 
New  York  Post  (1/5/79)  reported  how  US 
Magazine  killed  one  such  story.  Dr.  Blum,  in  the 
column  mentioned  above,  and  Elizabeth  Whe- 
lan, in  JAMA  (244:2045,  1980),  have  related 
their  own  experiences  with  censorship  of  articles 
on  smoking.  Further  evidence  comes  from  an  ar- 
ticle in  the  New  York  Times  (2/19/78).  It  gave  an 
account  of  how  one  paper  prepared  a story  on 
smoking  and  cancer  only  because  it  didn’t  have 
cigarette  advertising  for  the  next  issue. 

One  would  predict  from  these  anecdotal  re- 
ports a sharp  disparity  in  the  amount  of  attention 
devoted  to  exposing  the  cigarette  scandal  be- 
tween publications  that  do  and  do  not  accept  ciga- 
rette advertising.  And,  in  fact,  this  has  been  con- 
firmed. In  an  article  in  the  Jan. /Feb.  1978  issue  of 
the  Columbia  Journalism  Review,  R.C.  Smith  re- 
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ported  the  results  of  a seven-year  survey  of  maga- 
zines’ treatment  of  the  smoking  issue.  “In  maga- 
zines that  accept  cigarette  advertising,  I was  una- 
ble to  find  a single  article,  in  seven  years  of  pub- 
lication, that  would  have  given  readers  any  clear 
notion  of  the  nature  and  extent  of  the  medical 
and  social  havoc  being  wreaked  by  the  cigarette 
smoking  habit.  The  records  of  magazines  that  re- 
fuse cigarette  ads,  or  that  do  not  accept  advertis- 
ing at  all,  were  considerably  better.’’  Particularly 
dismal  performances  were  noted  in  the  “wom- 
en’s service  magazines.”  News  magazines,  were 
likewise  found  remiss. 

This  whole  affair  is  perhaps  best  summed  up, 
in  the  words  of  a spokesman  for  Action  on  Smok- 
ing and  Health  (ASH),  as  “the  crassest  case  of 
journalistic  prostitution  one  will  ever  see.”  The 
bottom  line  for  health  care  providers  is  that,  until 
this  situation  improves,  we  alone  must  bear  the 
responsibility  of  educating  the  public  on  the  haz- 
ards of  smoking.  Each  and  every  one  of  us  must 
renew  and  increase  our  efforts  to  educate  our 
patients,  relentlessly,  until  they  quit  smoking.  ◄ 

Ronald  M.  Davis 
Delegate,  ISMS-SBS 

This  article  represents  the  opinion  of  its  author  only,  and  is  not 
intended  to  rejlect  the  opinions  or  policies  of  the  Illinois  State 
Medical  Society  or  the  ISMS  Student  Business  Section. 

Igggg* 


The  Cook  County  Graduate  School  of  Medicine 
CONTINUING  EDUCATION  COURSES 

A.M.A.  Accredited 
Spring  1981 

Advances  in  Surgery 

May  4-8,  1 981 

Specialty  Review  in  Anesthesiology 

May  10-15,  1981 

Pediatric  Neurology:  Review  and 
Clinical  Update 

May  11-14,  1981 

Specialty  Review  in  Radiology 

May  11-15,  1981 

Regional  Anesthesia 

May  18-22,  1981 

Specialty  Review  in  Family  Practice 

June  1-12,  1981 

Specialty  Review  in  Pediatric 
Cardiology 

June  2-5,  1981 

For  further  course  offerings,  information  and 
registration,  please  write  or  call. 

The  Cook  County  Graduate  School  of  Medicine 
707  South  Wood  Street,  Chicago,  Illinois  60612 
(312)  733-2800 


ipeciciuzeci service 

' IN 

PROFESSIONAL  LIABILITY  INSURANCE 

llah  marl  or  distinction 


iized 


is  a nic^n  mart 

Since  1899 


11 1 i ! 


CHICAGO  AREA  OFFICE: 

T.  J.  Pandak,  J.  C.  Kunches,  L.  R.  Gannon,  and  W.  G.  Prangle,  Representatives 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195  (312)  843-7214 

SPRINGFIELD  OFFICE:  W.  J.  Nattermann,  Representative 
Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705  (217)  544-2251 
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Board  Abstracts 

(Continued from  page  145) 

HOUSE  OF  DELEGATES  RESOLUTIONS 

At  its  recent  meeting,  the  House  of  Delegates  referred  several  resolutions  to  the  Board  for  study 
and  recommendation.  Acting  on  those  proposals,  the  Board  voted  to  recommend  that  the  House: 

• Adopt  Res.  801-16  which  calls  for  revision  of  the  ISMS  policy  statement  on 
“Hospital  Records  and  Their  Availability.”  The  Board  concluded  that  the  pro- 
posed policy  accurately  reflects  legal  restrictions  on  release  of  patient  care  rec- 
ords. 

• Reject  Res.  801-22  which  directs  ISMS  to  urge  AMA  to  take  steps  that  would 
enjoin  the  federal  Health  Care  Financing  Administration  from  enforcing  a regu- 
lation which  allows  intermediaries  to  deny  Medicare  payment  to  physicians 
under  investigation  for  questionable  practice  patterns  as  determined  by  PSRO 
review.  Research  revealed  that  the  regulation  cited  in  Res.  801-22  actually 
referred  to  hospital  payments.  Specifically,  it  permits  fiscal  intermediaries  to 
rebut  the  favorable  waiver  of  liability  presumption  granted  under  PSRO  in  cases 
where  the  PSRO  discovers  an  admission  was  ordered  by  a physician  whose 
practice  patterns  have  been  found  questionable.  Any  impact  such  denial  may 
have  on  the  physician’s  admitting  privileges— as  determined  by  the  hospital— 
would  not  be  affected  by  passage  of  the  resolution. 

• Reject  Res.  801-2  7 which  calls  upon  ISMS  to  support  legislation  to  require  use  of 
full-face  helmets  when  riding  or  driving  a motorcycle.  The  Board  noted  that  a 
1969  Illinois  helmet  law  was  both  repealed  and  declared  unconstitutional.  In 
related  action,  the  Board  voted  to  undertake  activities  to  encourage  helmet  use. 

• Reject  Sub.  Res.  801-29  which  calls  for  the  ISMS  President  to  establish  a task 
force  to  investigate  new  means  to  improve  the  retention  and  distribution  of 
physicians  in  medically  underserved  areas  of  Illinois.  The  Board  emphasized 
that  ISMS  cannot  exert  any  influence  over  the  chief  factors  involved  with  a 
physician’s  choice  of  practice  location  . . . and  there  is  no  common  agreement  as 
to  what  constitutes  a shortage  area.  In  related  action,  the  Board  voted  to:  (1) 
Authorize  the  ISMS  Physician  Recruitment  Program  to  increase  charges  to 
communities  seeking  doctors  so  it  can  disseminate  information  on  physicians 
listed  with  the  AMA  Placement  Service;  (2)  Urge  medical  schools  to  develop 
residency  programs  in  locations  removed  from  metropolitan  academic  settings; 
and  (3)  Urge  county  medical  societies  to  encourage  development  of  Medical 
Education  Community  Orientation  programs  (MECO)  and  establish  a system 
of  maintaining  contact  with  MECO  participants  after  they  complete  that  train- 
ing. 

The  Board  also  voted  to  introduce  resolutions  urging  the  House  to: 

• Adopt  a proposed  policy  on  hospice  programs  which  would  define  a hospice  as 
“.  . . a centrally  administered  program  of  palliative  and  supportive  services 
providing  medical,  social,  psychological  and  spiritual  care  for  terminally  ill 
persons  and  their  families.  Services  are  provided  by  a medically-supervised, 
interdisciplinary  team  of  professionals  and  volunteers.  Care  is  offered  24  hours  a 
day,  7 days  a week,  through  either  inpatient  settings,  home  care  or  a com- 
bination of  both.  Bereavement  counseling  is  provided  for  the  survivors.” 

• Approve  for  introduction  in  the  General  Assembly  a legislative  proposal- 
formulated  in  response  to  Res.  801-21— that  would  amend  Illinois  insurance 
laws  and  grant  policyholders  freedom-of-choice  in  structuring  health  insurance 
coverage. 

• Permit  ISMS  to  not  actively  oppose  so-called  “death  with  dignity”  legislation  if 
the  proposal  does  not  force  the  physician  to  comply  with  mandates  of  a “living 
will”  and  grants  immunity  from  suit  to  those  who  honor  the  terms  of  a “living 
will.” 
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LEGISLATION 

The  Board  approved  drafts  of  legislative  proposals— for  introduction  in  the  current  General 
Assembly  session— that  would: 

• Modify  “special  damage”  requirements  and  allow  a wrongfully-sued  individual 
to  more  easily  bring  legal  action  against  the  party  who  initiated  an  unwarranted 
suit. 

• Restrict  application  of  the  Res  Ipsa  Loquitur  doctrine— “the  thing  speaks  for 
itself’— as  a means  of  proving  negligence  in  malpractice  cases. 

• Repeal— effective  January  1,  1986— a state  requirement  that  all  female  patients 
be  given  a PAP  smear  test,  unless  it  is  contraindicated  or  the  patient  underwent 
such  a test  within  the  past  year. 

• Provide  state  compensation  to  persons  suffering  injury  because  of  a state- 
mandated  vaccination  program. 

In  other  action  concerning  legislation,  the  Board  voted  to: 

• Oppose  legislation  (HB  118)  that  would  permit  optometrists  to  use  diagnostic 
drugs. 

• Support  legislation  that  would  amend  Illinois  statutes  to  grant  a permanent 
exemption  from  liability  for  illness  induced  by  blood  transfusions.  If  the  Gen- 
eral Assembly  is  unwilling  to  support  a permanent  exemption,  ISMS  will  sup- 
port a four-year  extension  of  the  current  liability  waiver. 

• Seek  legislation  that  would  simplify  and  standardize  procedures  for  complying 
with  the  state-mandated  pre-marital  serological  test  for  syphilis.  ISMS  will  rec- 
ommend that  a marriage  license  applicant  be  required  to  present  only  a certifi- 
cate-signed by  a physician— indicating  that  on  the  basis  of  a physical  examina- 
tion and  serological  test,  he/she  does  not  have  infectious  syphilis. 

• Oppose  any  proposals  designed  to  modify  the  Medical  Practice  Act  to  either:  (1) 

Lower  standards  for  acceptance  of  U.S.  citizens  who  are  graduates  of  foreign 
medical  schools;  or  (2)  Modify  the  criteria  which  must  be  met  by  medical 
schools  to  have  their  graduates  accepted  for  education  or  licensure  in  Illinois. 

Reports  indicate  Illinois  legislators  are  being  pressured  by  some  foreign 
schools— and  parents  of  Illinois  students  attending  them— to  ease  licensing 
requirements  so  that  the  students  may  secure  clerkships  and  postgraduate  posi- 
tions in  Illinois  hospitals. 

• Oppose  legislation— developed  by  IDPH— that  would  allow  three  or  more  lay- 
men to  form  a corporation  and  employ  physicians,  nurses  and  other  health  care 
personnel  to  treat  patients.  The  proposal  stipulates  that  such  corporations  must 
receive  a registration  certificate  from  R&E,  and  the  IDPH  director  certify  “that 
the  applicant  will  receive  federal  ...  or  similar  state  funds.”  The  Board  of 
Trustees  noted  that  the  proposal— apparently  an  attempt  to  obtain  federal  funds 
for  the  corporations  under  the  Rural  Health  Initiative  Program— would  jeopard- 
ize the  professional  independence  of  health  care  providers. 


CHANGES  IN  POLICY  MANUAL 

In  accordance  with  House  of  Delegates’  action,  the  Board  approved  the  following  policy  state- 
ments for  inclusion  in  the  Policy  Manual: 

Medicare  Assignments 

The  Illinois  State  Medical  Society  supports  the  concept  that  Medicare  payments  be 
made  directly  to  physicians  who  choose  to  accept  Medicare  assignments.  When  a 
Medicare  payment  is  incorrectly  made  directly  to  the  patient,  Medicare  should 
make  full  payment  to  the  physician  who  has  chosen  to  accept  Medicare  assign- 
ments as  soon  as  the  error  is  verified. 

Disciplinary  Action 

The  Illinois  State  Medical  Society  will  immediately  communicate  any  disciplinary 
action  by  the  Illinois  Department  of  Registration  and  Education  to  the  appropriate 
county  society. 
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The  Board  will  introduce  resolutions  at  the  House  of  Delegates’  1981  annual  session  urging  the 
House  to: 

• Delete  from  the  ISMS  Policy  Manual  statements  titled:  “Publication  of  Re- 
search Data,”  “Health  Care-Ancillary  Services,”  and  “Constitution  and  By- 
laws.” 

• Amend  ISMS  Policy  Manual  statements  titled:  “Immunization  Program,” 

“Drugs,  Prescriptions”  and  “Continuing  Education”  . . . and  combine  and 
amend  statements  titled  “Illinois  Medical  Journal”  and  “IMJ  Publication  of 
Clinical  Materials  from  ISMS  Sponsored  Meetings.” 


SPECIAL  PROGRAMS 

Acting  on  requests  concerning  special  programs,  the  Board  voted  to: 

• Endorse  the  Illinois  Continuity  of  Care  Organization’s  5th  Annual  Educational 
Seminar,  May  12-13,  in  Champaign.  The  seminar  is  conducted  for  RNs  in- 
volved in  discharge  planning  or  utilization  review,  social  workers  and  ad- 
ministrative personnel. 

• Approve  ISMS  sponsorship  of  an  alcoholism  education  exhibit  at  the  1981 
Illinois  State  Fair.  Funding  will  be  provided  under  a grant  from  the  IDMHDD 
Division  of  Alcoholism  which  supports  multi-faceted  ISMS  alcoholism  educa- 
tion activities. 

• Endorse  and  publicize  an  Illinois  Cancer  Council  survey— planned  for  March— 
of  1,400  physicians  to  determine  views  on  the  benefits  of  tests  and  examinations 
aimed  at  early  cancer  detection  and  prevention,  as  well  as  what  practices  they 
follow  regarding  these  tests.  ISMS  will  request  that  the  Illinois  Medical  Journal 
be  given  the  opportunity— on  a “first  refusal  basis”  — to  publish  survey  results. 

• Approve  scheduling  a day-long  seminar  on  the  role  of  allied  health  pro- 
fessionals. The  session  will  be  similar  to  a program  last  October  which  allowed 
various  professional  groups  to  air  views  on  the  roles  of  allied  personnel. 

• Approve  plans  for  a four-hour  program  on  alcoholism  during  the  ISMS  annual 
meeting.  Topics  will  include:  family  therapy  in  alcohol  abuse;  women  and  alco- 
hol; the  impaired  physician;  drug  and  alcohol  abuse;  and  Alcoholics  Anony- 
mous talks  to  doctors. 

• Endorse  IDPH  efforts— mandated  by  law— to  establish  a registry  of  persons 
exposed  to  DES  (diethylstilbestrol)  and  conduct  a public  education  campaign 
on  the  drug’s  hazards.  The  Board  agreed  to  endorse  the  registry  activity  pro- 
vided: (1)  IDPH  secures  funds  necessary  to  maintain  an  adequate  registry;  (2) 
ISMS  is  consulted  regarding  forms,  use  of  data,  and  information  generated;  and 
(3)  Research  data  is  scientifically  evaluated  by  a recognized  M.D.  clinical  in- 
vestigator. The  ISMS  Committee  on  Maternal  Welfare  was  authorized  to  con- 
tinue its  review  of  informational  materials  and  data  collection  activities  involved 
with  the  IDPH  program. 


HEALTH  PLANNING 

The  AMA  will  be  urged  to  press  for  a delay  in  implementation  of  federal  health  planning 
regulations  that  would  extend  certificate-of-need  (CON)  requirements  to  equipment— even  in 
physician  offices— costing  at  least  $150,000  and  used  to  treat  hospital  inpatients.  Illinois  must  align 
its  CON  law  with  federal  statutes  by  December  8 or  face  a cutoff  of  public  health  funds  from 
Washington.  Under  federal  regulations,  physicians  must  notify  the  State  Health  Planning  and 
Development  Agency  (SHPDA)  30  days  before  buying,  renting  or  leasing  equipment  that  meets 
the  cost  mark,  even  if  it  is  not  intended  for  hospital  inpatients.  SHPDA  then  determines  whether  a 
CON  is  required.  Failure  to  notify  the  State  agency  automatically  subjects  equipment  to  CON 
provisions.  Illinois  also  must  modify  its  CON  law  to  cover  any  new  institutional  health  service 
costing  at  least  $75,000  annually.  ISMS  also  will  urge  AMA  to  intensify  efforts  to  have  the  CON 
regulation  withdrawn. 
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LICENSURE/PHYSICIAN  DISCIPLINE 

The  Society  will  urge  Governor  Thompson  and  the  R&E  Director  to  take  appropriate  steps  to: 
(1)  Eliminate  delays— caused  by  CME  audit  activities— in  renewing  physician  licenses,  and  also  to 
speed  processing  of  new  licensure  applications;  and  (2)  Increase  the  efficiency  of  the  State’s 
medical  disciplinary  system.  Some  466  complaints  against  physicians  are  pending,  including  210 
filed  more  than  a year  ago. 

MEDICAL  EDUCATION 

ISMS  will  urge  the  Illinois  Board  of  Higher  Education  (IBHE)  to  reconsider  its  master  plan 
projections  for  medical  school  “entering-class”  size,  but  recommend  that  the  goal  for  primary  care 
residency  positions  remain  unchanged.  IBHE’s  class-size  plan  called  for  1,350  students  in  the  fall  of 
1980,  while  actual  size  was  1,202.  ISMS  will  urge  revision  of  the  plan  noting  that:  (1)  Previous 
enrollment  projections  may  not  be  met  because  of  insufficient  school  resources  and  facilities;  (2) 
Requirements  for  numbers  and  kinds  of  physicians  have  changed  since  the  census  on  which  the 
plan  in  based;  (3)  Growing  influence  of  family  practice  may  reduce  the  number  of  physicians 
needed  below  estimates;  and  (4)  The  master  plan  is  10  years  old  and  may  not  be  valid  under  present 
circumstances. 

ISMS  will  recommend  continued  adherence  to  the  primary  care  residency  goal  because— ac- 
cording to  IBHE’s  tables— the  number  of  filled  positions  is  consistent  with  projections  and  meets 
the  goal  of  50  percent  of  medical  school  enrollments. 

IDPA  DRUG  MANUAL 

The  following  drugs  were  approved  for  inclusion  in  the  IDPA  Drug  Manual:  Anaprox,  Zomas 
(zomepirac  sodium),  Staticin  (erythromycin),  Meclomen  (meclofenamate  sodium),  Voxin  PG, 
Asendin,  and  Op-Site  (dressing). 

The  Society  will  urge  IDPA  to  issue  a special  supplemental  list  of  drugs  approved  by  ISMS  for 
inclusion  in  the  Drug  Manual  . . . and  to  resume  distribution  of  quarterly  supplements  listing 
newly-approved  products.  Without  the  supplements,  physicians  and  pharmacists  are  not  aware  of 
additions  until  a new  manual  is  issued.  In  addition,  ISMS  will  request  that  all  references  to  generic 
drugs  specify  “approved  quality  generic  . . .” 

ENVIRONMENTAL  POLLUTION 

ISMS  will  urge  the  Illinois  Section  of  the  Environmental  Protection  Agency’s  Region  V to 
appoint  a medical  advisory  board  that  would  study  and  make  recommendations  on  methods  of 
dealing  with  health  risks  associated  with  environmental  pollution.  Approximately  one-quarter  of 
the  nation’s  hazardous  wastes  are  disposed  of  in  Region  V— which  includes  Illinois.  In  addition,  the 
EPA  has  indicated  that  Illinois  is  faced  with  special  environmental  problems  caused  by  nuclear 
waste,  hospital  waste  disposal,  air  pollution  from  coal  mining  and  water  pollution.  Despite  this 
situation,  there  is  minimal  input  from  the  medical  profession  on  the  impact  of  these  problems  and 
EPA’s  regulatory  efforts. 

APPOINTMENTS/NOMINATIONS 

The  Board  approved  the  following  appointments  to  ISMS  committees: 

• Dr.  Allison  Burdick,  Jr.,  Oak  Park— Judicial  Panel,  succeeding  Dr.  Howard  Burk- 
head,  who  resigned.  Under  ISMS  Bylaws,  the  Board  is  empowered  to  appoint  a 
replacement— based  upon  nomination  of  the  ISMS  President— who  will  serve 
until  the  next  House  of  Delegates  meeting. 

• Drs.  Pedro  Poma,  Melrose  Park;  Melvin  Freedman,  Granite  City;  John  Froiland, 
Chicago;  Boyd  McCracken,  Greenville;  and  Harold  Zenisek,  Rockford— Com- 
mittee on  New  Health  Practitioners.  Dr.  Poma  was  named  chairman  of  the 
newly-formed  committee. 

• Dr.  Robert  Ellers,  Chicago— Resident  Physicians  Section  representative  on  the 
Council  on  Medical  Service. 

• Edward  Staren,  Chicago— Student  Business  Section  representative  on  the  Gov- 
ernmental Affairs  Council. 
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Nominated  for  appointment  to  state  posts  were: 

• Dr.  Allan  Levy,  Champaign— Medical  Examining  Committee  of  the  Department 
of  Registration  & Education. 

• Dr.  Theodore  Polley,  Joliet— Drivers’  License  Advisory  Board  of  the  Illinois 
Department  of  Public  Health. 

• Drs.  John  Holland,  Springfield;  Joseph  Winterhalter,  Jacksonville;  and  Alex  Spa- 
cone  and  Joan  Cummings,  both  of  Chicago— Emergency  Medical  Services  Coun- 
cil of  the  Illinois  Department  of  Public  Health. 

Acting  as  corporation  members  of  ICCME,  the  ISMS  Executive  Committee  elected  the  following 
as  ISMS  representatives  to  the  ICCME  Board  of  Directors:  Drs.  E.  Chester  Bone,  Jacksonville; 
Alfred  Clementi,  Arlington  Heights;  Kenneth  Hurst,  Naperville;  William  Lees,  Lincolnwood;  Donald 
Pochyly,  River  Forest;  Robert  Prentice,  Springfield;  Roger  Wujek,  Litchfield;  Dean  Bordeaux, 
Peoria;  and  Fred  White,  Chillicothe.  Upon  nomination  of  their  respective  medical  schools,  the 
following  were  elected  to  the  ICCME  Board  as  representatives  of  those  schools:  Drs.  Michael  Dykes, 
Northwestern  University  Medical  School;  Chase  Kimball,  University  of  Chicago  Pritzker  School  of 
Medicine;  and  Harold  Paul,  Rush  Medical  College  . . . and  Ben  Blivaiss,  Ph.D.,  Chicago  Medical 
School;  Linda  Gunzburger,  Ph.D.,  Loyola  University  Stritch  School  of  Medicine;  Marten  Kernis, 
Ph.D.,  University  of  Illinois  College  of  Medicine;  Charles  Osborne,  Ed.D.,  Southern  Illinois  Uni- 
versity School  of  Medicine;  and  Ward  Perrin,  D.O.,  Chicago  College  of  Osteopathic  Medicine.  The 
ICCME  Board  has  elected  Dr.  Pochyly  as  president,  succeeding  Dr.  Lees.  Dr.  Bone  was  elected 
vice-president,  and  Dr.  Wujek,  treasurer.  Dr.  Hurst  was  re-elected  secretary.  ◄ 


HOW  ARE 

YOUR  INVESTMENTS 
DOING? 

Numismatic  portfolios  of  $5,000  or  more  have  appreciated  at  an 
average  rate  of  58%  annually  over  the  last  5 years.  Rare  coins  as  a tangible 
investment  are  enjoying  increased  popularity.  For  a number  of  reasons; 
hard  asset  diversification,  inelastic  supply,  high  quality,  easy  liquidity  and 
potential  appreciation. 

In  summary  “rare  coins  have  outperformed  many  other  kinds  of 
investments  during  this  decade.”  (Chicago  Tribune  — July  8,  1979) 

Thus,  investors  have  lound  U S.  rare  coins  a viable  and  exciting  supple- 
ment to  the  traditional  basic  modes  of  investment. 

We  are  specialists  in  Numismatic  Investments  and  appreciate  the 
importance  of  quality. 

CNE  will  consult  with  you  in  the  development  of  a personal 
investment  portfolio  and  tailor  it  to  your  goals  and  budget. 


To  learn  more  about  CNE  Investor/Collector  programs  write  or  call 
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"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  Wvys.” 

-from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 
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OBITUARIES 


*Abrahamson,  Victor,  Chicago,  died  January  15, 
1981,  at  the  age  of  54.  Dr.  Abrahamson  was  a 
1953  graduate  of  the  Queens  University  Faculty 
of  Medicine. 

*Bahamonde,  Jose  Maria,  Jacksonville,  died 
October  29,  1980,  at  the  age  of  61.  Dr.  Baha- 
monde  was  a 1945  graduate  of  Havana  Universi- 
ty. 

*Burke,  John  Vincent,  McHenry,  died  January 
16,  1981,  at  the  age  of  64.  Dr.  Burke  was  a 1941 
graduate  of  the  University  of  Illinois  Medical 
School. 

*DeMola,  Antonio  L.,  Grant  Park,  died  January 
4,  1981. 

**Gorecki,  Helen  E.,  Chicago,  died  January  26, 
1981,  at  the  age  of  85.  Dr.  Gorecki  was  a 1917 
graduate  of  the  Loyola  University  Stritch  School 
of  Medicine. 


**Horner,  Harry  T.,  Chicago,  died  January  19, 
1981,  at  the  age  of  78.  Dr.  Horner  was  a 1931 
graduate  of  the  Chicago  Medical  School. 

**Johnson,  Paul  Thomas,  Fonatana,  Wisconsin, 
formerly  of  Rockford,  died  January  31,  1981,  at 
the  age  of  76.  Dr.  Johnson  was  a 1931  gradute  of 
Rush  Medical  College. 

*Keever,  Ivan  Charles,  Chicago,  died  January 
15,  1981,  at  the  age  of  59.  Dr.  Keever  was  a 1952 
graduate  of  the  Case  Western  Reserve  Universi- 
ty. 

*Schwerin,  George  S.,  Chicago,  died  January  27, 
1981,  at  the  age  of  71.  Dr.  Schwerin  was  a 1941 
graduate  of  the  Chicago  Medical  School. 
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MAKE  YOUR  MARK 
AND  BE  COUNTED.. 


If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 


Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 

Call  or  write  if  you  have  not  received  a census  form 
Division  of  Survey  & Data  Resources 
American  Medical  Association 
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Doctors  News 


PHYSICIANS  IN  THE  NEWS— Theodore  Grevas,  M.D.,  Rock  Island,  was  elected  chairman  of 
the  Illinois  Delegation  to  the  American  Medical  Association.  The  Delegation  also 
elected  Howard  Burkhead,  M.D.,  Evanston,  to  serve  as  secretary. 

Sanford  Finkel,  M.D.,  will  become  medical  director  at  Barclay  Hospital,  Chica- 
go ...  . William  U.  McReynolds,  M.D.,  Quincy,  recently  received  a bronze 
plaque  from  the  American  Intraocular  Implant  Society,  in  recognition  of  his 
“McReynolds  Lens  Analyzer.” 

Newly  elected  officers  of  the  Illinois  Council  on  Continuing  Medical  Education 
are  Donald  F.  Pochyly,  M.D.,  M.Ed.,  River  Forest,  president;  E.  Chester  Bone, 
M.D.,  Jacksonville,  vice-president;  Kenneth  A.  Hurst,  M.D.,  Naperville,  secre- 
tary and  Roger  A.  Wujek,  M.D.,  Litchfield,  treasurer.  The  ICCME  Corporate 
Membership  (the  ISMS  Executive  Committee)  earlier  had  elected  the  1981 
ICCME  Board,  composed  of  the  four  officers  above,  immediate  past  president 
William  M.  Lees,  M.D.,  Ph.D.,  Lincolnwood,  Ben  B.  Blivaiss,  Ph.D.,  Lin- 
colnwood;  Dean  Bordeaux,  M.D.,  M.A.,  Peoria;  Alfred  J.  Clementi,  M.D., 
Palatine;  Michael  Dykes,  M.D.,  M.Ed.,  Chicago;  Linda  Gunzburger,  Ph.D., 
Maywood;  Martin  Kernis,  Ph.D.,  Chicago;  Chase  P.  Kimball,  M.D.,  Chicago; 
Charles  E.  Osborne,  Ed.D.,  Springfield;  Harold  A.  Paul,  M.D.,  M.P.H., 
Chicago,  Ward  E.  Perrin,  D.O.,  Chicago;  Robert  Prentice,  M.D.,  Springfield  and 
Fred  Z.  White,  M.D.,  M.A.,  Peoria. 

A SIGNIFICANT  OMISSION  — Doctors  L.F.  Layfer  and  J.V.  Jones,  contributing  co-editors  of 
the  IMJ  Rheumatology  Rounds,  have  informed  us  of  an  error  in  the  January  issue. 
The  column  published  that  month  on  page  44  and  entitled  “Arthritis/Dermitis 
Syndrome— Part  III,”  should  have  shown  the  author’s  byline.  The  article  was 
written  and  edited  by  Scott  Kale,  M.D.,  of  the  department  of  medicine,  section  of 
rheumatology,  Rush-Presbyterian-St.  Luke’s  Medical  Center.  Our  sincere  apolo- 
gies to  Doctor  Kale. 

THE  CHALLENGE  OF  THE  OCCUPATION-RELATED  LOW  BACK  PATIENT— The  Illi- 
nois State  Medical  Society,  with  the  Chicago  Medical  School’s  Department  of 
Rehabilitation  Medicine,  is  co-sponsoring  an  educational  program  for  physicians 
on  the  prevention,  diagnosis,  and  treatment  of  low-back  syndromes.  This  inter- 
disciplinary program  will  be  held  on  April  29th,  1981,  from  12:30  to  5:30  p.m.  at 
the  Ambassador  West  Hotel,  1300  North  State  Parkway,  Chicago.  Five  hours  of 
Category  1 Continuing  Medical  Education  credit  will  be  offered. 

Presentations  will  include:  “The  Radiologic  Confirmation,”  by  Dr.  Walid  Hin- 
do;  “The  Premorbid  and  Postmorbid  Aspects,”  by  Dr.  Marshall  A.  Falk;  “The 
Rehabilitation  Approach,  Evaluation  and  Treatment,”  by  Dr.  Eugene  Rogers: 
“The  Orthopedic  Surgical  Approach,”  by  Dr.  Peter  Altner. 

A special  feature  of  the  program  will  be  an  introductory  talk  on  “The  Ad- 
judicator’s Problems  with  the  occupation-related  low  back  patient,”  by  James  A. 
Thomas,  Esq.,  an  attorney  representing  the  Illinois  Industrial  Commission.  Mr. 
Thomas’  talk  will  attempt  to  provide  the  medical  community  with  the  knowledge 
and  expertise  needed  to  contend  with  workmen’s  compensation  cases. 

SUBSTANCE  ABUSE  WORKSHOP  ANNOUNCED-The  Illinois  Dangerous  Drugs  Commis- 
sion, in  conjunction  with  Lutheran  General  Hospital’s  Department  of  Psychiatry 
and  Alcoholism  Treatment  Center,  will  present  a special  one-day  workshop  for 
physicians  on  the  clinical  management  of  alcoholism  and  drug  dependence  on 
Tuesday,  May  5,  1981,  at  Lutheran  General’s  Walter  E.  Olson  Auditorium,  1775 
Dempster  Street,  Park  Ridge.  Entitled  “Multiple  Substance  Abuse  Workshop  for 
Health  Care  Workers  (Physicians),”  the  session  will  address  a wide  spectrum  of 
clinical  and  practical  case  management  issues.  The  program  has  been  accredited  for 
five  hours  of  Category  1 CME  credit  for  physicians,  and  the  $15  registration  fee 
includes  workshop  materials  and  lunch.  Advance  registration  is  required.  Further 
information  is  available  through  Mr.  Joseph  DiFiore,  Illinois  Dangerous  Drugs 
Commission,  300  N.  State  St.,  Suite  1500,  Chicago  60610:  (312)  822-9860. 
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Viewbox 

(Continued  from  page  140) 

DIAGNOSES:  1.  Non-ossifying  fibroma 
2.  Fibrosarcoma  3.  Osteosarcoma  4.  An- 
eurysmal bone  cyst. 


Figure  5 

Computed  tomography— osteosarcoma  of  the  right  femur. 
There  is  extensive  periosteal  bone  formation  (arrows),  a 
large  soft  tissue  mass,  and  obliteration  of  the  marrow  cavity 
—compare  to  the  normal  left  femur. 


“The  pathologist  responsible  for  the  diagnosis 
of  osseous  lesions  handicaps  himself  im- 
measurably if  he  ignores  their  roentgenographic 
features.  Although  roentgenographic  shadows  do 
not  supplant  microscopic  sections  in  the  final  di- 
agnosis, they  frequently  afford  practically  conclu- 
sive evidence  of  the  malignant  or  benign  nature 
of  bony  lesions  and  often  indicate  the  histologic 
type.”  This  quotation  is  from  a book  analyzing 
over  6,000  bone  tumors  authored  by  the  bone 
pathologist,  David  Dahlin.1 

The  importance  of  radiographs  in  the  diagnosis 
of  solitary  bone  lesions  is  or  ought  to  be  well 
known.  How  should  radiographs  of  bone  lesions 
be  evaluated?  A gestalt  approach  to  radiographs 
has  been  termed  the  “Aunt  Minnie”  or  aircraft 
recognition  method  of  diagnosis— an  approach 
roughly  similar  to  picking  a criminal  out  of  a po- 

(Continued  on  page  202) 
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TUCKS®  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra  soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound,  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol  HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  'WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hew  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071  1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86°F  (1S°-30T). 
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lice  lineup.  This  method  works  if  “classic” 
textbook  lesions  are  seen,  but  in  many  cases  le- 
sions are  not  typical  and  instant  recognition  must 
give  way  to  thoughtful  analysis  in  order  to  avoid 
serious  errors.2 

Facets  to  be  considered  in  evaluating  a solitary 
bone  lesion  include:2,3  (1)  Patient  age;  (2)  Loca- 
tion of  lesion;  (3)  Margination  of  lesion;  (4)  Per- 
iosteal new  bone  formation;  (5)  Tumor  new  bone 
formation  and  (6)  Soft  tissue  mass. 

The  four  patients  presented  here  emphasize 
the  importance  of  observing  the  margin  of  a bone 
lesion  which  causes  a solitary  “geographic”  area 
of  bone  destruction.  The  character  of  the  margin 
provides  evidence  concerning  the  growth  rate  of 
the  lesion. 

Sharp  Margin— Sclerotic  Rim 

These  lesions  are  slow  growing.  The  edge  of 
the  lesion  is  sharply  defined  and  there  is  said  to 
be  a narrow  zone  of  transition  between  the  lesion 
and  normal  bone.  The  thin  sclerotic  rim  indicates 
that  the  lesion  is  replacing  normal  bone  slowly 
enough  to  allow  the  normal  bone  to  form  scler- 
otic reactive  bone  (Fig.  1).  Most  of  these  lesions 
are  benign. 

Sharp  Margin— No  Sclerotic  Rim 

These  lesions  are  growing  at  a slow  rate  but  not 
slow  enough  to  allow  adjacent  normal  bone  to 
form  reactive  bone.  The  entire  circumference  of 
the  lesion  must  be  inspected  since  loss  of  defini- 
tion of  a segment  of  the  margin  indicates  rapid 
growth  at  that  point.  In  Figure  2 the  superior 
margin  of  the  fibrosarcoma  is  definable  but  not 
the  inferior  margin.  In  addition  the  anterior  cor- 
tex of  the  femur  is  destroyed. 

Unsharp  Margin 

These  lesions  are  growing  so  rapidly  that  the 
edge  of  the  lesion  is  difficult  to  identify.  There  is  a 
wide  zone  of  transition  between  the  lesion  and 
normal  bone  (Fig.  2,  3).  If  the  lesion  is  aggressive 
enough  it  becomes  difficult  or  impossible  to  iden- 
tify where  the  lesion  ends  and  where  normal  bone 
begins.  Many  malignant  bone  tumors  are  rapidly 
growing. 
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Expansile 

Some  lesions  cause  resorption  of  the  inner  or 
endosteal  surface  of  the  cortex  slowly  enough  to 
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allow  maintenance  of  the  outer  cortical  surface  by 
periosteal  new  bone  formation.  The  end  result  is 
an  “expanded”  appearance  (Fig.  4).  Both  malig- 
nant and  benign  tumors  can  have  an  expanded 
appearance. 

Many  malignant  bone  tumors  exhibit  features 
of  rapid  growth  so  that  poor  margination  should 
always  suggest  the  possibility  of  malignancy 
Non-neoplastic  processes  such  as  osteomyelitis 
also  may  advance  rapidly  so  that  poor  mar- 
gination is  not  equated  with  malignancy.  In  addi- 
tion malignant  tumors  may  grow  slowly.  No  ra- 
diographic sign  is  pathognomonic  of  a benign  or 
malignant  lesion.  In  any  one  patient  with  a soli- 
tary bone  lesion  all  radiographic  and  clinical  find- 
ings must  be  considered.  If  the  diagnosis  remains 
in  doubt,  tissue  must  be  obtained  and  the  histolo- 
gy correlated  with  radiographic  and  clinical  find- 
ings. 

While  computed  tomography  is  not  often  of 
value  in  making  the  primary  diagnosis  of  a bone 
malignancy  in  the  extremities  (compared  to  plain 
radiographs),  it  does  provide  clear  depiction  of 
tumors  of  the  spine  and  pelvis  in  patients  in 
whom  plain  radiographs  are  normal  or  demon- 
strate only  subtle  abnormalities.  In  the  ex- 
tremities C.T.  is  valuable  in  demonstrating  the 
extent  of  a bone  tumor  for  therapy  planning.  The 
soft  tissue  mass  of  the  tumor  is  clearly  shown  and 
can  assist  in  deciding  on  en  bloc  resection  versus 
amputation  in  selected  neoplasms  (Fig.  5).  C.T. 
is  superior  to  angiography  in  evaluating  most  pa- 
tients for  therapy  and  can  identify  the  relation- 
ship of  the  tumor  to  major  vessels  following  intra- 
venous injection  of  contrast  media.4  5 
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POSITIONS  & PRACTICE  OPPORTUNITIES 


INTERNIST  Board  Certified  or  Eligible  to  join  four  man  family  & specialty 
practice  for  medical  center  in  well  known,  fast  growing  suburb  50  miles  northwest 
of  Chicago.  125  bed  hospital  one  block  from  clinic.  Salary  open— full  partnership 
after  one  year.  Call:  (815)  338-2210. 


FAMILY  PRACTICE  or  general  practitioner  to  join  established  fully  equipped 
clinic  with  excellent  facilities  located  in  beautiful  Lake  County,  Illinois.  Enjoy 
pleasant  country  living,  lakes  and  year  round  recreational  and  cultural  activities  for 
the  entire  family  within  forty-five  minutes  of  Chicago  or  Milwaukee.  For  informa- 
tion call  Mrs.  Tull  at  312-362-9050  or  write  Rt.  1,  Box  351,  Libertyville,  Illinois, 
60048. 


ASSISTANT  DIRECTOR— 2 y/o  approved  community  based  Family  Practice 
Residency  affiliated  with  Southern  Illinois  University.  Generous  salary  and  fringes 
for  M.D.  (board  certification  desirable).  Assistant  professor  or  higher  rank  de- 
pending on  background.  Administration,  teaching,  and  practice  responsibilities. 
Reply  to.  David  Ouchterlony,  M.D.,  Director,  Decatur  Family  Practice  Center, 
155  West  King  Street,  Decatur,  IL  62526  (217)  423-9000.  SIU  School  of  Medicine 
is  an  Equal  Opportunity/ Affirmative  Action  Employer. 


WANTED:  Physician,  part-time,  two  evenings/wk.  (8  hrs.)  for  non-emergency 
general  practice  clinic  serving  unique  community  of  laborers  at  their  work  site. 
Phone  652-6161  before  5 or  248-4858  after  6 p.m. 


FAMILY  PRACTICE  GROUP  seeks  pediatrician  to  join  rapidly  expanding  prac- 
tice 50  miles  northwest  of  Chicago.  Salary  open.  Fringe  benefits.  Call  815-338- 
2210  for  interview. 


EMERGENCY  MEDICINE  POSITION  AVAILABLE:  Emergency  physician 
to  join  professional  group  practicing  in  superior  emergency  department  in  Aurora, 
Illinois.  Contact  Dr.  Alan  B.  Spacone  at  (312)  323-3083  or  Emergency  Treatment, 
S.C.  at  (312)  327-0777. 


INTERNIST:  Board  certified  or  Board  eligible.  Part  time  or  full  time  for  a new 
radidly  expanding  independent  medical  evaluation  practice.  Two  locations,  north 
suburban  and  south  side  of  Chicago.  Kindly  send  resume  and  CV  to  Box  984  c/o 
Illinois  Medical  Journal.  Note:  All  of  our  personnel  know  of  this  ad 


INTERNIST/FAMILY  PR ACTITIONER— To  join  Internist  and  General  Sur- 
geon in  private  practice.  Actively  growing  hospital  with  medical  school  affiliation. 
Contact.  Masood  Akhtar,  M.D.,  F.A.C.S.,  Michael  L.  Treece,  M.D.,  607  W.  Main 
Street,  Carbondale,  Illinois  62901.  Call  Collect.  618-549-2713. 


HOSPITAL  DIRECTOR— 300  bed  chest  hospital  seeks  physician  with  adminis- 
trative and  pulmonary  disease  experience.  Modern,  up-to-date  buildings  and 
equipment.  Located  in  Southwest  Missouri.  JCAII  accredited.  Excellent  schools 
and  colleges  Housing  available.  Salary  negotiable.  Good  retirement  and  health 
insurance  plan.  10  staff  physicians.  Please  send  curriculum  vitae  or  letter  of  inquiry 
to  Chairman,  Search  Committee,  Missouri  Stale  Chest  Hospital,  Mt.  Vernon, 
Missouri  65712  — Telephone  417-466-371 1. 


FAMILY  PR  ACTICE— available  immediately  in  fully  equipped  office  with  a busy 
practice.  18  miles  from  Champaign,  III.  Great  location  for  family.  Phone  217-832- 
8283. 


STAFF  PHYSICIAN  — Student  Health  Service.  Full-time  position,  11  month 
continuing  contract.  Illinois  license.  Good  benefits  with  40  hour  week  — no  night 
call.  Salary  competitive.  Contact:  Harold  L.  Bock,  M.  D.,  Student  Health  Service, 
Illinois  State  University,  Normal,  IL  61761  (ph.  (309)  438-8655).  An  equal  op- 
portunity/affirmative action  university. 


KANSAS  CITY,  MISSOURI  — Emergency  Department  Physicians— American 
Medical  Services  Association,  Inc.,  a Kansas  City  based  multiple  hospital  physician 
group,  is  seeking  career  oriented  primary  care  and  emergency  care  physicians  who 
are:  (1)  Board  Eligible  or  Certified;  (2)  Show  an  affinity  for  the  team  concept  of 
medical  practice;  (3)  Business  oriented;  (4)  Show  professional  maturity  and  judg- 
ment; (5)  Have  a keen  desire  to  succeed;  (6)  Committed  to  CME.  We  are 
successful  because  we  offer  the  unique  package  of  salary  and  benefits  in  the  health 
care  industry.  All  of  our  physicians  participate  in  the  ownership  of  the  company.  If 
you  feel  qualified  we  are  interested  in  you.  Contact:  Michael  P.  Colucci,  Vice- 
President  of  Marketing  and  Recruitment,  American  Medical  Services  Association, 
Inc.,  4400  Broadway  — Suite  306,  Kansas  City,  Missouri  64111;  (816)  931-3040. 


FAMILY  PRACTICE  — available  immediately  in  fully  equipped  office  with  a busy 
practice.  18  miles  from  Champaign,  III.  Great  location  for  family.  Phone  (217  — 
832-8283). 


ALLERGIST— ABAI  certified/eligible  via  medicine  or  pediatrics  wanted  for  one 
or  two  days  per  week  in  west  suburban  allergy  practice.  Contact  Box  986  c/o 
Illinois  Medical  Journal,  55  E.  Monroe,  Chicago,  IL  60603. 


ASSOCIATE  WANTED  to  join  2 board  certified  family  practitioners  in  Arlington 
His.,  III.  Must  be  board  eligible  or  certified.  Start  July,  1981.  Send  C.V.  with  first 
reply.  Contact  Box  987  c/o  Illinois  Medical  Journal,  55  E.  Monroe,  Chicago,  IL 
60603. 


FORT  WAYNE,  INDIAN  A — Emergency  Department  Physicians— American 
Medical  Services  Association,  Inc.,  a Kansas  City  based  multiple  hospital  physician 
group,  is  seeking  career  oriented  primary  care  and  emergency  care  physicians  who 
are.  (1)  Board  Eligible  or  Certified;  (2)  Show  an  affinity  for  the  team  concept  of 
medical  practice;  (3)  Business  oriented;  (4)  Show  professional  maturity  and  judg- 
ment, (5)  Have  a keen  desire  to  succeed;  (6)  Committed  to  CME  We  are 
successful  because  we  offer  the  unique  package  of  salary  and  benefits  in  the  health 
care  industry.  All  of  our  physicians  participate  in  the  ownership  of  the  company.  If 
you  feel  qualified  we  are  interested  in  you.  Contact:  Michael  P.  Colucci,  Vice- 
President  of  Marketing  and  Recruitment,  American  Medical  Services  Association, 
Inc.,  4400  Broadway  — Suite  306,  KansasCity,  Missouri  641 1 1.  (816)  931-3040. 


PHYSICIAN —Gastroenterologist,  $57,500/Yr  - 60  hours/week.  Practice  in  a 
modern  medical  clinic.  Completion  of  recognized  internship,  licensability  and 
highly  acceptable  references  required.  Contact:  David  Bennett,  Clinic  Manager, 
Sterling  Rock  Falls  Clinic,  101  E.  Miller  Road,  Sterling,  IL  61081. 


GRIDLEY:  Long  established  family  practice  lor  sale,  rent  or  lease.  Terms  negoti- 
able. Excellent  schools,  churches,  and  hospitals.  Contact  J.  Weslcv  Helm,  M.D. 
Gridlcy,  1161744  (309)  747-2083. 
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IMJ  Attention 


AMA  UPDATES  NATIONAL  NEWS  — Proposed  national  budget  cuts  include  a recom- 
mendation to  phase  out  health  planning  over  the  next  two  years  and  a reduc- 
tion in  that  area  of  $75  million  over  the  next  fiscal  year.  An  Office  of  Manage- 
ment and  Budget  (OMB)  team  was  quoted  a stating  that  “this  policy  action 
would  be  consistent  with  a two-year  Administration  timetable  for  develop- 
ment and  implementation  of  a pro-competitive  bill  for  health  financing 
reforms. 

The  OMB  report  also  recommends  that  Medicaid  payments  be  cut  back, 
leading  to  a limit  on  payment  increases  by  the  federal  goverment  to  an  infla- 
tion index  by  1982.  Also,  they  suggest  elimination  of  Public  Health  Service 
hospitals  and  also  all  new  scholarships  under  the  National  Health  Service 
Corps.  The  report  calls  for  a reduction  of  monies  granted  for  health 
maintenance  organizations  and  professional  standards  review  organizations. 

Each  of  these  recommendations,  as  well  as  others  affecting  health  care,  will 
be  subject  to  legislative  review  and  approval. 

The  administration  is  also  considering  recommendations  from  the  Congres- 
sional Budget  Office  (CBO)  which  include  reduction  in  federal  percentage  of 
Medicaid  payments  by  eliminating  the  50%  minimum  share  granted  some 
states  and  giving  more  flexibility  to  state  authorities  in  setting  Medicaid  reim- 
bursement rates.  The  CBO  report  also  calls  for  incentives  to  hospital  cost  con- 
tainment programs  and  closure  of  Public  Health  Service  Hospitals.  They 
would  eliminate  federal  Medicaid  benefits  for  SSI  recipients  and  revise  tax 
deduction  provisions  regarding  health  insurance  premiums  and  medical  ex- 
pense deductions.  Finally,  the  CBO  would  tax  employer  health  insurance  plans 
and  limit  tax-exempt  hospital  bond  issues. 

Any  administrative  recommendations  which  grow  out  of  these  proposals 
will  be  subject  to  legislative  review  and  approval. 

TWO  ILLINOIS  MEMBERS  OF  THE  HOUSE  OF  REPRESENTATIVES  will  join  House 
subcommittees  related  to  health  care.  Representative  Philip  Crane  will  join  the 
House  Ways  and  Means  Committee  Health  Subcommittee  and  Representative 
Edward  Madigan  has  been  appointed  to  the  House  Energy  and  Commerce 
Subcommittee  on  Health  and  the  Environment. 

HUMAN  SUBJECT  RESEARCH  RULES  REVISED  — A new  Federal  ruling,  which  will 
take  effect  in  June,  will  exempt  five  categories  of  human  research  from  local 
review  board  consent  as  a criterion  for  federal  funding.  In  each  category, 
anonymity  is  required  for  subjects.  The  newly  exempted  areas  are  (1)  educa- 
tional research;  (2)  research  on  educational  testing;  (3)  research  using  publicly 
available  data/documents;  (4)  research  on  public  behavior  and  (5)  research  us- 
ing surveys  or  interviews. 

VOLUNTARY  EFFORT  CITES  FURTHER  SUCCESS  — The  AMA  Center  for  Health 
Services  Research  and  Development  has  reported  that,  during  the  12  month 
period  from  December  1979  through  December  1980,  physician  fees  increased 
11%.  The  consumer  price  index  for  that  period  rose  by  12.4%  in  the  all- 
categories component  and  14.2%  in  the  all  services  component.  The  Voluntary 
Effort  has  urged  that  physicians  continue  cost  containment  efforts,  calling  for 
maintenance  of  total  staffed  beds  at  or  below  the  1980  level  and  limitation  in 
growth  of  full-time  equivalent  employees  per  100  daily  patient  census  below 
the  1980  level. 


A LETTER  OF  INQUIRY  regarding  concerns  about  Illinois  Department  of  Registration  and 
Education  activities  in  medical  licensure  and  discipline  was  sent  to  Governor 
Thompson.  The  correspondence,  written  at  the  direction  of  the  ISMS  Board 
of  Trustees,  asks  the  Governor  to  look  into  apparent  inefficiencies. 

The  letter  was  prompted,  in  part,  by  complaints  from  ISMS  members,  and 
subsequent  study  of  1980  license  renewal  listings  from  the  Department.  It  ap- 
pears that  many  physicians  for  whom  the  Department  computer  shows  a 
“non-renewed”  status  are  not  aware  of  this.  Many  of  these  physicians  have 
received  wallet  cards,  or  their  cancelled  checks  — or  no  indication  whatever 
from  the  Department  either  way  — which  causes  them  to  believe  that  their 
licenses  have  been  renewed  as  usual.  Others  received  a letter  — which  did  not 
comply  with  Administrative  Procedures  Act  requirements  — stating  that  their 
licenses  were  “non-renewed.”  Many  physicians  have  telephoned  and  written 
the  Department,  and  been  assured  that  their  license  status  had  been  corrected 
— but  no  verification  has  been  extended. 

The  letter  to  the  Governor  also  asks  for  investigation  of  delays  in  processing 
cases  intended  for  review  by  the  Medical  Disciplinary  Board  and  stresses  the 
importance  of  a fair  and  efficient  means  to  curb  abuses  by  persons  requiring 
discipline. 

REMINDER  TO  PRESCRIBERS  — The  use  of  prescription  blanks  with  a pre-printed  “X” 
in  the  “may  not  substitute”  box  is  illegal.  Illinois  law  requires  that  the  check 
box  and  signature  line  be  personally  marked  and  signed  by  the  physician;  any 
variance  automatically  permits  drug  substitution.  A check  in  the  “may  not 
substitute,”  box  and  signature  on  the  “may  subsitute”  line  will  also  permit 
substitution. 

MENTAL  HEALTH  PROGRAM  ANNOUNCED  — The  Illinois  Hospital  Association  and 
Illinois  Psychiatric  Society  will  co-sponsor  a program  entitled  “A  Survival 
Guide  for  the  80s:  A Future  for  Mental  Health  Care,”  on  April  16,  1981,  at 
the  Chicago  Drake  Hotel.  Intended  to  provide  a forecast  of  mental  health 
trends  at  the  state  and  national  levels,  the  program  will  include  panels  on  men- 
tal health  law,  planning,  finances  and  legislation.  Further  information  may  be 
obtained  by  calling  (312)  325-9040,  extension  29  or  (217)  789-7272 

GOV.  JAMES  THOMPSON  has  authorized  a $9.5  million  annualized  increase  in  Medicaid 
payments  for  physician  services  beginning  March  1 . The  increase  — negotiated 
by  ISMS  — originally  was  to  have  taken  effect  Jan.  1,  1981.  Delay  in  its  im- 
plementation was  the  result  of  the  Governor’s  order  freezing  hiring  and  new 
expenditures  due  to  the  state’s  economic  condition. 

PSYCHIATRIC  CARE  STUDY  COMPLETED  — A new  study  by  the  Illinois  Psychiatric 
Society,  performed  in  conjunction  with  the  Illinois  Association  of  General 
Hospital  Psychiatry  and  conducted  by  Alex  J.  Spadoni,  M.D.,  Joliet,  provides 
data  on  psychiatric  treatment  in  the  private  sector  throughout  Illinois.  The 
following  highlights  are  included  in  that  report  (all  pertain  to  1979  Illinois 
data):  (1)  about  70%  of  psychiatric  inpatient  care  took  place  in  the  private  sec- 
tor; (2)  the  2,945  private  psychiatric  beds  in  Illinois  included  2,168  in  general 
hospitals  and  777  in  private  sanitaria;  (3)  a “dramatic  increase  in  patients 
treated  in  the  private  sector,  with  a corresponding  decrease  in  patients  treated 
in  state  hospitals,”  was  found  to  have  occurred  since  1970;  (4)  total  psychiatric 
patient  days  had  increased  by  over  100%,  from  about  400,000  to  over  800,000, 
between  1970  and  1979;  (5)  average  length  of  stay  data  was  found  to  vary 
markedly  between  and  within  HSAs.  The  report  will  be  published  in  total  in 
the  IPS  Examiner;  individual  copies  are  available  through  the  Illinois 
Psychiatric  Society;  (312)  263-7391. 
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PROGRAM  REDUCES  RETROACTIVE  CLAIMS  DENIALS, 
SHORTENS  HOSPITAL  STAYS,  SAVES  MONEY 


A Blue  Cross  and  Blue  Shield  program  designed  to 
reduce  retroactive  claims  denials  for  psychiatric  hos- 
pitalizations is  producing  substantial  savings  as  well. 

Richard  C.  Shaw,  M.D.,  the  Plan’s  medical  direc- 
tor, said  a recent  evaluation  of  the  Concurrent  Psychi- 
atric Review  Program,  shows  that  it  has: 

— Virtually  eliminated  retroactive  denial  of  psy- 
chiatric claims  from  hospitals  in  the  program. 

— Shortened  the  average  length  of  psychiatric  hos- 
pital stay  by  10.46  days  in  cases  studied. 

— Produced  a documented  annualized  savings  of 
$1.27  million  on  the  cases  studied. 

“These  documented  results  are  part  of  the  story,” 
Dr.  Shaw  continued. 

The  study  covered  only  extended  stays  for  the  six 
most  common  diagnoses  for  cases  treated  at  nine  par- 
ticipating Chicago  area  hospitals  during  1979.  The 
program,  which  began  in  mid- 1978,  now  is  operating 
in  12  hospitals. 

He  said  the  dollar  savings  were  calculated  by  com- 
paring average  length  of  stay  under  the  new  concur- 
rent review  program  with  average  length  of  stay  under 
the  previous  retroactive  review  system. 

Under  retroactive  review,  Dr.  Shaw  explained, 
psychiatric  cases  were  often  not  reviewed  by  the  in- 
surer until  the  patient  was  discharged  from  the 
hospital.  “In  some  cases  the  patient  faced  respon- 
sibility for  sizeable  hospital  bills,”  he  said. 

“In  concurrent  review,  Blue  Cross  and  Blue  Shield 
and  the  participating  hospitals  were  advised  of  our 
review  guidelines,  developed  in  cooperation  with  the 
psychiatric  community,”  Dr.  Shaw  noted.  He  lauded 
the  participating  hospitals  and  physicians  for  their 
contributons  to  the  success  of  the  program. 


He  outlined  the  program  as  follows: 

“When  a psychiatric  patient  is  admitted  to  a parti- 
cipating hospital,  a contact  person  at  the  hospital 
notifies  the  psychiatric  nurse  reviewer  at  Blue  Cross 
and  Blue  Shield  within  72  hours  of  admission.  If  the 
reviewer  determines  that  the  level  of  care  is  within  the 
guidelines  and  covered  by  the  patient’s  contract,  pay- 
ment is  approved  for  up  to  15  days. 

“If  the  medical  records  show  that  the  patient  is  not 
receiving  a covered  level  of  care,  the  psychiatric  nurse 
reviewer  refers  the  case  immediately  to  a Blue  Cross 
and  Blue  Shield  consulting  psychiatrist.  The  psychia- 
trist either  approves  payment  for  the  care  for  up  to  15 
days,  or  establishes  a probable  future  payment  cut- 
off date.  The  contact  person  at  the  hospital  is  immedi- 
ately advised,  in  either  case.  This  review  process  is 
repeated  at  intervals  throughout  the  hospitalization. 

“This  process  provides  advance  indication  of  cov- 
erage status  so  that  planning  for  discharge  or  alter- 
nate care  can  be  accomplished  in  a timely  fashion. 

“In  practice,  the  program  has  exceeded  all  expecta- 
tions,” Dr.  Shaw  said.  “There  has  been  excellent 
cooperation  from  participating  psychiatrists.” 

General  Motors  Retiree  Identification 
Cards 

With  the  implementation  of  the  General  Motors 
Retiree  program  on  October  1,  1980,  all  retired  GM 
members  were  issued  gold  identification  cards  which 
contained  their  group  and  social  security  numbers. 
Since  this  card  does  not  identify  the  member’s  home 
plan  by  name,  but  only  by  plan  code  (e.g.  210),  it  is 
important  that  this  plan  code  appear  on  every  claim. 
We  cannot  correctly  process  these  claims  without  this 
code.  The  plan  code  is  easily  located  in  the  bottom 
right  corner  of  each  gold  identification  card. 


ILLINOIS  BLUE  CROSS  AND  BLUE  SHIELD  PLAN 
EXPANDS  SECOND  OPINION  SURGERY  PROGRAM 


The  Illinois  Blue  Cross  and  Blue  Shield  Plan  is 
expanding  the  availability  of  its  Additional  Second 
Opinion  Program  to  virtually  all  of  its  members. 

The  program  pays  for  a second  surgical  opinion  on 
whether  recommended  elective  surgery  is  necessary. 

Richard  C.  Shaw,  M.D.,  the  Plan’s  vice  president 
and  medical  director,  said  “the  program  is  designed 
to  reduce  health  care  costs  by  curtailing  unnecessary 
surgery. 

“Approximately  30  percent  of  all  hospital  admis- 
sions are  for  elective  surgery  — operations  which  are 
non-emergency,”  Dr.  Shaw  explained.  “If  there  is  a 
non-surgical,  medical  treatment  for  the  problem  that 
would  be  more  appropriate,  there  is  a potential  sub- 
stantial savings  through  the  reduction  of  unnecessary 
surgery.” 

Dr.  Shaw  said  “We  began  the  program  as  a pilot 
project  in  1977  with  approximately  20,000  subscribers 
and  broadened  it  to  include  250,000  members  during 
the  next  few  years.  However,  because  of  the  Nmited 
participation,  use  of  the  program  has  not  been  high 
enough  to  obtain  accurate  cost  savings  estimates. 

“We  are  confident  the  program  has  sufficient  po- 
tential to  warrant  making  it  available  to  most  of  our 
members,”  Dr.  Shaw  explained.  “This  broadening 
should  also  give  us  a better  reading  on  cost  savings.” 


The  Additional  Surgical  Opi-nion  Program  is  being 
offered  on  an  optional  basis  to  all  groups  of  more 
than  22  employees  as  their  contracts  come  up  for 
renewal  during  the  year.  The  program  has  been  added 
as  a standard  benefit  for  some  75,000  small  group  and 
non-group  members  under  65  years  of  age.  Individu- 
als over  65  years  of  age  have  a second  opinion  pro- 
gram available  through  Medicare. 

Under  the  program,  a patient  whose  physician  has  re- 
commended surgery  can  call  a special  Blue  Cross  and 
Blue  Shield  referral  service  number  (312/661-4908).  A 
trained  counsellor  provides  the  member  with  the  names 
of  three  qualified  surgeons  in  the  member’s  geograph- 
ical area.  Blue  Cross  and  Blue  Shield  benefits  pay  the 
cost  of  the  second  opinion,  including  x-rays  and  other 
tests  required  by  the  consulting  surgeon. 

The  consulting  surgeon,  Dr.  Shaw  explained, 
agrees  not  to  perform  the  surgery  or  treat  the  patient 
for  the  condition  under  consideration. 

If  the  two  surgical  opinions  do  not  agree,  the  pro- 
gram pays  the  cost  of  a third  opinion.  The  decision  on 
whether  or  not  to  have  the  operation  is  up  to  the  pa- 
tient, and  does  not  affect  Blue  Cross  and  Blue  Shield 
benefits  in  any  way. 


EXPERIMENTAL  SECOND  OPINION  PROGRAM 
STARTED  FOR  STEEL  WORKERS 


United  States  Steel  and  Bethlehem  Steel  companies 
have  included  a voluntary  second  surgical  opinion 
program  for  employees  and  their  dependents  on  an 
experimental  basis. 

The  program,  which  will  be  in  effect  through  July 
31,  1983,  will  operate  as  follows: 

— A second  surgical  opinion  will  be  considered  a 
covered  benefit  only  for  the  following  elective  surgical 
procedures  — hysterectomy,  tonsillectomy  and  ade- 
noidectomy,  cataract  surgery,  spinal  and  vertebral 
surgery,  prostate  surgery,  cholecystectomy,  mastec- 
tomy and  excision  of  cysts,  tumors  or  lesions  from  the 
breast. 

— If  one  of  these  procedures  is  recommended,  the 
opinion  of  a second  physician  will  be  covered.  In  the 
event  the  two  surgical  opinions  differ,  the  program 
pays  for  the  cost  of  a third  opinion.  Also  covered  are 
any  necessary  laboratory  tests  and/or  x-rays  per- 
formed in  connection  with  the  consultation. 


Note:  The  purpose  of  the  second  surgical  opinion  is 
purely  advisory.  Benefits  will  not  be  predicated  upon 
the  employee  or  dependent  following  the  advice  of 
any  of  the  physicians  consulted. 

— In  submitting  claims,  physicians  giving  second 
and/or  third  opinions  should  file  the  Blue  Shield 
Physician  Service  Report  forms  indicating  the  follow- 
ing: diagnosis;  consultation  fee  and  laboratory  tests 
and/or  x-rays  performed  and  the  fee  for  each.  The 
statement  “Steel  Second  and/or  Third  Surgical  Opi- 
nion” should  be  entered  in  the  PSR’s  “Description  of 
Services”  section.  Failure  to  include  this  language 
could  result  in  the  denial  of  the  claim. 

GM  Retirees  — Illinois  Plan  Members 

All  retired  GM  members  with  coverage  through  the 
Illinois  Plan  have  Blue  Cross  only  contracts.  This 
means  that  physician  and  professional  services  in- 
cluding prescription  drugs  should  be  submitted 
through  the  Metropolitan  Life  Insurance  Company, 
the  GM  carrier  for  professional  claims,  and  if  the 
member  is  eligible,  to  the  Medicare  Part  B carrier. 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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Competition  Redefined 


Clearly  government  is  changing  course.  All  sig- 
nals indicate  that  there  is  a dual  trend  toward  pro- 
competition and  deregulation  activities.  Philo- 
sophically, and  conceptually,  this  pincer  attack  on 
our  nation’s  economic  problems  is  consonant 
with  the  thinking  of  many  physicians  and  the  ma- 
jor policies  of  organized  medicine. 

However,  we  must  recognize  that  so  abrupt  a 
change  in  direction  will  require  significant  re- 
thinking of  our  values  and  priorities.  After  sever- 
al decades  of  developing  policies  and  im- 
plementing strategies  to  resist  governmental 
incursions  into  the  practice  of  medicine,  to  block 
or  modify  federal  and  state  regulatory  efforts  and 
to  diminish  outside  controls  on  our  practices,  we 
may  now  find  that  we  are  well  prepared  to  con- 
front an  enemy  who  has  vanished. 

Perhaps  we  will  witness  the  end  of  competition 
with  HSAs  over  the  need  for  services  and  number 
of  hospital  beds  . . . with  PSROs  over  the  length 
of  patients’  hospital  stays  . . . and  with  federally- 
funded  HMOs. 

The  gradual  elimination  of  medicine’s  compe- 
tition with  government  most  likely  will  be  re- 
placed by  competition  within  medicine:  competi- 
tion among  individual  physicians  or  practice 
groups.  Physicians  who  have  known  only  a “sell- 


ers market”  may  be  forced  to  practice  in  a new 
environment. 

As  it  was  important  for  us  to  learn  the  im- 
plications and  the  jargon  of  regulatory  activities, 
it  becomes  equally  essential  that  we  now  learn  of 
the  implications  of  “a  free  market  system,”  the 
jargon  of  competition,  and  what  this  competitive 
approach  could  or  might  do  to  our  practice  of 
medicine,  to  us  individually  and  to  our  medical 
society. 

In  the  past  or  passing  situation,  we  became 
informed  and  then  developed  positions  and  strat- 
egies that  were  appropriate  and  effective.  It  is 
now  equally  important  to  become  informed,  en- 
abling us  to  make  intelligent  choices  once  again. 

We  must  consider  what  competition  means 
when  applied  to  the  practice  of  medicine.  We 
must  learn  how  competition  can  occur  and  at 
which  levels  so  that  quality  and  the  ethical  prac- 
tice of  medicine  will  not  be  compromised.  Above 
all  we  must  be  sure  that  our  patients  will  not 
receive  less  care,  either  in  quality  or  amount, 
than  they  truly  require. 

Competition  — almost  by  definition  — suggests 
that  someone  will  get  more  for  less.  Again,  we 
must  be  sure  that  our  patients  do  not  get  less.  ◄ 


Fred  Z.  White,  M.D.,  President 


for  April,  1981 
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Clinics  for  Crippled  Children 
Listed  for  May 

Thirty-nine  clinics  for  Illinois'  physically  handicapped 
children  have  been  scheduled  for  May  by  the  University  of 
Illinois,  Division  of  Services  for  Crippled  Children.  The 
clinics  provide  diagnostic  orthopedic,  pediatric,  speech  and 
hearing  examination,  along  with  medical,  social  and  nurs- 
ing services.  There  will  be  28  general  clinics,  9 cardiac  clin- 
ics, one  for  children  with  neurological  problems  and  one  for 
myelodysplasia.  Any  private  physician  may  refer  to  or  bring 
to  a convenient  clinic  any  child  or  children  for  whom  he  may 
want  examination  or  consultative  services. 

1 Division  Cardiac  — U.  of  I.  al  the  Medical  Center 

4 Peoria  Myelodysplasia  — St.  Francis  Medical  Center 

5 Belleville— St.  Elizabeth's  Hospital 

5  Park  Ridge  Cardiac— AM  — Lutheran  General  Hospital 
5 Park  Ridge  General  — PM  — Lutheran  General  Hospital 

5 Wheaton  General—  Marianjoy  Rehab.  Hosp. 

6 Rock  Island  CP— Foundation  for  Crippled  Children  and 

Adults 

6 Hinsdale  — Hinsdale  Sanitarium 

7 Effingham  — St.  Anthony  Memorial  Hospital 
7 Sterling— Community  General  Hospital 

7  Pittsfield  — lllini  Community  Hospital 
7 Lake  County  Cardiac— Victory  Mem.  Hosp. 

1 1  Peoria  Cardiac  — St.  Francis  Med.  Center 
1 1 Chicago  Heights  Cardiac— St.  James  Hosp. 

1 1 Maywood  — (Orth/Ped/Neuro)  — Loyola  Medical  Center 

12  East  St.  Louis  — Community  Hospital 

1 2 Peoria  — St.  Francis  Medical  Center 

13  Mt.  Vernon— Good  Samaritan  Hospital 

13  Champaign-Urbana  — McKinley  Health  Serv.  Center 
1 3 Chicago  Heights  General  — St.  James  Hosp. 

13  Joliet— St.  Joseph  Hospital 

14  Kankakee  General— St.  Mary’s  Hospital 

14  Aurora  Cardiac— Mercy  Center  for  Health  Care  Serv- 
ices 

14  Springfield  General  — St.  John’s  Hospital 

14  Macomb  — McDonough  Health  Department 

1 5 Kankakee  Cardiac  — St.  Mary's  Hospital 

1 8  Chicago  Heights  Cardiac— St.  James  Hosp. 

18  Maywood  — (Orlho/Ped)  — Loyola  Medical  Center 

19  Rock  Island  Area  General  — Moline  Public  Hospital 
19  Alton  — Alton  Memorial  Hospital 

19  Decatur  — Decatur  Memorial  Hospital 

20  Springfield  Ped-Neuro— St.  John’s  Hospital 

20  Evergreen  Park  — Little  Company  of  Mary  Hospital 

21  Rockford— Rockford  Memorial  Hospital 
21  Centralia— St.  Mary’s  Hospital 

21  Elmhurst  Cardiac  — Memorial  Hospital  of  DuPage 
County 

26  Peoria— St.  Francis  Medical  Center 

27  Chicago  Heights  General— St.  James  Hosp. 

27  Elgin  General— Sherman  Hospital 

The  Division  of  Services  for  Crippled  Children  is  the  of- 
ficial state  agency  established  to  provide  medical,  surgical, 
corrective  and  other  services  and  facilities  for  diagnosis, 
hospitalization  and  after-care  for  children  with  crippling 
conditions  or  who  are  suffering  from  conditions  that  may 
lead  to  crippling.  In  carrying  on  its  program,  the  Division 
works  cooperatively  with  local  medical  societies,  hospitals, 
the  Illinois  Children’s  Hospital-School,  civic  and  fraternal 
clubs,  visiting  nurse  associations,  local  social  and  welfare 
agencies,  local  chapters  of  the  National  Foundation  and 
other  interested  groups.  In  all  cases,  the  work  of  the  Divi- 
sion is  intended  to  extend  and  supplement,  not  supplant, 
activities  of  other  agencies,  either  public  or  private,  state  or 
local,  carried  on  in  behalf  of  crippled  children. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  5ciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  nech  obstruction,  hypersensitivity  to  chlordiazepoxide 
FICI  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
Inhibitors,  phenothlazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  In  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established 
Adverse  Reactions:  Flo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Llbrax.  When  chlordiazepoxide 
FICI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  Instances  Also  encountered 
Isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  In  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscraslas  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide FIG,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Llbrax  typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Llbrax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc. 
Manatl,  Puerto  Rico  00701 


■\  Duodenal 


JLCER'  MAMASEMEMT 


Mgs 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(ctidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®  (ch lord iazepoxide 
liCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br 

Antianxiety/Antbecretory/Antbpasmodic 


3k  has  been  evaluated  as  possibly  effective  for 
indication.  Please  see  brief  summary  of  pre- 
ying information  on  facing  page. 

:ograph  of  simulated  gastric  hypersecretion. 


EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity Stritch  School  of  Medicine 


This  is  a fifty-seven  year  old  man  who  presented  to  the  emergency  service  with  complaints  of  palpitations 
and  lightheadedness.  He  had  a double  aortocoronary  bypass  and  left  ventricular  aneurysmectomy  four 
years  earlier.  Physical  exam  of  the  heart  demonstrated  a heart  rate  of  140  beats  per  minute  and  a 
ventricular  gallop  (Sfl.  He  also  had  bilateral  fine  crepitant  rales  in  the  lungs.  His  blood  pressure  was  90/ 
40mmHg.  An  ECG  showed  atrial  flutter  with  2:1  atrioventricular  (A  V)  block  and  complete  left  bundle 
branch  block.  Direct  current  cardioversion  restored  sinus  rhythm  but  long  R-R  cycles  developed.  A 
temporary  transvenous  pacemaker  was  placed  in  the  right  ventricular  apex.  The  patient  was  admitted  to 
coronary  care  to  rule  out  a myocardial  infarction.  The  next  day  right  carotid  sinus  massage  (R-CSM)  was 
carefully  performed  to  evaluate  the  pacemaker  function. 


Questions: 

1.  The  ECG  continuous  rhythm  strip  in  the 
top  and  middle  panels  shows: 

A.  Sinus  slowing. 

B.  An  occasional  premature  ventricular 
beat. 

C.  A well  functioning  demand  pacemaker 
(P). 

D.  The  carotid  sinus  massage-induced  AV 
block. 

E.  All  of  the  above. 


2.  The  lower  ECG  strip  was  taken  several 

hours  later  and  shows: 

A.  Sinus  rhythm  with  second  degree  AV 
block. 

B.  Well  functioning  demand  pacemaker. 

C.  Evidence  for  an  acute  myocardial  infarc- 
tion. 

D.  Ventricular  tachycardia. 

E.  The  return  of  complete  left  bundle 
branch  block. 

(Continued  on  page  24  7) 
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IMPAC 


ILLINOIS  STATE  MEDICAL  SOCIETY 
POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 


The  person  who  says 


that  he  is  above  politics 


is  really  saying  that 


democracy  is  beneath  him. 


This  certainly  isn’t  you,  is  it? 


The  contribution  supports  a political  action  committee  membership  in  IMPAC  for  candidates  for  public  office  in  Illinois  and  candidates  for 
federal  office  elsewhere  through  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor 
the  AMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  Copies  of  IMPAC  and  AMPAC 
reports  are  filed  with  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.C.  Contributions  are  subject  to  the 
limitations  of  FEC  regulations.  Sections  110.1,  110.2,  and  110.5  (Federal  regulations  require  this  notice).  IMPAC  reports  are  also  filed  with  the 
State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections,  1020  South  Spring  Street,  Springfield, 
Illinois  62704. 


OBITUARIES 

*Bock,  Harold  L.,  Normal,  died  February  12, 
1981,  at  the  age  of  61.  He  was  a 1943  graduate  of 
the  University  of  Illinois  College  of  Medicine. 
*Cunningham,  Raymond  J.,  Palos  Hills,  died 
March  8,  1981,  at  the  age  of  44.  Dr.  Cunningham 
was  a 1965  graduate  of  the  Chicago  College  of 
Osteopathic  Medicine. 

**Frisch,  Isaac  J.,  Chicago,  died  February  22, 
1981,  at  the  age  of  90.  He  was  a 1912  graduate  of 
Chicago  College  of  Medicine  and  Surgery. 

*Lees,  William  M., 
Lincolnwood,  died 
March  28,  1981,  at  the 
age  of  66.  A board  certi- 
fied general  and  thoracic 
surgeon  and  fellow  of 
the  American  College  of 
Surgeons,  Dr.  Lees  was 
a member  and  im- 
mediate past  president 
of  the  ICCME  Board.  He 
served  as  chairman  of  the  ISMS  Board  of  Trus- 
tees from  1972-74,  and  as  a member  of  that  body, 
1965-77.  The  1977-78  ISMS  second  vice  presi- 
dent, Dr.  Lees  was  a member  or  chairman  of 
several  ISMS  councils  and  committees.  Dr.  Lees 
had  been  chief  of  staff  at  Hines  VA  Hospital,  a 
professor  of  cardiopulmonary  surgery  for  the 
Loyola  University  Stritch  School  of  Medicine  and 
chief  of  surgery  at  the  Municipal  Tuberculosis 
Sanitarium  in  Chicago. 

**McBean,  Myrtle  Jean,  Duarte,  CA,  formerly 
of  Oak  Park,  died  October  20,  1980,  at  the  age  of 
81.  She  was  a 1925  graduate  of  the  University  of 
Manitoba  Faculty  of  Medicine,  Winnipeg. 

**Meyer,  Joseph  L„,  Chicago,  died  March  3, 
1981,  at  the  age  of  82.  Dr.  Meyer  was  a 1923 
graduate  of  Loyola  University  Stritch  School  of 
Medicine. 

*Thegze,  Charles  G.,  Chicago,  died  February  27, 
1981,  at  the  age  of  67.  He  was  a 1939  graduate  of 
a medical  school  in  Budapest,  Hungary. 
**Rosenblum,  Abraham  I.,  Chicago,  died 
March  3,  1981,  at  the  age  of  78.  Dr.  Rosenblum 
was  a 1927  graduate  of  the  University  of  Illinois 
College  of  Medicine. 

*Rubinstein,  Richard  I.,  Chicago,  died  March 
11,  1981,  at  the  age  of  51.  Dr.  Rubinstein  was  a 
1955  graduate  of  the  University  of  Chicago 
Pritzker  School  of  Medicine. 

**Wanderer,  A.E.A.,  Oak  Park,  died  March  11, 
1981,  at  the  age  of  89.  Dr.  Wanderer  was  a 1912 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

* Indicates  ISMS  member 

"""Indicates  ISMS  member  of  the  fifty  year  club 


Brief  Summary 

INDICATIONS  — For  management  of  anxiety  disorders  or 
short-term  relief  of  symptoms  of  anxiety.  Anxiety  or  ten- 
sion associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use  (over  4 months)  not 
assessed  by  systematic  clinical  studies.  Physician  should 
periodically  reassess  usefulness  for  each  patient. 

For  symptomatic  relief  of  acute  alcohol  withdrawal. 

CONTRAINDICATIONS  — Known  hypersensitivity  to  the 
drug.  Acute  narrow  angle  glaucoma. 

WARNINGS  — Not  for  use  in  depressive  neuroses  or 
psychotic  reactions.  Caution  patients  against  hazardous 
occupations  reguiring  mental  alertness,  such  as  operating 
dangerous  machinery  including  motor  vehicles.  Advise 
against  simultaneous  use  of  other  CNS  depressants,  and 
caution  patients  that  effects  of  alcohol  may  be  increased. 
Not  recommended  for  patients  under  18.  Nervousness, 
insomnia,  irritability,  diarrhea,  muscle  aches,  and  mem- 
ory impairment  have  followed  abrupt  withdrawal  from 
long-term  high  dosage.  Withdrawal  symptoms  were  re- 
ported after  abrupt  discontinuance  of  benzodiazepines 
taken  continuously  at  therapeutic  levels  for  several 
months.  Use  caution  in  patients  having  psychological 
potential  for  drug  dependence  (dependence  has  been 
observed  in  dogs  and  rabbits). 

Pregnancy  and  Lactation:  Minor  tranquilizers  should 
almost  always  be  avoided  first  trimester.  Consider 
possibility  of  pregnancy  before  initiating  therapy. 
Patient  should  consult  physician  about  discontinuation 
if  she  becomes  pregnant  or  plans  pregnancy.  Do  not 
give  to  nursing  mothers. 

PRECAUTIONS  — Observe  usual  precautions  in  depres- 
sion accompanying  anxiety,  or  in  patients  with  suicidal 
tendency,  or  those  with  impaired  renal  or  hepatic  func- 
tion. Do  periodic  blood  counts  and  liver  function  tests 
during  prolonged  therapy.  Use  small  doses  and  gradual 
increments  in  the  elderly  or  debilitated. 

ADVERSE  REACTIONS  — Drowsiness,  dizziness,  various 
g.i.  complaints,  nervousness,  blurred  vision,  dry  mouth, 
headache,  mental  confusion,  insomnia,  transient  skin 
rashes,  fatigue,  ataxia,  genitourinary  complaints,  irritabil- 
ity, diplopia,  depression,  slurred  speech,  abnormal  liver 
and  kidney  function,  decreased  hematocrit,  decreased 
systolic  blood  pressure. 

DOSAGE  — ANXIETY  — Usual  daily  dose  30  mg  or  less 
(start  the  elderly  or  debilitated  at  7.5-15  mg).  Adjust 
gradually  within  15-60  mg  daily  range.  Capsules  and 
scored  tablets:  divided  doses:  or  once  daily  h.s.  (start 
patient  at  15  mg) . Single  dose  tablets,  22.5  mg  (for  pa- 
tients stabilized  on  7.5  mg  t. i d.)  or  11  25  mg:  once  daily 
at  any  hour. 

INTERACTIONS  — Potentiation  may  occur  with  ethyl  al- 
cohol, hypnotics,  barbiturates,  narcotics,  phenothiazines, 
MAO  inhibitors,  other  antidepressants.  In  bioavailability 
studies  with  normal  subjects,  concurrent  administration 
of  antacids  at  therapeutic  levels  did  not  significantly  influ- 
ence bioavailability  of  TRANXENE. 

0VERD0SAGE  — Take  general  measures  as  for  any  CNS 
depressant. 

SUPPLIED  — Tranxene  (clorazepate  dipotassium)  3.75, 
7.5,  and  15  mg  capsules  and  scored  tablets.  Tranxene-SD 
Half  Strength  11.25  and  Tranxene-SD  22.5  mg  single  dose 
tablets. 

REFERENCES  — 1.  The  elimination  kinetics  of  an  agent 
can  be  closely  defined,  but  cannot  at  present  be  directly 
related  to  therapeutic  or  adverse  effects.  2.  Sedation 
reported  in  normal  volunteers  30  minutes  after  dosing. 
TRANXENE  Drug  Monograph  97-0185,  1979,  p.  9 
3.  Op  cit. , p 15. 
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How 
therapy 
for  anxiety 
stops  is  as 
important 
as  how  it 
starts. 


When  treatment  with 
TRANXENE®  concludes,  nor- 
diazepam  levels  taper  gently.1  This 
built-in  tapering  effect  may  give 
patients  time  to  adjust  to  post-therapy 
— an  important  consideration  when 
choosing  an  agent  for  short-term  manage- 
ment of  anxiety. 

Yet,  TRANXENE  starts  fast.  Pharmacologic 
effects  are  observed  in  just  half  an  hour.2  Peak  serum 
levels  are  reached  in  1-2  hours. 

TRANXENE  offers  predictable  calming  action.3  In  25 
short-term  studies,  positive  therapeutic  response  ranging  from 
83%  to  90%  was  obtained.  TRANXENE.  A logical  first  choice 
for  short-term  therapy. 


Tranxene  @ 

clorazepate  dipotassium 

Starts  promptly... 
stops  gently 


See  opposite  page  for  brief  summary. 


The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


This  month’s  Viewbox  was  contributed  by  Richard  Provus,  M.D.,  fellow  in  Nuclear 
Medicine,  Loyola  Univ.  Med.  Ctr.,  Maywood 


This  69-year-old  white  male  with  a known  history  of  severe  chronic  lung  disease  was 
admitted  through  the  emergency  room  with  a complaint  of  upper  abdominal  pain.  The 
patient  was  receiving  steroids  for  his  lung  disease. 

The  physical  examination  of  the  abdomen  revealed  right  upper  quadrant  pain  without 
rebound.  The  patient's  temperature  was  36.5  C.  The  white  count  at  the  time  of  admis- 
sion was  12, 900.  The  serum  amylase  was  normal.  Clinically,  acute  cholecystitis  was 
suspected. 


Figure  1 

Supine  Abdomen 


Your  Diagnosis? 

1.  Acute  Cholecystitis 

2.  Perforated  Peptic  Ulcer 

3.  Mesenteric  Thrombosis 

4.  Abdominal  Abscess 

5.  Acute  Pancreatitis 


What  Would  You  Order  Next? 

A.  IVC 

B.  Ultrasound 

C.  99mTc-IDA  Study 

D.  Oral  Cholecystogram 

E.  Computed  Tomography 


(Continued  on  page  250) 
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Guest  Editorial 


M.  E.  C.  O. 

By  Richard  C.  Lussky,  Chicago 
Illinois  MECO  Project  Director  1 980-81 


MECO  (Medical  Education  Community  Or- 
ientation) is  a jointly  sponsored  ISMA  Student 
Business  Section/AMSA  program  for  first  and 
second  year  medical  students.  The  program  offers 
the  student  early  clinical  exposure  and  introduces 
him/her  to  the  practice  of  medicine  in  a com- 
munity orientation.  MECO,  depending  on  the 
state,  is  either  a hospital  centered  program,  (as  in 
Illinois)  a physician  based  program  (as  in  North 
Dakota)  or  a combination  of  these  two 
approaches  (as  in  Kentucky). 

In  the  hospital  orientation,  MECO  is  devel- 
oped around  the  concept  of  mini-clerkships;  the 
student  rotates  through  hospital  departments 
( e.g . surgery,  pediatrics,  medicine).  Examples  of 
opportunities  are  the  ability  to  make  rounds  with 
physicians,  assist  in  the  OR  or  delivery  room,  and 
do  histories  and  physicals. 

When  centered  around  individual  physicians, 
the  student  gains  pre-clinical  experience  on  a 
one-to-one  basis  with  a practicing  physician  dur- 
ing the  daily  management  of  his  practice.  With 
this  approach,  the  student  will  have  the  same  op- 
portunities as  those  students  in  hospital  based 
programs,  but  their  participation  will  be  centered 
around  the  physician’s  area  of  practice.  Ideally,  all 
three  approaches  will  be  additionally  punctuated 
by  the  student’s  involvement  in  community  pro- 
grams (e.g.  participation  in  nursing  homes,  drug 
rehabilitation  centers,  planned  parenthood  or- 
ganizations, ambulance  services).  MECO  basical- 
ly offers  the  student  a clinical  orientation  that  is 
not  available  within  the  traditional  medical  cur- 
riculum. 


MECO  was  founded  in  1968  at  Illinois  Masonic 
Hospital  in  Chicago.  Today,  more  than  4,000  stu- 
dents in  35  states  have  participated. 

The  goals  and  objectives  of  MECO  are  multi- 
faceted. By  introducing  students  early  in  their 
medical  education  to  primary  care  medicine  in  a 
community  atmosphere,  and  to  the  cultural,  eco- 
nomic and  environmental  determinants  of 
health,  it  is  hoped  that  it  will  raise  their  awareness 
of  the  grave  need  for  physicians  in  underserved 
areas  and  the  increasing  demand  in  general  for 
quality,  community  oriented,  primary  care  medi- 
cine. Additional  goals  of  MECO  are  the  follow- 
ing: 

• To  introduce  the  student  to  the  operation 
and  organization  of  community  health  care 
institutions  and  their  inter-relationships  and 
planning  as  related  to  the  delivery  of  health 
care  in  a community. 

• To  introduce  the  student  to  the  roles  of 
other  health  care  professionals  and  the  in- 
terplay between  these  individuals  and  their 
fellow  physicians. 

• To  introduce  the  preclinical  medical  stu- 
dent to  the  clinical  aspects  of  medicine  as  a 
reinforcement  and  motivational  force  in 
relation  to  the  medical  school  curriculum. 

• To  provide  the  student  with  an  op- 
portunity to  take  part  in  the  planning  of  his 
own  educational  experience  as  a preparation 
for  a lifetime  of  self-directed  continuing  ed- 
ucation. 

• To  introduce  the  student  to  the  multiple 
Opportunities  for  continuing  medical  educa- 
tion in  a nonacademic  setting. 
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MECO  also  affords  numerous  advantages  to 
the  local  community  and  participating  hospital 
and/or  physician  (s). 

• A future  increase  in  primary  care  physicians 
for  the  community.  Short  term  studies  have 
shown  a statistically  significant  number  of 
students  reported  either  returning  or  stating 
they  will  return  to  the  locale  of  their  MECO 
program. 

• An  opportunity  to  be  part  of  the  educational 
system.  For  many  physicians  a major  appeal 
of  the  program  is  the  satisfaction  gained 
through  participation  in  the  medical  educa- 
tion of  future  physicians  and  the  stimulation 
provided  by  the  student’s  presence. 

• Physicians  receive  continuing  education 
credit  for  their  participation  from  the  Academy 
of  Family  Physicians  and  the  American  Med- 
ical Association.  The  American  Academy  of 
Family  Physicians  grants  thirty  hours  of 
continuing  education  credit  to  any  members 
participating  for  a summer  in  the  MECO 
program.  The  American  Medical  Associa- 
tion provides  hour-for-hour  credit  towards 
its  Physician  Recognition  Award,  up  to  a 
maximum  of  45  hours,  for  physicians  of  any 
specialty  who  teach  students  in  the  MECO 
program.  Information  related  to  reporting 
these  credits  may  be  obtained  directly  from 
the  AAFP  and  the  AMA. 

ISMS/SBS  is  always  searching  for  additional 
hospitals  and  physicians  wishing  to  participate  in 
the  MECO  program.  Community  hospitals  that 
are  not  primary  university  teaching  hospitals, 
community  physicians  and  group  practice  clinics 
are  ideally  suited. 

In  general,  students  receive  an  educational  sti- 
pend of  at  least  $100  per  week,  plus  room  and 
board.  This  funding  usually  is  provided  by  either 
the  hospital  where  the  student  is  based  or  by  the 
physician  preceptor,  if  an  individual  program  is 
developed  along  the  lines  of  a traditional  pre- 
ceptorship.  In  addition,  funding  in  a number  of 
communities  has  been  obtained  from  local  civic 
organizations  ( e.g .,  Kiwanis,  Rotary  Clubs)  local 
industry  or  private  foundations  responsive  to  the 
needs  of  a local  or  statewide  area. 

MECO  in  Illinois  is  co-sponsored  by  the  Illinois 
State  Medical  Society’s  Student  Business  Section, 
the  Illinois  Hospital  Association,  the  Illinois 
Academy  of  Family  Physicians  and  the  American 
Medical  Student  Association.  For  further 
information  on  MECO,  please  contact  the  ISMS 
Headquarters  office,  55  East  Monroe,  Suite  3510, 
Chicago,  Illinois  60603.  M 
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In  Acute  Cervical  Hyperextension-Hyperflexion  Injuries 

Transcutaneous  Electrical 
Neurostimulation 

By  Robert  R.  Richardson,  M.D.  And  Edir  B.  Siqueira,  M:D. /Chicago 


Transcutaneous  electrical  neurostimulation  (TENS)  is  a noninvasive  modality  that 
has  been  proven  effective  in  treatment  of  various  etiologies  of  acute  and  chronic  pain,  as 
well  as  prevention  and  treatment  of  post-traumatic  and  chronic  neurogenic  ileus.  We 
have  applied  this  modality  as  an  ancillary  therapeutic  aid  in  24  patients  suffering 
“whiplash  ” injuries.  Significant  pain  relief  was  achieved  in  18  of  24  patients  ( 75%). 


Transcutaneous  electrical  neurostimulation 
(TENS)  which  evolved  as  a noninvasive  alterna- 
tive to  dorsal  column  stimulation1'3  has  been  suc- 
cessfully used  in  the  treatment  and  alleviation  of 
chronic  intractable  pain,1"3  acute  postoperative 
pain,4  postoperative  and  post- traumatic  ileus,4'5 
delivery  pain,6  peripheral  vascular  insufficiency,7 
and  musculoskeletal  pain  of  acute  spinal  cord 


ROBERT  R.  RICHARDSON,  M.D.,  is  a board  eligible 
neurosurgeon  affiliated  with  Mount  Sinai  Hospital  and 
Medical  Center  in  Chicago.  At  this  writing,  Dr.  Richard- 
son was  an  instructor  in  neuroanatomy  at  the  North- 
western University  Medical  School.  He  has  also  served 
as  assistant  chief  of  the  Center  for  Physiologic  Neuro- 
surgery, and  an  assistant  professor  of  neurosurgery  at 
New  York  Medical  College  and  New  York  University. 
EDIR  B.  SIQUEIRA,  M.D.,  is  a board  certified  associate 
professor  of  neurosurgery  at  Northwestern  University 
Medical  School.  He  is  a member  of  the  medical  staff  for 
Northwestern  Children's  Memorial  Hospital,  Wesley 
Memorial  Hospital  and  Cook  County  Hospital  in  Chica- 
go. Dr.  Siqueira  is  a former  president,  councilor  and 
secretary-treasurer  for  the  Chicago  Neurological  Socie- 
ty- 


injuries.8  A most  difficult  type  of  pain  to  treat  is 
the  pain  resulting  from  acute  hyperextension-hy- 
perflexion  injury  of  the  cervical  spine,  or  the  so- 
called  “whiplash  injury.”9-13  Definitive  medical 
treatment  in  the  vast  majority  of  these  injuries  is 
conservative,  although  various  psychosomatic 
and  “litigation”  elements  can  intercede  and  hin- 
der effective  medical  treatment.11’13  We  applied 
TENS  in  alleviating  the  acute  pain  and  muscular 
spasm  of  patients  suffering  from  acute  cervical 
hyperextension-hyperflexion  strain  or  “whiplash 
injury”  (Figure  1). 

Materials  and  Methods 

The  Avery®  alternate-pulse,  constant-current 
transcutaneous  electrical  neurostimulation  sys- 
tem with  varying  parameters  of  frequency,  out- 
put, and  pulse  duration  was  utilized  in  the  con- 
ventional manner.14  The  site  of  application  was 
paracervical  (Figure  2),  and  constant  neurostim- 
ulation was  used  along  with  other  conservative 
modes  of  therapy. 

All  24  patients  had  been  in  automobile  ac- 
cidents and  suffered  traumatic  hyperextension- 
hyperflexion  injuries  of  the  cervical  spine  or 
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Figure  1 

Lateral  cervical  roentgenogram  showing  “straightening  of 
the  cervical  spine”  postinjury  of  Case  4 (inpatient)  wearing 
cervical  brace. 


acute  musculoskeletal  strain  between  1975-1977. 
All  patients  had  complained  of  nonradicular,  lo- 
calized cervical  pain  and  muscle  spasms.  Eight- 
een patients  had  associated  occipital,  bifrontal, 
chest,  leg,  shoulder  or  lumbo-sacral  pain.  All  pa- 
tients were  neurologically  intact,  except  for  mild 
pain  and  limitation  of  neck  and/or  back  motion. 
All  had  cervical  roentgenograms  negative  for 
fracture  and  dislocation,  but  some  showed  re- 
versal of  the  normal  lordotic  curvature  (Figure 
1).  Ten  of  the  24  patients  were  treated  (emer- 
gency room)  and  followed  (outpatient  clinic). 
Fourteen  of  the  24  patients  were  admitted  and 
treated  as  inpatients.  The  patients  were  randomly 
selected,  based  on  physician  availability. 

Quantitative  and  percentage  methods  were 
utilized  to  evaluate  individually  each  patient’s 
pain  relief.14  These  values  were  based  on  the  de- 
crease or  discontinuance  of  narcotic  analgesics, 
improvement  in  motor  and  physical  activities,  a 
lessening  of  pain  behavior  and  complaints,  and 
increase  in  social  communication  and  inter- 
relationships. Significant  pain  relief  was  consid- 
ered to  be  50%  or  greater  relief;  insignificant  pain 


Figure  2 

Lateral  cervical  roentgenogram  showing  the  paracervical 
placement  of  the  Avery  " transcutaneous  electrodes  with 
their  connecting  stainless  steel  wires  running  to  an  external 
transmitter  (not  shown)  in  Case  4 (inpatient). 


relief  was  less  than  50%  relief.  Complete  pain 
relief  was  100%  relief  and  meant  that  the  patient 
was  on  no  narcotic  analgesic,  was  ambulatory, 
and  was  interacting  appropriately  with  no  pain 
behavior.  These  values  were  computed  and  aver- 
aged by  the  involved  physicians  and  nurses 
(Tables  1 and  2). 

Results 

After  the  initial  application  of  the  electrodes 
either  on  an  outpatient  or  an  inpatient  basis,  sig- 
nificant initial  pain  relief  was  achieved  in  21  of  24 
patients,  (87.5%)  consisting  of  nine  outpatients 
and  12  inpatients.  Nine  out  of  the  12  inpatients 
and  nine  of  the  10  outpatients  continued  to 
achieve  similar  significant  pain  relief  one-to-two 
weeks  postapplication  of  TENS  (Tables  1 and  2). 
None  of  the  18  TENS-responders  (75%)  required 
any  narcotic  medication,  and  none  remained  on  a 
constant  or  fixed  intake  of  muscle  relaxants  and/ 
or  non-narcotic  analgesics  two  weeks  postapplica- 
tion. The  electronic  parameters  effective  in 
achieving  significant  pain  relief  in  the  TENS-re- 
sponding  patients  were  as  follows:  Output: 
varying  from  5 to  7;  Frequency:  varying  from  4 to 
6;  Pulse  Duration:  varying  from  4 to  5. 

All  six  of  the  non-TENS  responders  had  a legal 
suit  in  progress  by  two  weeks  postinjury,  as  op- 
posed to  only  two  patients  out  of  the  18  TENS- 
responding  patients.  Three  inpatients  in  the  non- 
TENS  responding  group  initially  experienced 
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ACUTE  CERVICAL  HYPEREXTENSION- 
HYPERFLEXION  OUTPATIENT  INJURIES 
Northwestern  Memorial  Hospital 
Northwestern  University 
1975  - 1977 


No 

Patient 

Days  of 
TENS 

Percentage  Pain 
Relief  with  TENS 

Medication  Required 

Legal  Suit 
in  Progress 

Associated  Problems 

i 

C M 

5 

100 

Darvon  65  q 4 hours 

No 

Leg  cramps 

2 

M H 

15 

100 

Occasional  aspirin 

Yes 

Headaches,  vertigo 

3 

J C 

— 

0 

Tylenol  #3  q 4 hours 
Valium  5mg  q i d 

Yes 

Low  back  pain,  hostility,  and 
anxious 

4 

T S 

7 

100 

None 

No 

- 

5 

C P 

6 

50 

Valium  5mg.  q i d 
Darvocet  N.  q 4 hours 
Occasional  Tylenol  #3 

Yes 

Low  back  pain 

6 

1 V 

7 

100 

Valium  5mg  1 i d 

No 

Bifrontal  and  occipital  pain 

7 

G H 

4 

75 

Darvocet  N q 4 hours 

No 

- 

8 

1 J 

4 

50 

Darvon  65  q 4 hours 

No 

Headache 

9 

J D 

6 

75 

Occasional  Darvocet  N 

No 

Thoracic  and  lumbar  pain 

10 

1 A 

6 

100 

None 

No 

Headache,  vertigo 

Table  1 


good  pain  relief,  but  this  failed  to  last  more  than 
24  hours. 


Discussion 

Acute  cervical  hyperextension-hyperflexion 
injuries  (whiplash  injuries)  were  initially  de- 
scribed in  50  patients  by  Gay  and  Abbott  in 
1953. 10  Experimental  studies  later  showed  that 
the  biophysical  mechanism  of  the  hyperextension 
injury  was  due  to  an  acceleration  force.13 
Pathophysiologically,  minor  “whiplash  injuries” 
are  caused  acutely  by  rupture  or  stretching  of  the 
supporting  nuchal  ligaments,  tears  in  the  joint 
capsule,  hemorrhage  and  edema  into  the  para- 
cervical musculature,  and  damage  to  the  cervical 
sympathetic  system.9'13  Approximately  90%  of 


these  injuries  are  mild  in  that  patients  presented 
with  localized,  nonradicular  nuchal  findings  and 
had  no  fracture  and/or  dislocation  of  the  cervical 
roentgenological  studies.9'13  They  are  estimated 
to  occur  in  15%  of  all  automobile  accidents  and 
are  more  prone  to  occur  in  women,10’1213  These 
mild  cervical  injuries  were  found  to  be  associated 
with  transient  vertigo,  mild  concussion,  transient 
vasomotor  complaints,  frontal  and  occipital  pain 
and  headache,  and  low  back  pain.9'13  Later  when 
a “litigation  neurosis”  or  other  psychosomatic 
elements  were  discovered  in  the  course  of  the 
recovery  or  convalescent  period,  Gotten  showed 
that  88%  of  these  patients  recovered  com- 
pletely.11 

Various  authors  have  prescribed  varying  con- 
servative medical  regimens  for  the  treatment  of 


Dial  Settings 

Output  Current  (mA. ) 
(Amplitude) 

Pulse  Width  (uses.)  + 15% 

Pulse 

Pate 

0 

0.2  + 10% 

72.5 

8.7 

+ 10% 

1 

0.3  " 

100 

9.5 

•• 

2 

0.55  " 

150 

10.5 

" 

3 

1.0  " 

190 

12.0 

+ 10% 

4 

2.6  " 

235 

14.5 

+ 15% 

5 

5.5  " 

280 

18.0 

+ 20% 

6 

11.0  " 

330 

25.0 

± 25% 

7 

16.0  " 

360 

36.0 

" 

8 

26.5  " 

400 

90.0 

+ 25% 

9 

38.5  + 20% 

440 

240 

+ 15% 

Table  2 
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the  acute  phase  of  these  minor,  localized  inju- 
ries.9,10’12'13 Briefly,  these  include  bed  rest,  limi- 
tation of  activity,  immobilization  with  a soft 
cervical  collar,  narcotic  and  non-narcotic  anal- 
gesics, muscle  relaxants,  tranquilizers,  injection 
of  local  analgesics,  diathermy  and  physical  thera- 
py 9,10,12,13  gut  au  authors  have  stressed  the  im- 
portance of  positive,  aggressive  treatment  in  the 
acute  phase  of  this  injury  to  prevent  or  lessen  the 
development  of  the  psychosomatic  elements  or 
“litigation  neurosis”  during  the  later  con- 
valescent state.9-13 

The  pathophysiological  mechanism  of  action  of 
TENS  is  the  “blocking”  or  suppression  of  acute 
and  chronic  peripheral  pain,  based  upon  the  Gate 
Control  Theory.15  Cook  has  stated  that  increases 
in  the  peripheral  blood  flow  were  due  electro- 
physiologically  to  antidromic  stimulation  of  C fi- 
bers in  the  dorsal  roots,  or  the  production  of  an 
“electronic”  sympathetic  inhibition.5,7,8  This  ef- 
fect could  explain  the  absence  of  sympathetic 
vasomotor  symptoms  and  signs  in  the  TENS-re- 
sponding  group. 

The  major  advantages  of  using  transcutaneous 
electrical  neurostimulation  included  ease  of 
application  and  the  avoidance  of  all  narcotic  med- 
ications in  the  TENS-responding  patients,  except 
for  occasional  dosages  of  Tylenol  #3  ® by  three 
patients.  While  no  major  complications  occurred, 
minor  complications  included  occasional  techni- 
cal problems  and  hypersensitivity  to  the  applied 
tape. 

The  effective  use  of  transcutaneous  electrical 
neurostimulation  in  alleviating  pain,  discomfort 
and  muscle  spasm  in  minor,  acute  hyper- 
extension-hyperflexion  injuries  of  the  cervical 
spine  (“whiplash  injury”)  can  be  applied  to  both 
outpatients  and  inpatients  as  an  ancillary  thera- 
peutic aid.  Its  potential  role  as  a diagnostic  indica- 
tor of  patients  prone  to  develop  “litigation  neuro- 
sis” has  not  been  fully  explored.  ◄ 
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Environmental  Factors, 
Genetics  and  Cancer 

By  Sandra  R.  Wolman,  M.D./New  York 


The  newspapers  remind  us  almost  daily  of  dan- 
ger from  carcinogens  in  our  environment,  wheth- 
er from  asbestos  in  hair  dryers,  radiation  from  a 
Three  Mile  Island  accident,  or  chemicals  in  the 
Love  Canal.  We  are  tempted  to  think  that  if  we 
could  control  such  dangers  in  the  environment 
we  would  be  able  to  protect  ourselves  from  can- 
cer. 

Yet  these  exogenous  forces  must  react  with  a 
substrate,  presumably  genetic,  which  will  be  al- 
tered and  can  transmit  the  alteration.  The  genetic 
substrate,  which  is  highly  variable  from  one 
individual  to  the  next,  acts  as  a screen  permitting 
some  reactions  and  preventing  others,  protecting 
some  individuals  and  not  others.  In  some  individ- 
uals or  families  there  are  strong  hereditary  de- 
terminants influencing  the  development  of  can- 
cer with  little  evidence  of  environmental  effects. 
The  gastro-intestinal  cancers  arising  in  individu- 
als with  familial  polyposis  appear  with  regularity 
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in  the  second  to  fourth  decade  of  life,  apparently 
regardless  of  environmental  influences.1  In  con- 
trast, the  unusual  tumors  (angiosarcomas  of  the 
liver)  seen  after  exposure  to  vinyl  chloride,  are 
clearly  linked  to  that  exposure.2  One  need  not 
think  of  hereditary  and  environmental  factors  as 
opposing  etiologies,  but  should  consider  that 
etiologic  agents  such  as  chemical  carcinogens,  ra- 
diation, or  viruses,  must  interact  with  the  host 
genome  in  order  that  the  resulting  phenotype  of  a 
malignant  tumor  be  initiated. 

The  assumption  that  cancer  at  the  cellular  level 
is  marked  by  genetic  alterations  is  central  to  this. 
Individual  tumors,  even  when  they  retain  differ- 
entiated characteristics  which  permit  identifica- 
tion of  the  tissue  of  origin,  show  extensive  sets  of 
morphologic  and  behavioral  changes  which  ena- 
ble us  to  recognize  them  as  tumors.  Mutations  of 
many  genes  may  determine  these  phenotypic  al- 
terations. It  has  been  recognized  for  many  years 
that  most,  although  not  all,  human  cancers  con- 
tain chromosomal  changes.3 

These  visible  genetic  alterations  comprise  large 
mutations  which  can  affect  cellular  genetic 
information  in  several  ways.  Chromosome  rear- 
rangements can  activate  or  repress  specific  genes; 
losses  or  gains  in  whole  chromosomes  or  sets  of 
chromosomes  can  alter  gene  dosage  effects  of 
many  cellular  functions.  Both  kinds  of  changes 
may  affect  cell  replication  and  cell  division.  Some 
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kinds  of  chromosomal  changes  appear  to  be 
specific  to  certain  human  tumors;  the  Philadel- 
phia chromosome,  actually  a 9:22  translocation,4  5 
marks  the  cells  of  chronic  myelogenous  leuke- 
mia; rearrangement  of  a #14  is  characteristic  of 
many  lymphomas;6  loss  of  a #22  is  seen  in  men- 
ingiomas.7 Recently  the  loss  of  a very  small  re- 
gion (band)  on  a #13  has  been  associated  with 
occurrence  of  retinoblastoma,8  a tumor  whose 
patterns  of  inheritance  have  provided  evidence  in 
favor  of  a multi-step  origin  of  human  malignan- 
cy.9 Consistent  patterns  of  chromosomal  aberra- 
tion appear  to  be  emerging  for  many  malignan- 
cies of  hematopoietic  tissues.10  In  other,  solid  tu- 
mors, the  inaccessibility  of  dividing  cells  and  the 
extent  of  the  chromosomal  alterations  have  inter- 
fered with  identification  of  tumor-specific  abnor- 
malities. However,  with  the  development  of 
methods  for  cloning  and  growth  in  tissue  culture 
of  human  tumor  stem  cells,  the  ability  to  make 
such  specific  correlations  should  increase  dramat- 
ically.1112 

It  is  generally  assumed  that  most  human  tu- 
mors originate  in  a single  cell.  Both  chromosomal 
and  single-gene-determined  biochemical  markers 
have  been  used  to  demonstrate  clonality  in  tu- 
mors. When  chronic  myelogenous  leukemia 
evolves  to  a blastic  (more  malignant)  phase  other 
chromosomal  aberrations  are  added  to  the  Phila- 
delphia-chromosome-bearing tumor  cell.13  The 
X-chromosomal  location  of  the  gene  for  glucose- 
6-phosphate  dehydrogenase  (an  enzyme  whose  A 
and  B forms  can  be  identified  cytologically)  and 
the  normal,  random  inactivation  of  the  second  X 
chromosome  in  females,  have  been  combined  to 
form  a powerful  tool  for  investigation.  The 
heterozygous  female  has  tissues  composed  of  a 
mix  of  individual  cells  which  express  either  the  A 
or  B form,  but  tumors  from  such  individuals 
show  only  a single  form  of  the  enzyme  in  all 
cells.14  Recently,  demonstration  of  a single  form 
of  the  enzyme  in  hematopoietic  cells  has  served 
to  illustrate  that  a stem  leukemic  cell  can  gen- 
erate erythroid  and  thrombocytic  as  well  as  my- 
eloid progeny.15  Clear  evidence  of  inheritance  of 
markers  from  cell  to  cell  and  the  uniform  expres- 
sion of  a marker  by  all  cells  of  a tumor  point 
strongly  to  a single  cell  of  origin,  and  indicate  that 
the  origin  is  associated  with  permanent,  i.e., 
genetic,  alterations. 

Genetics  and  Cancer 

If  we  return  from  the  cellular  to  a different 
(larger)  perspective  on  the  relationship  between 
genetics  and  cancer,  we  can  look  at  the  influence 
of  inherited  factors  on  the  incidence  of  cancer  in 
human  populations.  At  one  end  of  the  scale  are 


observations  of  weak  association  between  in- 
herited factors  such  as  blood  groups  or  HLA 
types  and  specific  tumors.  Blood  group  A has 
been  linked  to  a higher  incidence  of  gastric  can- 
cers16 and  certain  tumors  are  reported  to  appear 
more  frequently  in  individuals  with  these  haplo- 
types— AW24:  germ  cell  tumors17  and  BW46:  na- 
sopharyngeal cancer.18 

In  contrast  are  the  more  powerful  associations, 
exemplified  by  the  gene-determined  dominant 
forms  of  intestinal  polyposis  and  consequent  co- 
lonic malignancies.  The  range  of  genetic  effects 
includes  many  types  of  gene-determined  but 
non-cancerous  disorders  which  appear  to  pre- 
dispose to  development  of  malignant  tumors; 
possibly  by  altering  rates  of  tissue  proliferation, 
immune  response,  or  DNA  synthesis  or  repair. 
The  sporadic  occurrence  of  systemic  chromosom- 
al aneuploidy  also  appears  to  influence  the  devel- 
opment of  tumors  in  the  afflicted  individuals 
(leukemia  is  almost  50-fold  more  frequent  in 
Down’s  Syndrome,  trisomy  21,  than  in  age- 
matched  controls,  and  males  with  Klinefelters 
Syndrome,  47,XXY,  are  approximately  20  times 
more  likely  to  develop  breast  cancer  than  are  nor- 
mal males).1920 

Although  the  number  of  well-defined,  clearly 
inherited  cancers  is  small,  they  appear  to  share 
certain  characteristics  which  may  be  useful  in  dis- 
tinguishing other  tumor  syndromes  in  which  the 
influence  of  hereditary  factors  is  more  subtle.  In 
the  cases  of  polyposis,  multiple  endocrine  adeno- 
matosis, or  bilateral  retinoblastoma,  the  tumors 
are  usually  inherited  in  an  autosomal  dominant 
pattern,  appear  relatively  early  in  life,  and  are 
frequently  multiple.  Familial  aggregates  of  site- 
specific  tumors  are  often  seen,  most  commonly 
with  breast  cancer  and  adenocarcinomas  of  the 
gastro-intestinal  and  genito-urinary  tissues. 
These,  too,  show  dominant  transmission,  early 
onset  and  increased  incidence  of  more  than  one 
primary  site.  “Cancer  families”  are  now  identi- 
fied on  the  basis  of  similar  patterns  of  appear- 
ance21 and  it  seems  likely  that  there  are  hereditary 
and  non-hereditary  forms  of  most  of  the  common 
human  tumors. 

Inherited  Predisposition 

Some  of  the  most  interesting  developments  in 
recent  years  are  those  which  attempt  to  combine 
these  two  rather  disparate  approaches  by  demon- 
strating cellular  defects  in  individuals  with  inher- 
ited predisposition  to  tumor  formation.  The  as- 
sumption is  made  that  several  events  are  needed 
to  convert  a normal  to  a malignant  cell  and  that  at 
least  one  step  is  mutational.  If  such  a mutation  is 
inherited  and  thus  fixed  in  all  cells  of  the  body, 
then  cultured  cells,  like  those  of  the  individual 
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from  whom  they  came,  should  either  express  an 
abnormality  or  be  unusually  susceptible  to  altera- 
tion by  an  exogenous  agent.  Studies  of  cultured 
cells  from  tumor-susceptible  individuals  have 
sought  evidence  for  defects  leading  to  sensitivity 
to  cell-killing  by  mutagenic  or  carcinogenic  com- 
pounds, for  the  presence  or  inducibility  of 
chromosome  damage,  and  for  increased  trans- 
formability  to  a malignant  phenotype  in  vitro  by 
oncogenic  agents.  Examples  for  each  of  these 
have  been  found  within  the  hereditary  tumor 
syndromes.  Cultures  derived  from  patients  and 
family  members  with  intestinal  polyposis  syn- 
dromes have  shown  increases  in  levels  of  poly- 
ploid cells  at  metaphase.22  Alterations  in  control 
of  DNA  synthesis  have  also  been  described  in 
association  with  these  syndromes.23  It  is  note- 
worthy that  of  the  many  attempts  to  induce  ma- 
lignant transformation  of  human  cells  in  vitro  by 
chemical  carcinogens,  one  of  the  first  reports  of 
success  resulted  from  exposure  (to  urethane)  of 
cells  from  a tumor  syndrome  patient  with  Von 
Recklinghausen’s  neurofibromatosis.24 

The  largest  number  of  experiments  in  this  area 
have  focused  on  a set  of  diseases  which  have  in 
common  autosomal  recessive  inheritance,  appar- 
ent chromosome  fragility,  and  extensive  and  ear- 
ly incidence  of  malignant  tumors.25 

Defective  DNA  synthesis  or  repair  has  long 
been  suspected  to  be  responsible  for  the  complex 
of  defects  observed  in  these  syndromes,  which 
include  Fanconi’s  anemia,  ataxia  telangiectasia. 
Bloom’s  syndrome,  and  xeroderma  pigmento- 
sum. Evidence  for  increased  sensitivity  to  the 
cytotoxic  effects  of  mutagens  have  been  found:  in 
Fanconi’s  anemia  with  mitomycin  C,26  in  ataxia 
telangiectasia  with  several  chemicals  and  radia- 
tion,27 and  in  xeroderma  pigmentosum  with  UV- 
irradiation.28  The  latter  is  relevant  to  tumor 
formation  since  xeroderma  pigmentosum  cells 
are  deficient  in  their  ability  to  repair  UV  damage 
to  DNA  and  the  patients  show  skin  tumors.  Cells 
from  Bloom’s  syndrome  patients  appear  to  have 
slower  rates  of  synthesis  of  DNA  chains  than  is 
normal.29  In  our  laboratory  we  have  found  that 
Fanconi’s  anemia  and  ataxia  telangiectasia  cells 
are  susceptible  to  chromosome  damage  by  expo- 
sure to  chemical  carcinogens  at  levels  which  are 
harmless  to  normal  cells.29  Increased  sus- 
ceptibility to  transformation  by  the  oncogenic  vi- 
rus SV40  has  been  reported  for  several  of  these 
syndromes.30  Thus,  cells  from  patients  with  some 
hereditary  disorders  which  culminate  in  malig- 
nancy show  genetically-determined  abnormalities 
of  response  to  cancer-causing  agents. 

The  types  of  mutations  to  be  expected  in  tu- 
mor-prone individuals  are  those  relevant  to  the 


phenotypes  of  tumor  cells.  These  are  mutations 
affecting  cell  division,  repair  of  DNA,  and  loss  of 
metabolic  regulators,  which  under  certain  cir- 
cumstances could  confer  relative  growth  or  sur- 
vival advantage  upon  the  cell.  Specific  loci  might 
regulate  expression  of  a tumor  virus  or  be  in- 
volved in  enzymic  activation  of  a carcinogen  to  its 
active  form. 

At  this  point  it  is  not  clear  how  many  or  what 
kinds  of  genes  affect  cancer  susceptibilities  or  to 
what  extent  it  is  practical  to  limit  environmental 
exposures.  Some  gene-determined  cancer  sus- 
ceptibilities have  been  identified;  many  more  are 
likely  to  exist.  It  may  be  appropriate  to  redirect 
our  concern  with  environmental  hazards  to  focus 
on  differences  in  genetic  susceptibility  which  lim- 
it or  compound  responses  to  exogenous  agents 
and  to  concentrate  our  efforts  on  the  identifica- 
tion and  protection  of  high-risk  individuals.  ◄ 
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Case  Reports 


Vicarious  Menstruation  And 
Recurrent  Catamenial  Pneumothorax 


By  Raymond  A.  Dieter,  Jr.,  M.D.  and  Gerald  Liesen,  M.D./Glen  Ellyn 


Pneumothorax  is  frequently  encountered  in  general  thoracic  and  pulmonary  medicine. 
Free  air  noted  in  the  pleural  space  is  seen  in  association  with  chest  injuries,  chronic  lung 
disease  (the  chronic  lunger),  iatrogenic  causes,  and  carcinoma.  Idiopathic  or  spontane- 
ous pneumothorax  is  a frequent  cause  of  free  pleural  air.  Most  such  problems  develop  in 
the  young,  slender,  male  patient.  We  are  herein  reporting  of  a patient  who  developed 
recurrent  right  pneumothorax  and  vicarious  menstruation  concurrent  with  her  normal 
menstrual  cycles. 

Menstrual  periods  occur  normally  in  the  female  aged  from  the  early  teens  through  the 
mid-forties.  Vaginal  bleeding  occurs  regularly  in  these  individuals.  Extra  vaginal  bleed- 
ing or  menstruation  is  occasionally  reported  but  certainly  has  a very  low  rate  of  oc- 
currence. Physicians,  especially  obstetricians,  are  aware  of  the  problem,  but  rarely  see 
such  a patient. 


The  patient  was  a 23-year-old 
caucasion  female  who  was  admitted 
with  sudden  right  chest  pain.  Men- 
arche  had  occurred  at  age  13.  Upon 
entering  college  at  age  17,  she  began 


to  have  intermittent  hemoptysis— 
especially  when  lying  in  bed.  Initial- 
ly the  relationship  to  her  menstrual 
cycle  was  not  recognized.  The 
bloody  sputum  slowly  and  pro- 


gressively became  more  noticeable 
and  frightening.  The  hemoptysis  de- 
veloped at  the  onset  of  each  period. 
She  saw  her  family  physician  who 
counseled  her  on  the  etiology  and 
advised  no  specific  treatment.  The 
hemoptysis  continued  until  she  be- 
came pregnant  at  age  20.  No  further 
bloody  cough  occurred  until 
approximately  five  months  after  she 
delivered  her  child.  Hemoptysis  be- 
gan to  occur  and  slowly  became 
more  severe.  She  was  taking  Ovral  ® 
for  control  of  her  periods  at  this 
time.  She  developed  pain  in  the 
right  chest  and  mild  hemoptysis 
eleven  months  later  on  the  first  day 
of  her  period.  The  pneumothorax 
(Figure  1)  was  treated  with  needle 
aspiration  and  rapidly  cleared.  He- 
moptysis and  chest  pain  recurred 
with  each  period  until  this  admis- 
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Figure  1 


sion  four  months  later.  She  was  sitt- 
ing in  a chair  at  home  when  she  de- 
veloped the  present  right  chest  pain 
and  hemoptysis.  Chest  X-ray  de- 
monstrated almost  complete  col- 
lapse of  the  right  lung  (Figure  2). 
Her  past  history  revealed  two  ear 
operations  and  no  bleeding  abnor- 
malities other  than  those  mentioned 
above.  On  physical  examination,  di- 
minished breath  sounds  on  the  right 
and  increased  resonance  were  not- 
ed. 

At  thoracotomy,  a very  pale,  off- 
white  atelectatic  lung  was  seen  con- 
taining multiple  red,  rather  Firm 
areas  throughout  all  three  lobes, 
suggesting  small  pulmonary 
infarcts.  Several  tiny  intrapulmona- 
ry  lymphoid  aggregations  were  also 
present,  but  neither  emphy- 
sematous blebs  nor  air  leaks.  Exam- 
ination of  the  diaphragm  failed  to 
demonstrate  any  defects.  Saline  was 
instilled  and  positive  pressure  was 
applied  to  the  lung  with  no  leakage 
noted.  Therefore,  a right  pleural 
abrasion  and  talc  poudrage  was  per- 
formed after  one  of  these  reddened 
areas  was  wedge  biopsied. 

The  pathologic  specimen 
measured  1 . 5x  1 .3x0. 4cm.  and 


grossly  contained  blood.  The  alveoli 
were  filled  with  red  blood  cells  and 
many  hemosiderin  laden  macro- 
phages were  found.  The  terminal 
bronchioles  and  pulmonary  vessels 
were  unremarkable.  Adjacent  to  this 
area  of  fresh  hemorrhage  is  an  area 
of  old  reactive  change  with  fibrosis 
and  many  hemosiderin  laden  ma- 
crophages with  some  alveolar  thick- 
ening and  atelectasis.  The  parietal 
pleura  showed  marked  fibrous 
thickening  with  no  inflammatory 
component.  No  endometriosis  was 
noted. 

Discussion 

We  have  presented  the  case  rec- 
ord of  a 23-year-old  Caucasian  fe- 
male who  had  a history  of  hemop- 
tysis in  association  with  her  men- 
strual periods  for  one  year  beginn- 
ing at  the  age  of  eighteen.  This  vi- 
carious menstruation  then  ceased 
when  the  patient  became  pregnant. 
No  further  hemoptysis  occurred  un- 
til she  was  nearly  22  years  of  age. 
She  then  had  progressively  more 
noticeable  and  distressing  hemop- 
tysis until  the  time  of  this  admis- 
sion. During  this  period  of  time,  she 
was  taking  hormonal  suppression 
with  Ovral.®  Eleven  and  fifteen 
months  after  this  second  onset  of 
monthly  vicarious  menstruation, 
she  developed  right  sided  pneumo- 
thorax. The  initial  episode  of  cata- 
menial pneumothorax  (approxi- 
mately 15-20%)  was  treated  with  re- 
peated thoracentesis.  The  second 
episode  of  pneumothorax  (near 
complete  collapse)  was  treated  with 
pleural  abrasion  and  talc  poudrage. 

Most  patients  described  with 
pneumothorax  in  association  with 
their  menstrual  cycle  are  in  the  third 
decade  of  life  or  older. 1-4  The  pres- 
ently reported  patient,  is  the  young- 
est patient  to  be  so  described.  The 
majority  of  catamenial  pneumotho- 
races occur  on  the  right  side,  as  did 
the  case  presently  reported.  A great 
proportion  of  these  patients  have 
had  exploratory  thoracotomy  with 
only  approximately  one-third  of  the 
individuals  demonstrating  endome- 
trial tissue  on  the  diaphragm  or  in 
the  lung  and  only  a few  showing  dia- 
phragmatic perforations  (three  pa- 
tients). Our  patient  did  not  demon- 
strate either  diaphragmatic  per- 
forations or  diaphragmatic  or  pul- 


Figure  2 


monary  endometriosis.  Because  pa- 
tients have  been  reported  to  develop 
recurrent  pneumothorax  after 
thoracotomy  without  ablative  sur- 
gery,2 we  elected  to  perform  a pro- 
cedure consisting  of  pleural  abrasion 
combined  with  talc  poudrage.  She 
tolerated  the  procedure  well  and  has 
had  no  further  occurrence  of  the 
pneumothorax  in  the  succeeding 
two  years.  The  gross  pathologic 
findings  at  surgery  were  unusual. 
The  cause  of  the  pale  off-white  color 
to  the  lungs  is  not  apparent  but  this 
did  not  appear  to  be  on  a vascular 
occlusive  basis.  Major  pulmonary 
vasculature  appeared  normal— as 
did  the  microscopic  vasculature. 
The  numerous  elevated,  firm  and 
reddened  lesions  were  dispersed 
throughout  the  three  lobes  of  the 
right  lung  with  no  apparent  organi- 
zation. Microscopically,  these  le- 
sions did  not  resemble  endometri- 
osis nor  pulmonary  emboli.  They 
did  show  evidence  of  recent  and  old 
hemorrhage  with  the  presence  of 
erythrocytes  and  hemosiderin  laden 
macrophages.  Whether  segmen- 
tectomy  to  include  one  or  two  of 
these  lesions  would  have  then  dem- 
onstrated endometriosis  proximal  to 
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TABLE  1 


Feature 

All 

Patients 

Our 

Patient 

Feature 

Some 

Patients 

Our 

Patient 

Rt.  hemothorax 

+ 

+ 

Evidence  pelvic 
endometriosis 

+ 

— 

Related  menses 

+ 

+ 

Pleural  endometriosis 

+ 

— 

Pneumothorax 
Other  times 

~ 

Perforations 

Diaphragm 

+ 

— 

Age  onset 

Late 

Early 

Failure  to  find 
pulmonary  lead 

+ 

+ 

Failure  to  occur 
if  pregnant  or  on 
ovulation  suppress- 
ing drugs. 

+ 

+ 

Recurrent  pneumothorax 
when  no  ablation 

+ 

the  hemorrhage  is  only  speculative. 
This  is  at  least  a plausible  considera- 
tion. 

Lillington2  did  list  features  com- 
mon to  all  patients  with  catamenial 
pneumothorax  and  those  features 
found  in  some  such  patients.  Table 
1 lists  those  features  and  compares 
our  patient  with  this  group. 

Some  individuals  with  this  syn- 
drome have  been  subjected  to  lap- 
aroscopic diagnosis  in  the  past  to  at- 
tempt to  establish  the  existence  of 
pelvic  and/or  abdominal  endometri- 
osis. At  the  same  time,  the  insertion 
of  intraperitoneal  air  may  be  used  as 
a diagnostic  procedure  to  ascertain  if 
possible  diaphragmatic  perforations 
are  present.  In  the  future,  diagnostic 
thoracoscopy  should  be  given  con- 
sideration for  determining  a possible 
etiology.  At  the  same  time,  pleural 
ablation  with  talc  or  similar  agents 
may  be  attempted.  This  could  pos- 
sibly save  the  patient  the  need  for  a 
thoracotomy. 

Xray  findings  have  demonstrated 
in  all  but  three  patients  a pneumo- 
thorax on  the  right  side  on  at  least 
two  occasions.5,6  The  present  pa- 
tient demonstrated  similar  findings. 
Only  seven  of  the  19  patients  de- 
scribed were  found  to  have  apical 
bleb  formation.  At  least  one  patient 
was  found  to  have  bilateral  pulmo- 
nary densities  which  disappeared  af- 
ter follow-up  of  ten  days’  time.5  Re- 
current right  pleural  effusion  is  also 
noted.  Physicians,  however,  do  not 


ordinarily  record  the  presence  of 
menstruation  when  patients  are  ad- 
mitted with  pneumothorax.  Only 
one  case  of  left  catamenial  pneumo- 
thorax was  reported.7 

Menstrual  periods  are  not  always 
associated  with  or  accompanied  by 
the  vicarious  menstruation  or  cata- 
menial pneumothorax.  However, 
the  abnormal  or  vicarious  menstru- 
ation is  always  associated  with  the 
menstrual  period  as  are  the  cata- 
menial pneumothorax.  Our  patient 
had  a similar  situation.  She  did  not 
always  have  vicarious  menstruation 
or  catamenial  pneumothorax,  but 
when  she  did,  it  was  associated  with 
her  normal  menses.  However 
ovulation  suppression  seems  to  pre- 
vent not  only  the  pneumothorax, 
but  the  aberrant  menstruation.  Pa- 
tient’s symptoms  ablated  success- 
fully with  pregnancy  and  hormonal 
suppression  in  addition  to  the  pleu- 
ral ablation  (both  before  and  after 
pneumothorax).  The  presence  of  vi- 
carious menstruation  in  this  patient 
prior  to  her  first  pregnancy  tends  to 
disprove  the  theory  of  endometrial 
embolization  due  to  pregnancy.8 

Summary 

A twenty-three  year  old  white  fe- 
male developed  vicarious  pulmo- 
nary menstruation  at  the  age  of 
eighteen  years.  This  was  manifested 
by  hemoptysis  in  association  with 
the  onset  of  her  periods.  Disappear- 
ance of  symptoms  occurred  with 
pregnancy  or  hormonal  (Ovral  ®) 


therapy.  Upon  cessation  of  the  hor- 
monal treatment  she  again  devel- 
oped hemoptysis  and,  in  addition, 
catamenial  pneumothorax  on  two 
occasions.  Surgical  pleural  ob- 
literation with  talc  poudrage  and 
abrasion  was  then  followed  by  oral 
hormonal  therapy.  No  further 
symptoms  have  developed  in  the 
ensuing  twenty-four  months.  ◄ 
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Total  Removal 


Case  Reports 


Arteriovenous  Malformation 
Of  the  Cerebellar  Vermis 

By  Nicholas  J.  Manno,  M.D.,  And  John  H.  Van  Landingham,  M.D./ 

Rockford 

A case  of  a large  arteriovenous  malformation  of  the  cerebellar  vermis,  fed  by  both 
superior  cerebellar  arteries,  is  presented.  A three-stage  surgical  attack  is  described. 


We  have  encountered  and  suc- 
cessfully treated  a patient  with  a 
large  arteriovenous  malformation 
(AVM)  involving  the  cerebellar 
vermis.  This  case  is  unusual  not 
only  because  of  the  uncommon  po- 
sition of  the  lesion,  but  also  because 
the  nature  of  its  major  arterial  blood 
supply  (both  superior  cerebellar 
arteries)  required  careful  considera- 
tion and  planning  prior  to  surgical 
attack,  the  outcome  of  which 
necessitated  three  intracranial  pro- 
cedures. 

Infratentorial  arteriovenous  mal- 
formations are  relatively  uncom- 
mon compared  with  those  of  the 


cerebral  hemispheres.  In  1961,  Ver- 
biest 1 had  found  only  108  cases  re- 
ported since  1914.  Perret  and  Nishi- 
oka,2  in  the  Cooperative  Study  (Sec- 
tion VI),  found  that  among  the  453 
intracranial  AVM  collected,  only  32 
were  infratentorial.  Among  these, 
11  involved  the  brain  stem,  16  in- 
volved a cerebellar  hemisphere,  and 
only  5 were  in  the  midline  of  the 
cerebellum.  Among  the  21  lesions 
confined  to  the  cerebellum,  only 
three  were  resected,  and  these  were 
hemispheric  in  location.  Mount3  re- 
ported the  successful  obliteration  of 
a small  AVM  derived  from  the 
anterior  inferior  cerebellar  artery. 


This  lesion  was  attached  to  the  pons 
and  did  not  involve  the  cerebellum. 
An  earlier  report  by  Ciminello  and 
Sachs4  describes  the  treatment  of  a 
small  AVM  located  over  the  vermis 
and  right  cerebellar  hemisphere,  fed 
by  a single,  enlarged  intradural  pos- 
terior meningeal  artery.  This  vessel 
was  clipped,  and  postoperative  ar- 
teriography showed  that  it  had  been 
successfully  occluded  and  that  the 
AVM  no  longer  filled.  The  radical 
excision  of  a large  AVM  replacing 
most  of  the  right  cerebellar  hemi- 
sphere was  described  by  Pool  and 
Potts.5  After  first  occluding  the  en- 
larged right  superior  cerebellar  ar- 
tery (the  main  feeding  vessel) 
through  a subtemporal  approach, 
radical  excision  of  the  AVM  was  ac- 
complished by  removing  the  entire 
right  cerebellar  hemisphere, 
through  a suboccipital  approach. 

More  recently,  Long,  et.  al.,b 
presented  12  cases  of  giant  AVM  in 
infancy  and  childhood.  Among 
these  lesions,  one  involved  the  pos- 
terior circulation,  fed  primarily  from 
the  superior  cerebellar,  anterior 
inferior  cerebellar,  and  posterior 
inferior  cerebellar  arteries  on  the 
left  side.  The  malformation  was  suc- 
cessfully entirely  excised.  The 
removal  of  a posterior  fossa  AVM 
supplied  by  the  external  carotid  cir- 
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Figure  1 

Right  brachial  angiogram  showing 
infratentorial  midline  arteriovenous 
malformation,  supplied  mainly  by  both 
superior  cerebellar  arteries.  There  is 
considerable  siphoning  from  the  right 
carotid  circulation  into  the  malforma- 
tion. 


culation  was  described  by  Graf  and 
Menezes.7  This  lesion  was  situated 
in  the  region  of  the  left  cerebellar 
tonsil,  inferior  vermis  and  left  cervi- 
comedullary  junction. 

In  the  Japanese  literature,  Mu- 
rakami, et.  o/.,8  described  the  direct 
intracranial  approach  to  an  aneu- 
rysm accompanying  an  AVM,  both 
arising  from  the  peripheral  portion 
of  the  right  superior  cerebellar  ar- 
tery. Total  removal  of  a small  AVM 
in  the  right  cerebellar  hemisphere 
was  reported  by  Sato,  et.  al ,,.9  This 
lesion  was  fed  by  the  right  superior 
cerebellar  artery.  The  case  which 
most  resembles  ours  is  that  reported 


by  Nishikawa,  et.  a/."1  The  major 
difference  is  that  this  lesion  was  fed 
by  only  one  (the  right)  superior 
cerebellar  artery.  This  difference  is 
significant,  however,  since  in  our 
case  the  malformation  was  fed  by 
both  superior  cerebellar  arteries,  a 
fact  which  compounded  the  op- 
erative approach. 

Case  Report 

A 22-year-old  right-handed  male 
college  student  was  admitted  to 
Rockford  Memorial  Hospital  24 
hours  after  severe,  sudden,  occipital 
headeache,  vertigo  and  diaphoresis. 
Lumbar  puncture  by  his  local  physi- 


Figure  2 

Left  brachial  angiogram,  subtraction 
technique  demonstrating  more  clearly 
the  size  and  extent  of  the  malformation. 


cian  revealed  bloody  cerebrospinal 
fluid.  On  neurological  exam,  he  was 
mildly  obtunded,  but  arousable. 
Speech  was  normal.  There  were  no 
cranial  or  cervical  bruits.  Ocular 
fundi  were  normal.  Nuchal  rigidity, 
paresis  of  conjugate  vision  to  the 
right,  and  nystagmus  when  patient 
looked  to  the  left  were  present.  Bi- 
lateral limb  ataxia  of  all  four  ex- 
tremities, greater  on  the  left,  was 
evident.  Hyperreflexia,  greater  on 
the  right,  was  also  present.  The  re- 
mainder of  the  neurological  exami- 
nation was  normal.  The  gait  and  sta- 
tion were  not  tested.  Bilateral  bra- 
chial and  left  carotid  angiography  re- 
vealed a large  midline  infratentorial 
AVM  fed  primarily  by  both  superior 
cerebellar  arteries,  both  of  which 
were  enlarged  and  tortuous,  espe- 
cially the  left  (Figures  1 and  2). 
There  was  considerable  siphoning 
from  the  right  carotid  circulation 
into  the  malformation. 

Surgery 

One  week  after  admission  the  left 
superior  cerebellar  artery  was  oc- 
cluded. This  was  accomplished 
through  a left  temporoparietal  cra- 
niotomy approach.  Following  intra- 
venous infusion  of  500cc  Mannitol 
(20%),  the  temporal  lobe  was  re- 
tracted, exposing  the  tentorial 
notch.  The  medial  edge  of  the  ten- 
torium was  divided  approximately 
2cm  to  aid  the  exposure.  The  en- 
larged superior  cerebellar  artery  was 
easily  identified,  both  in  its  prox- 
imal and  more  distal  course,  encir- 
cling the  cerebral  peduncle.  The  dis- 
tal segment  was  then  elevated  and 
occluded  with  a Heifetz  clip. 

Postoperatively,  there  was  mild 
right  hemiparesis  and  dysphasia, 
which  cleared  after  one  week.  The 
patient  also  had  one  generalized 
convulsion  48  hours  after  this  pro- 
cedure. There  were  no  subsequent 
seizures.  A left  carotid  angiogram 
one  week  later  was  normal.  Left  bra- 
chial angiography  demonstrated 
successful  occlusion  of  the  left 
superior  cerebellar  artery  and  con- 
tinued opacification  of  the  mal- 
formation. Three  weeks  after  first 
surgery,  a right  temporoparietal 
craniotomy  was  performed,  the 
right  superior  cerebellar  artery  was 
clipped,  employing  the  same  tech- 
nique. There  were  no  postoperative 
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Figure  3 

Right  brachial  angiogram,  after  both 
superior  cerebellar  arteries  had  been 
clipped.  Later  film  in  the  series  show- 
ing persistent  filling  of  the  malforma- 
tion. 


complications.  One  week  following 
this  procedure,  right  brachial  angi- 
ography demonstrated  occlusion  of 
both  superior  cerebellar  arteries  and 
persistent  filling  of  the  AVM  by 
branches  of  the  vertebrobasilar  cir- 
culation (Figure  3).  Ten  days  after 
the  second  operation,  suboccipital 
craniectomy  and  total  excision  of 
the  malformation  was  accom- 
plished. The  lesion  was  situated 
within  the  posterior  vermis  and 


medial  portions  of  both  hemi- 
spheres. The  larger  dorsal  feeding 
arteries  were  first  clipped  and  di- 
vided. The  malformation  was  then 
removed  by  coagulating,  clipping 
and  dividing  those  smaller  arterial 
and  venous  channels  immediately 
surrounding  it.  A firm  hematoma 
within  the  medial  hemispheres,  re- 
maining posterior  vermis  and  fourth 
ventricle,  was  evacuated.  Postopera- 
tively,  the  patient  exhibited  moder- 
ate truncal  ataxia,  gait  ataxia  and 
dysmetria  of  the  extremities,  as  well 
as  a mild  degree  of  apathy,  all  of 
which  rapidly  improved.  Two  weeks 
following  the  last  operation,  a left 
brachial  angiogram  showed  no  evi- 
dence of  malformation  (Figure  4.) 

Follow-up  exam  one  year  later 
demonstrated  only  minimal  tandem 
ataxia.  The  patient  has  correspond- 
ed yearly  and  was  last  heard  from 
five  years  ago  indicating  that  he  had 
completed  his  studies  and  was  em- 
ployed as  a high  school  English 
teacher. 

Conclusion 

Despite  the  size  and  position  of 
this  formidable  lesion,  careful  plan- 
ning prior  to  its  total  removal  is 
paramount.  We  emphasize  that  oc- 
cluding both  superior  cerebellar 
arteries  in  separate  stages  permitted 
the  final  total  excision  to  be  per- 
formed with  relative  ease. 

It  has  been  recognized  that  infarc- 
tion of  the  pontine  tegmentum  re- 
sults from  occlusion  of  the  superior 


cerebellar  artery,  producing  ipsilat- 
eral  Horner’s  syndrome  and  cere- 
bellar dysfunction,  and  contralateral 
hemianalgesia.  It  is  important  to 
note  that  these  deficits  did  not  oc- 
cur, despite  the  fact  that  both  these 
vessels  were  purposely  interrupt- 
ed. 
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Surgical  Grand  Rounds 


John  M.  Beal,  M.D.,  Contributing  Editor 


Surgical  Grand  Rounds  are  held  weekly  on  Tuesday,  5:00  pm  in  the  Offield  Auditorium 
of  the  Passavant  Pavilion  of  Northwestern  Memorial  Hospital.  Patient  presentations 
from  Northwestern  Memorial  Hospital  and  the  Veterans  Administration  Lakeside  Hos- 
pital form  the  basis  of  the  discussions.  This  case  report  was  part  of  the  Surgical  Grand 
Rounds  of  August  5,  1980. 


Case  Report 


Reconstructive  Microsurgery 


Dr.  Gerald  Harris:  Today  I will  discuss  the 
present  status  of  reconstructive  microsurgery. 
The  talk  will  be  in  two  parts:  first,  I will  consider 
replantation  of  amputated  parts;  and  second,  I 
will  talk  about  elective  reconstructive  procedures 
which  were  virtually  impossible  just  a few  years 
ago.  Cases  which  have  been  performed  here  since 
January,  1980,  and  a review  of  experience  from 
elsewhere  will  be  presented  to  demonstrate  the 
scope  of  this  technique. 

For  reconstructive  surgeons,  microsurgery  is 
the  restoration  of  function  and  contour  by  the 
replantation,  transplantation,  or  reenervation  of 
tissue  by  microvascular  and  microneural  anas- 
tomosis. In  general,  the  procedures  can  be  di- 
vided into  two  categories:  (1)  those  which  in- 
volve immediate  reconstruction  and  include  re- 
plantation or  revascularization  of  amputated  parts 
in  acute  situations,  as  well  as  primary  nerve  re- 
pair; and  (2)  those  procedures  which  are  per- 
formed later  when  standard  reconstructive  pro- 
cedures are  inadequate. 

The  first  illustrative  case  is  that  of  a 30-year-old 
woman  who  was  in  an  automobile  accident.  A 
metal  guard  rail  went  through  her  leg  and 
fractured  the  fibula  and  tibia  in  multiple  places. 
As  a result  of  this  injury,  there  was  a 25cm  x 8cm 
skin  defect  with  exposed,  fractured  tibia.  She  was 


treated  elsewhere  with  skin  grafts  in  an  attempt  to 
close  the  skin  defect.  In  addition,  external 
fixation  was  used  to  immobilize  the  lower  ex- 
tremity. Although  the  grafts  covered  some  of  the 
soft  tissue,  the  fractured  tibia  remained  exposed. 
Five  or  six  years  ago,  the  leg  of  this  30-year-old 
woman  almost  certainly  would  have  been  am- 
putated. 

The  patient  was  transferred  to  Northwestern 
Memorial  Hospital  three  weeks  after  her  initial 
injury.  Her  injuries  at  this  time  were  limited  to 
the  left  lower  extremity  where  open  tibia  and  fib- 
ula fractures  were  present  (Figure  1).  It  was  de- 
cided that  an  attempt  would  be  made  to  salvage 
her  leg  using  microvascular  transplantation  of  a 
muscle  flap.  The  purpose  of  the  muscle  flap  was 
to  provide  a highly  vascular  coverage  of  the  bone 
so  that  it  could  be  reinforced  with  a bone  graft  at  a 
later  time.  The  muscle  flap  would  also  support 
skin  grafts  applied  at  the  time  of  the  initial  sur- 
gery, thus  allowing  complete  wound  closure  to  be 
achieved  in  one  operation.  Skin  coverage  is  es- 
sential to  prevent  the  development  of  osteomy- 
elitis. 

Preoperative  arteriography  demonstrated  that 
the  anterior  tibial  artery  was  intact  for  a distance 
of  approximately  6.0cm.  (Figure  2).  This  artery 
was  selected  for  end-to-end  anastomosis  to  the 
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Figure  1. 

Appearance  of  left  lower  extremity  at  time  of  admission. 
Exposed  tibia  is  visible  at  base  of  wound. 


thoracodorsal  artery  of  the  latissimus  dorsi  mus- 
cle. In  the  operating  room,  the  recipient  vessels 
were  isolated  in  the  wound.  The  anterior  tibial 
artery  and  its  accompanying  vein  were  prepared 
for  subsequent  anastomosis.  Having  found  the 
recipient  vessels,  we  exposed  the  upper  torso  and 
isolated  free  the  latissimus  dorsi  with  its  neuro- 
vascular pedicle  containing  the  thoracodorsal  ar- 
tery, vein,  and  nerve  (Figure  3).  The  muscle  was 
transferred  to  the  leg  while  a second  team  closed 
the  donor  site  wound. 

In  general,  the  arterial  anastomosis  is  com- 
pleted first;  however,  in  this  particular  case  that 
was  not  possible.  The  patient  had  one  uninjured 
vein  associated  with  the  anterior  tibial  artery  and 
it  was  much  deeper  in  the  wound.  For  this  reason, 
venous  anastomosis  was  performed  first. 

There  was  some  difficulty  performing  the  ve- 
nous anastomosis  because  it  was  found  to  lie  be- 
neath a Steinmann  pin  used  for  external  fixation. 
The  external  fixation  could  not  be  taken  down, 
however,  because  of  the  possibility  of  com- 
promised vasculature  of  the  leg  if  it  were  re- 
moved. Anastomosis  of  the  thoracodorsal  artery 


Figure  2. 

Preoperative  arteriography  was  performed  so  that  an  appro- 
priate artery  could  be  selected  for  anastomosis. 


was  carried  out.  The  muscle  flap  with  dimensions 
of  25cm  x 1 2cm  was  well  vacularized.  Split  thick- 
ness skin  grafts  were  applied  (Figure  4).  Muscle 
and  skin  graft  remained  viable.  The  patient  was 
discharged  two  weeks  after  her  admission  and  was 
transferred  back  to  Northern  Michigan  where  a 
bone  graft  will  be  performed  at  a later  date. 

Second  Case 

A case  was  encountered  at  Children’s  Memori- 
al Hospital  recently.  The  child  was  seven  years 
old.  At  the  age  of  one  year,  he  was  burned  in  a 
severe  house  fire  and  lost  all  the  skin  of  his  entire 
scalp.  The  burn  was  so  deep  that  in  some  areas 
there  was  loss  of  his  skull.  Multiple  skin  grafts 
were  applied  to  the  skull  and  dura  mater.  The 
child  had  never  been  free  of  scalp  ulcerations  and 
chronic  infection.  He  had  required  the  constant 
application  of  dressings.  He  was  bald  but  he  could 
never  wear  a wig  because  of  the  presence  of 
chronic  infection.  In  addition,  one  could  actually 
observe  the  pulsations  of  the  brain  through  the 
skin  graft  envelope.  The  skin  graft  did  not  pro- 
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Figure  3. 

The  outline  of  the  latissimus  dorsi  flap  with  neurovascular 
pedicle  was  drawn  on  the  patient’s  chest  wall. 


Figure  4. 

The  appearance  of  the  lower  extremity  after  the  placement 
of  the  muscle  flap  and  coverage  of  skin  grafts. 


vide  acceptable  protection  for  the  brain  against 
even  minor  trauma.  This  lack  of  protection  for 
the  brain  made  it  necessary  for  the  child  to  wear  a 
protective  helmet. 

Using  the  same  muscle  transplantation  tech- 
nique demonstrated  in  the  previous  case,  it  was 
possible  to  use  the  latissimus  dorsi  muscle  and  to 
anastomose  it  to  the  superficial  temporal  artery 
and  vein.  The  latissimus  dorsi  muscle  not  only 
supported  skin  grafts  applied  to  its  outer  surface, 
but  it  also  made  possible  reconstruction  of  the 
skull  by  vascularizing  split  rib  grafts  which  were 
applied  at  the  same  time  as  the  muscle  trans- 
plantation. This  combined  rib  graft,  muscle,  and 
skin  graft  envelope  provided  solid  protection 
against  trauma  to  the  brain,  eliminated  the  chron- 
ic infection,  and  made  it  possible  for  the  patient 
to  wear  a wig— an  important  consideration  for  a 
child  in  second  grade.  Denervation  of  the  la- 
tissimus dorsi  muscle  results  in  its  atrophy  and 
this  has  given  the  reconstructed  scalp  an  excel- 
lent contour.  Both  the  patient  and  his  family  are 
delighted  with  the  results. 


In  general,  microvascular  transplantation  of 
composite  tissues  is  most  applicable  in  the  upper 
extremity,  lower  extremity,  and  the  head,  where 
standard  flaps  are  frequently  unsatisfactory. 

Hand  Surgery 

A 30-year-old  farmer  caught  his  hand  in  a grain 
auger  and  most  of  the  vital  structures  in  the  palm 
of  his  hand  were  avulsed.  The  motor  branch  of 
the  median  nerve,  the  sensory  branches  of  the 
median  nerve,  and  all  the  flexor  tendons  were 
lost.  In  addition,  multiple  fractures  of  the  meta- 
carpals  were  sustained.  Reconstruction  of  this 
hand  would  require  bone  grafting,  the  use  of  si- 
lastic rods,  tendon  grafts,  and  the  use  of  nerve 
grafts. 

All  of  these  procedures  require  the  presence  of 
full  thickness  skin  and  subcutaneous  tissue.  Split 
thickness  skin  graft  coverage  is  not  sufficiently 
durable  to  support  such  operative  procedures. 
For  many  years,  when  such  injuries  have  oc- 
curred, it  has  been  customary  to  resurface  the 
hand  by  attaching  it  to  the  abdomen  and  then 
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dividing  that  attachment  after  approximately 
three  weeks.  Such  flaps  are  parasitic.  They  derive 
their  blood  supply  from  the  hand.  These  flaps  are 
at  risk  whenever  they  are  undermined  in  order  to 
perform  such  procedures  as  bone  grafts,  insertion 
of  silastic  rods,  insertion  of  tendon  grafts,  and 
insertion  of  digital  nerve  grafts. 

For  this  reason,  we  elected  to  develop  a groin 
flap  to  be  transferred  by  microvascular  trans- 
plantation. The  blood  supply  of  the  groin  flap  was 
derived  from  the  superficial  circumflex  iliac  ar- 
tery and  vein  which  were  anastomosed  end-to- 
side  to  the  radial  artery  and  vein.  The  end-to-side 
anastomosis  was  necessary  because  the  patient 
did  not  have  an  ulnar  artery  and  an  end-to-end 
anastomosis  to  the  radial  artery  would  have  de- 
vascularized  the  hand.  This  anastomosis  allowed 
the  blood  to  continue  to  flow  through  the  radial 
artery  into  the  hand  and,  at  the  same  time,  to  flow 
into  the  flap. 

Such  flaps  sometimes  require  defatting  because 
they  are  often  too  thick  when  applied.  This  is  a 
simple  procedure  performed  after  all  other  recon- 
struction is  complete.  This  particular  patient  has 
already  undergone  the  insertion  of  silastic  rods 
and  tendon  grafts.  He  will  also  undergo  multiple 
nerve  grafts  in  the  near  future.  All  of  these  pro- 
cedures required  undermining  of  the  flap  used  to 
resurface  the  palm  of  the  hand  and  there  is  little 
doubt  that  a parasitic  flap  deriving  a blood  supply 
from  the  underlying  tissues  would  not  have  sur- 
vived. Failure  of  the  flap  to  survive  would  have 
resulted  in  failure  of  the  tendon  grafts,  silastic  rod 
insertions  and  digital  nerve  grafts. 

General  Considerations 

I would  like  now  to  talk  about  general  concepts 
relating  to  reconstructive  microsurgery.  Re- 
plantation of  amputated  parts  has  received  the 
greatest  publicity.  Physicians,  however,  should 
be  aware  that  there  are  absolute  contraindica- 
tions, relative  contraindications  and  certain  im- 
portant exceptions  to  contraindications  to  re- 
plantation. Obviously,  somebody  who  has  a lac- 
erated liver  and  spleen  is  not  really  a candidate  for 
replantation  of  a Finger  or  a hand.  The  most  sig- 
nificant injuries  must  be  treated  first.  An  am- 
putated part  that  is  injured  at  more  than  one  level 
is  also  considered  unsuitable  because  there  is 
really  no  great  gratification  in  replacing  a part  that 
will  not  function.  Therefore,  if  an  arm  was  sev- 
ered below  the  elbow  and  the  nerves  and  tendons 
were  also  severed  at  the  level  of  the  wrist,  you 
might  be  able  to  restore  blood  supply  to  the  tissue 
without  necessarily  restoring  function  for  the  pa- 
tient. Severe  crush  injuries  are  the  most  com- 
monly abused  contraindications.  Crush  injury 


eliminates  runoff.  A microvascular  anastomosis 
requires  adequate  inflow  and  adequate  runoff.  In 
a crushing  injury,  this  situation  does  not  exist  and 
the  anastomosis  is  doomed  to  failure.  Poor  gen- 
eral health  of  the  patient  is  an  obvious  con- 
traindication. These  operations  may  require  from 
eight  to  twenty-four  hours,  depending  on  the 
type  of  injury  and  the  number  of  parts  to  be  re- 
planted. 

Relative  contraindications  include  amputation 
of  a single  digit.  More  and  more,  replantation 
surgeons  are  recommending  that  a single  digit 
amputation  not  be  replanted.  An  index  finger 
which  has  been  amputated  and  replanted  is  often 
ignored  by  the  patient  because  the  finger  seldom 
has  sensation  as  good  as  that  in  the  other  fingers 
and  the  range  of  motion  is  also  less  than  is  pres- 
ent in  the  other  fingers.  For  this  reason,  the  pa- 
tient tends  to  use  his  long  finger  as  an  index 
finger.  The  replanted  index  finger  actually  be- 
comes an  impediment  and  replanting  the  index 
finger  may  represent  a disservice  to  the  patient. 
In  children,  exceptions  might  be  made  simply 
because  their  vocation  has  not  been  established. 
Amputation  of  the  small  finger  is  also  associated 
with  a decreased  range  of  motion  and  because  the 
long,  ring  and  small  fingers  have  a common  mus- 
cle origin  for  the  flexor  digitorum  profundus  ten- 
dons, a decreased  range  of  motion  of  the  small 
finger  is  also  reflected  in  decreased  motion  of  the 
ring  and  long  fingers.  Again,  single  digits,  in  most 
circumstances,  should  not  be  replanted.  Avulsion 
injuries  are  notoriously  complicated  and  they  are 
in  the  same  category  as  the  crushing  injury. 

The  period  of  warm  ischemia  time  is  also  im- 
portant. Because  the  finger  contains  no  muscle,  it 
can  be  ischemic  for  24-36  hours  if  it  is  cooled 
immediately.  If  it  is  not  cooled,  the  limit  is  in  the 
range  of  10-12  hours.  However,  an  imputated 
part  which  contains  muscle,  such  as  a forearm  or 
leg,  is  much  more  susceptible  to  the  effects  of 
warm  ischemia.  A muscle  which  has  been  sub- 
jected to  warm  ischemia  for  six  hours  is  almost 
certain  to  undergo  contracture  and  not  be  very 
functional.  Therefore,  there  are  limitations  as  to 
the  amount  of  warm  ischemia  time  which  can  be 
tolerated.  It  does,  however,  vary  with  the  tissue 
which  as  been  amputated. 

To  minimize  warm  ischemia  an  amputated  part 
should  be  cooled  as  soon  as  possible.  The  proper 
way  to  cool  an  amputated  part  is  to  wrap  it  in  a 
moist  gauze  sponge,  place  it  in  a plastic  bag,  and 
pack  the  bag  in  crushed  ice.  The  finger  should  not 
be  submerged  in  a solution  of  any  kind  and  no 
preliminary  debridement  should  be  carried  out  at 
the  referring  center. 
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One  final  contraindication  to  replantation  is  ex- 
treme contamination.  Loss  of  an  arm  in  a manure 
spreader,  for  instance,  would  preclude  replanta- 
tion. 

Exceptions  to  the  previously  mentioned  con- 
traindications to  replantation  should  be  consid- 
ered very  carefully.  In  children,  an  attempt  is 
usually  made  to  replace  as  much  tissue  as  is  possi- 
ble. People  who  have  lost  multiple  digits  are  can- 
didates for  replantation.  A person  who  has  had 
four  fingers  amputated  is  probably  going  to  be 
better  off  with  four  stiff  fingers  than  with  no  fin- 
gers at  all.  Finally,  the  thumb  which  is  so  ex- 
tremely important  to  the  hand,  representing  40% 
of  the  function  of  the  hand,  should  be  replanted 
whenever  a reasonable  expectation  of  restoring 
sensation  to  the  replanted  tissue  exists.  The  de- 
creased range  of  motion  associated  with  replanted 
parts  is  much  less  of  a problem  in  the  thumb,  as  it 
can  be  useful  even  if  it  serves  as  an  immobile  post 
against  which  the  other  fingers  can  pinch. 

Postoperative  Considerations 

Preoperative  considerations  are  important. 
Principles  of  care  are  the  same  as  for  trauma  in 
general.  Control  of  hemorrhage  is  usually  easily 
achieved  by  means  of  a properly  applied  compres- 
sion dressing.  Resuscitation  of  the  patient  is  of 
primary  importance.  Replantation  of  an  arm  of- 
ten is  associated  with  transfusion  of  20-30  units  of 
blood,  much  of  which  had  been  lost  in  the  pre- 
operative period.  It  is  important  to  emphasize 
again  the  care  of  the  amputated  part.  The  part 
should  be  wrapped  in  moist  gauze,  properly 
placed  in  a silastic  bag,  and  not  submerged  in 
liquid.  The  plastic  bag  should  be  packed  in  ice  and 
the  part  sent  with  the  patient  to  the  replantation 
center.  In  certain  situations,  where  the  patient 
requires  initial  resuscitation  at  the  referring  cen- 
ter, the  part  can  be  sent  ahead  to  the  replantation 
center  for  debridement,  labeling  of  structures 
etc.,  in  an  attempt  to  save  time. 

When  we  accept  a replantation  in  transfer,  we 
request  that  antibiotics  be  administered.  At  the 
replantation  center  the  amputated  part  is  debrid- 
ed,  the  neurovascular  structures  are  labeled,  the 
tendons  are  labeled,  and  the  bone  is  prepared  for 
fixation.  The  actual  replantation  follows  a general 
scheme.  First,  the  bone  is  repaired.  This  is  as 
important  as  the  vascular  anastomosis  because  if 
good  bone  healing  does  not  occur,  or  if  there  is 
non-union  or  malunion,  the  replanted  digit  will 
be  of  little  value. 

Next  to  be  repaired  are  the  tendons.  First,  the 
flexor  tendons  are  repaired  and  then  the  arterial 
anastomosis  is  carried  out.  In  general,  the  deli- 
cate procedures  are  performed  last.  It  is  ex- 


tremely easy  to  disrupt  an  arterial  or  nerve  anas- 
tomosis during  the  process  of  placing  inter- 
osseous wires  or  K-wires,  as  well  as  during  the 
process  of  tendon  repair.  In  finger  replantation, 
therefore,  after  the  bone  and  flexor  tendon  have 
been  repaired,  the  artery  is  repaired.  The  volar 
digital  nerve  is  sutured.  The  hand  is  turned  over 
and  the  dorsal  veins  are  anastomosed.  Finally, 
the  skin  is  closed.  Skin  grafts  are  used  liberally  to 
avoid  compression  of  the  vascular  structures  by 
the  swollen  skin  and  subcutaneous  tissues.  Arte- 
rial anastomosis  is  performed  first  to  avoid  wast- 
ing time  doing  venous  anastomosis  for  a part 
which  cannot  be  revascularized.  In  addition,  by 
doing  the  arterial  anastomosis  first,  it  is  easier  to 
determine  which  veins  are  functional.  There  is  a 
certain  amount  of  vascular  injury  associated  with 
the  trauma  of  amputation. 

Successful  microvascular  anastomoses  require 
that  any  injured  vessel  be  resected.  It  becomes 
necessary  to  shorten  the  amputated  part  by  short- 
ening the  bone  or  using  innerposition  vein  grafts 
to  bridge  the  gaps  created  by  debridement  of  the 
injured  vessels.  The  introduction  of  vein  grafts 
has  been  a highly  significant  addition  to  mi- 
crovascular surgery.  Until  vein  grafts  were  used 
on  a routine  basis,  success  rates  in  replantation 
seldom  exceeded  50%.  Now,  with  the  use  of  vein 
grafts,  and  when  dealing  with  favorable  am- 
putations such  as  those  which  are  guillotine  am- 
putation or  injuries  with  a fine  type  of  saw,  re- 
plantation success  rates  may  approach  80%-90%. 

The  level  of  amputation  is  also  very  important. 
Any  amputation  beyond,  or  distal  to,  the  distal 
interphalangeal  joint  probably  does  not  merit  the 
operative  risk  and  expense  associated  with  its  be- 
ing replanted. 

Post-operative  care  is  very  important.  Frequent 
post-operative  observation  is  essential.  These  pa- 
tients have  been  subjected  to  long  operative  pro- 
cedures; therefore,  pulmonary  toilet,  proper  fluid 
and  electrolyte  balance  are  essential.  In  addition, 
the  function  of  the  arterial  and  venous  anas- 
tomoses must  be  assessed  on  an  hourly  basis  for 
the  first  twenty-four  hours.  By  carefully  monitor- 
ing the  vascularity  of  the  replanted  part, 
thrombosis  can  be  discovered  early,  reexplora- 
tion can  be  carried  out,  and  up  to  50%  of  these 
replanted  parts  can  be  salvaged  by  a single  ex- 
ploration and  reconstruction  of  the  anastomosis. 

Currently,  we  use  low  molecular  dextran  and 
aspirin  in  the  immediate  post-operative  period. 
Heparin  is  used  only  in  serious  situations  where 
the  tissue  has  been  badly  injured  and  there  is 
doubt  as  to  the  quality  of  the  arterial  reconstruc- 
tion. In  our  first  ten  cases  involving  micro- 
vascular  procedures  here  at  Northwestern,  Me- 
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morial,  we  have  used  Heparin  only  once.  Any 
discussion  of  replantation  requires  consideration 
of  the  late  complications.  If  bone  has  been  im- 
properly immobilized  or  aligned,  or  it  does  not 
have  an  adequate  blood  supply,  malunion  or  non- 
union may  occur.  This  can  have  a devastating 
effect  on  the  quality  of  the  replanted  part.  We 
have  already  mentioned  that  muscle  contracture 
will  result  from  prolonged  warm  ischemia.  Inade- 
quate sensation  has  been  mentioned  and  serves 
to  limit  function  of  the  replanted  part.  Joint  stiff- 
ness is  a common  problem  with  replanted  parts. 
In  general,  all  the  problems  associated  with  hand 
surgery  in  relation  to  scarring  and  poor  range  of 
motion  are  present  in  replantation  surgery. 
Everyone  has  seen  a patient  whose  injured  flexor 
tendon,  although  repaired  by  a competent  sur- 
geon, still  lacked  full  range  of  motion  because  of 
a scar.  It  is  not  surprising,  then,  that  range  of 
motion  is  often  less  than  ideal  when  the  scar  is 
related  not  only  to  the  division  of  the  flexor  ten- 
don, but  also  to  division  of  the  bone,  division  of 
the  extensor  tendon,  and  a circumferential  skin 
laceration. 

Replantation  represents  the  best  method  yet 
for  reconstructing  the  severely  injured  hand 
when  a significant  portion  of  the  hand  has  been 
lost  through  amputation.  The  replanted  part  will 
be  of  maximum  value  to  the  patient,  however, 


only  if  careful  attention  is  paid  to  the  proper  indi- 
cations for,  and  contraindications  to,  replanta- 
tion. Finally,  exacting  microsurgical  technique  is 
essential  during  the  operative  procedure. 

Amputations  of  the  hand  are  not  the  only  am- 
putated parts  which  have  been  replanted.  Dra- 
matic results  have  been  achieved  by  the  replanta- 
tion of  totally  avulsed  scalps.  Amputated  parts  of 
the  face  resulting  from  dog  bites  or  other  trauma 
and  amputations  of  the  lower  extremities,  espe- 
cially in  children,  have  also  been  replanted. 

One  final  and  very  common  application  of  mi- 
crosurgical technique  should  be  included  in  this 
discussion.  Use  of  the  operating  microscope  to 
repair  lacerated  nerves  allows  the  best  possible 
alignment  of  the  nerve  tissue.  Groups  of  funiculi 
or  individual  funiculus  can  be  aligned  according 
to  size,  shape  and  location.  By  so  doing,  the  best 
possible  restoration  of  function  will  be  achieved. 
In  addition,  the  use  of  microsurgical  instruments 
allows  delicate  handling  of  the  nerve  so  that  par- 
tially transected  nerves  can  be  explored  soon  af- 
ter the  injury.  This  will  allow  these  partially  di- 
vided nerves  to  be  repaired  without  loss  of  the 
function  of  the  intact  portion  of  the  nerve.  These 
advantages  have  also  been  demonstrated  many 
times  in  the  performance  of  nerve  grafts  to  over- 
come gaps  resulting  from  old  nerve  injuries.  ◄ 


"i  Quit " Clinics 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  has  facilitated  a series  of  “I  Quit 
Smoking”  clinics  around  the  state.  The  clinics  are 
held  for  five  days  in  IV2  hour  sessions. 

Inquiries  should  be  addressed  to  the  Council  at 
20  N.  Wacker  Drive,  Room  1240,  Chicago  60606. 
Telephone  (312)  346-4675. 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  coordinates  and  helps  its  member 
agencies  combat  the  serious  health  hazards  of 
smoking  and  provides  liaison  with  the  National 
Interagency  Council  on  Smoking  and  Health. 

The  Journal  will  carry  this  listing  on  a regular 
basis,  and  urges  Illinois  physicians  to  notify  their 
patients  of  this  service. 


April  26 

Victory  Memorial  Hosp.  & 
A.C.S. 

Waukegan 

April  28 

St.  Francis  Hosp.  & A.C.S. 

Blue  Island 

May  4 

Sherman  Hosp.  & A.C.S. 

Elgin 

May  4 

Rock  Valley  College 

Rockford 

June  16 

Decatur  Memorial  Hosp. 
& A.C.S. 

Decatur 

June  22 

Blessing  Hosp.,  A.C.S., 
7th  Day  Adventist 
Church 

Quincy 

June  22 

Copley  Memorial  Hosp. 
& A.C.S. 

Aurora 

August  24 

YWCA 

Rockford 

Sept.  8 

St.  Francis  Hosp.  & 
A.C.S. 

Blue  Island 

Oct.  19 

Sherman  Hosp.  & A.C.S. 

Elgin 

Oct.  20 

Lutheran  General  Hosp. 
& A.C.S. 

Park  Ridge 

Oct.  20 

Decatur  Memorial  Hosp. 
& A.C.S. 

Decatur 

Oct.  22 

St.  Mary  Hosp.,  A.C.S., 
7th  Day  Adventist 
Church 

Quincy 

Bi-Monthly 

Skokie  Valley  Hosp. 

Skokie 
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Formal  Decision  Regarding  Discipline 
Of  Medical  Professionals 
Ordered  by  the  State  of  Illinois 
Department  of  Registration  and  Education 


This  report  includes  formal  decisions  regarding  issuance,  refusal  to  issue,  restoration,  renewal  or 
refusal  to  renew,  revocation  and  suspension  of  licenses  and  probationary  or  other  disciplinary  action 
taken  by  the  Department.  It  does  not  include  formal  decisions  involved  in  the  Director’s  approval  of 
board  or  committee  recommendations  to  issue  licenses  to  persons  passing  licensure  examinations. 

MEDICAL  PROFESSION 

FORMAL  DECISIONS  REGARDING  DISCIPLINE 
ORDERED  BY  THE  DEPARTMENT  OF  REGISTRATION  AND  EDUCATION 


Name  & Address 
Profession 

Act  (111.  Rev. 

Stat.)  & Section 
And/Or  Rule  Violated 

Discipline 
Ordered 
Case  Number 

Date 

Ordered 

Julius  Mussil 
4948  Dempster 
Skokie,  Illinois  60067 
MEDICAL  DOCTOR 
003-36-16437 

Chpt.  Ill,  Sec.  4433 
Respondent  had  previously 
surrendered  his  Controlled 
Substances  license.  No 
admissions  of  guilt  were 
made. 

Termination  of  Controlled 
Substances  License  to 
prescribe 
Schedules 

II,  IIN,  III,  IIIN 
&IV. 

Consent  Order 
80-9 

4-1-80 

Andres  S.  Sendin 
516  Sutter  Street  #405 
San  Francisco,  Ca. 
MEDICAL  DOCTOR 
36-38430 

Chpt.  Ill,  Sec.  4433  (4)  (11) 
Respondent’s  license  to  practice 
medicine  in  another  state 
was  revoked. 

Indefinite 

Suspension 

79-152 

4-14-80 

Victor  Wojnar 
301  East  University  Ave. 
Champaign,  Illinois 
MEDICAL  DOCTOR 
36-39385 

Chpt.  Ill,  Sec.  4433  (4)  (12) 
(19)  & (22) 

Respondent  failed  to 
provide  adequate  control 
for  potential  diversion 
of  dangerous  and  controlled 
drugs. 

2 Months 

Suspension, 

One  year 

Probation 

of  Medical 

License 

79-4 

5-5-80 

William  Yacullo 

1930  North  Harlem 

Elmwood  Park,  IL  61259 

MEDICAL  DOCTOR 

CONTROLLED  SUBSTANCES 

36-23227 

003-036-023227-1 

Chpt.  Ill,  Sec.  4433  (19) 
Wrote  prescriptions  for 
non-therapeutic  purposes. 

3 year 

Probation  of 
Medical  License; 
Surrender  of 
Controlled 
Substances  License 
Consent  Order 
80-7 

5-5-80 

Lawrence  Lerner 
6218  S.  Central 
Chicago,  IL  60638 
MEDICAL  DOCTOR 
36-48969 

Chpt.  Ill,  Sec.  4433 
Respondent  admitted 
that  he  was  convicted 
of  a drug-related 
misdemeanor  and  that 
his  California  license 
was  revoked;  said 
revocation  was  stayed 
for  ten  years. 

2 year 
Probation 
Consent  Order 
77-81 

5-5-80 
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Name  & Address 
Profession 

Act  (111.  Rev. 

Stat.)  & Section 
And/Or  Rule  Violated 

Discipline 
Ordered 
Case  Number 

Date 

Ordered 

Charles  Sasson 
2635  Walnut  Street 
Huntington  Park,  CA 
MEDICAL  DOCTOR 
36-37708 

Chpt.  91,  Sec.  4433  (3)  (27) 
Respondent  evidenced 
gross  malpractice  and 
professional  incompetence. 

One  Year 

Suspension 

79-29 

5-12-80 

Vernon  Paul  Banning 
410  North  Second  St. 
Marshall,  IL  62441 
MEDICAL  DOCTOR 
36-42536 

Chpt.  Ill,  Sec.  4433  (4) 
Respondent  was  convicted 
of  income  tax  evasion  in 
U.  S.  District  Court 

Reprimand 

79-169 

5-12-80 

Abraham  I.  Jackman 
861  North  LaSalle 
Chicago,  Illinois  60610 
MEDICAL  DOCTOR 
36-22863 

Chpt.  Ill,  Sec.  4433  (19) 
Respondent  failed  to 
exercise  good  faith  in 
issuing  prescriptions  for 
Preludin. 

Revocation  of 
Controlled 

Substances  Certificate; 
Indefinite  Suspension 
of  Medical  License 
Consent  Order 
79-121  & 79-129 

5-16-80 

Sinisa  Princevac 
5011  North  Lincoln 
Chicago,  Illinois  60625 
MEDICAL  DOCTOR 
36-49181 

Respondent  demonstrated 
professional  incompetence 
as  manifested  by  poor 
standards  of  care. 

60  Day 
Suspension 
2 Year 
Probation 
79-13 

5-30-80 

Carter  Weinke 
2800  Milwaukee  Avenue 
Chicago,  Illinois 
60619 

MEDICAL  DOCTOR 
36-25521 

Chpt.  Ill,  Sec.  4433  (19) 
Wrote  improper 
prescriptions  for 
Controlled  Substances. 

15  Day  Suspension, 

6 Month  Probation 
of  Controlled  Substances 
License 
Consent  Order 
79-179 

6-26-80 

Regaldo  S.  Florendo 
12800  S.  86th  Street 
Palos  Park,  IL  60464 
MEDICAL  DOCTOR 
36-44757 

Chpt.  Ill,  Sec.  4433 
Failed  to  maintain 
patient  records 

Censure 
Consent  Order 
78-129 

6-26-80 

Editor’s  Note:  This  is  the  most  recent  quarterly  report  available  at  the  time  of  publication. 


EKG 

(Continued from  page  216) 

Answers:  1.  E 2.  A.  B. 

The  carotid  sinus  massage  (R-CSM)  in  the  top 
panel  caused  some  sinus  slowing  but  it  had  a 
greater  effect  on  AV  conduction.  The  pacemaker 
(P)  escapes  and  functions  well.  The  pacemaker  is 
set  at  a rate  of  52  beats  per  minute  to  give  the 
sinus  mechanism  every  chance  to  conduct.  In  the 
last  panel,  there  is  an  episode  of  spontaneous  sec- 
ond degree  AV  block.  The  sinus  rate  is  stable  at 
75  beats  per  minute.  There  is  a slight  lengthening 
of  the  PR  interval  of  the  last  conducted  beat  (the 
sixth  beat  from  the  left  in  the  last  strip).  The  bars 
mark  the  P waves  and  the  diagrams  show  the 
slight  lengthening  of  the  PR  interval.  In  the  top 


panel,  carotid  sinus  massage  caused  a greater 
slowing  in  AV  conduction  than  in  sinus  slowing. 
This  is  not  unusual.  However,  the  spontaneous 
development  of  second  degree  AV  block  is  an- 
other consideration.  This  pattern  was  a clue  that 
myocardial  damage  had  occurred.  The  patient  had 
no  pain  complaints  with  his  tachycardia  and  the 
ECG  of  complete  left  bundle  branch  block  pre- 
vented further  ECG  diagnosis.  Subsequent  se- 
rum enzymes  confirmed  the  suspicion  of  an  acute 
myocardial  infarction.  The  ECG  after  cardiover- 
sion initially  only  showed  ST-T  waves  compatible 
with  ischemia.  Two  days  later  the  ECG  developed 
Q waves  of  inferior  wall  myocardial  infarction. 
There  was  no  recurrence  of  atrial  flutter  and  the 
patient  made  an  uneventful  recovery.  ◄ 
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Pulse  of  the  ISMS  Auxiliary 


REFLECTIONS:  1980-81 

By  Mrs.  Harlan  J.  Failor,  Immediate  Past  Pres.,  ISMSA 


One  year  ago,  in  my  President’s  Acceptance 
Message,  I proposed  to  my  fellow  Auxilians  that 
to  look  at  the  Auxiliary  was  to  look  at  ourselves, 
for  the  Auxiliary  is  simply  a reflection  of  its  mem- 
bers. With  this  in  mind,  the  mirror  became  sym- 
bolic of  our  1980-81  objectives.  It  stood  for  the 
honest  perception  of  what  we  were  and  for  the 
exciting  visualization  of  what  we  could  be. 

Dedicated  to  helping  County  Auxiliaries  real- 
ize this  potential,  the  ISMS  Auxiliary  sponsored 
for  the  First  time  two  Leadership  Seminars  sub- 
titled “Enhancing  Our  Image.’’  The  ISMSA  Fall 
Conference  provided  a different  perspective  with 
the  theme  “Through  the  Looking  Glass,”  and 
Auxilians  from  every  District  took  a Look  at . . . 
Something  New  in  Membership,  AMA-ERF  Fund 
Raising,  Projects  That  Work,  and  the  Power  in 
Politics.  The  Auxiliary’s  1981  Convention  af- 
forded us  one  Final  opportunity  to  observe  our- 
selves as  we  reported  on  the  year’s  ac- 
complishments in  “Reflections:  1980-81.” 

I liked  what  I saw  when  I looked  at  the  Illinois 
State  Medical  Society  Auxiliary  twelve  months 
ago,  but  I Find  even  more  to  admire  today: 

While  our  spouses  have  been  in  their  ofFices 
healing  illness,  we  have  been  in  our  communities 
teaching  wellness.  Something  has  been  offered  to 
every  age  group:  Vial  of  Life,  an  emergency  pro- 
gram for  senior  citizens;  Health  Careers,  edu- 
cational opportunities  for  teenagers;  Nutrition 


Puppet  Shows,  wholesome  diets  for  youngsters; 
Immunization,  required  protection  for  infants  and 
children;  and  Shape  Up  For  Life,  a nation-wide 
campaign  to  convince  everyone  that  eating  right 
and  exercising  regularly  are  the  way  to  establish 
and  maintain  optimum  health. 

Recognizing  that  the  future  of  our  organization 
is  in  the  hands  of  resident  physicians’  and  med- 
ical students’  spouses,  the  Auxiliary  this  year 
instituted  a new  membership  program  called 
SASII— Sponsor  a Spouse  in  Illinois.  The  ISMSA 
sponsor  pays  the  Five  dollar  state  and  national 
dues  of  a student  spouse  providing  her  with  the 
many  benefits  of  Auxiliary  membership  and  the 
incentive  to  actively  participate  in  the  future. 

This  spring  a new  legislative  program  was 
introduced.  Auxiliary  members  are  being  asked 
to  monitor  Health  System  Agency  Board  and 
Committee  meetings  and  report  HSA  actions  to 
the  medical  community.  If  there  was  ever  a call  to 
partnership,  it  is  the  challenge  of  these  new  regu- 
lations by  government. 

A new  media  project  has  been  undertaken 
which  will  bring  our  “Is  He  Sick?  Should  I Send 
Him  To  School”  brochure  to  the  attention  of  ra- 
dio and  television  audiences  throughout  Illinois. 
All  of  these  activities  mirror  the  Auxiliary  at  its 
best,  and  the  image  is  a gratifying  one. 

If  we  see  ourselves  when  we  look  at  the  Auxil- 
iary, then  we  must  see  our  spouses  when  we  look 
at  the  Society.  Through  our  organizations  we 
have  become  partners  in  medicine,  as  well  as 
partners  in  marriage.  At  no  time  in  history  have 
our  members  worked  so  closely  as  they  do  today, 
with  more  Auxilians  serving  on  Society  councils 
and  committees  than  ever  before.  We  have  come 
that  proverbial  “long  way”  from  May  1922  when 
the  Auxiliary  was  organized  “to  assist  in  enter- 
tainment at  all  medical  conventions.” 

It  has  been  a great  privilege  to  serve  as  ISMSA 
President.  From  both  the  Auxiliary  and  the  Soci- 
ety I have  received  unfailing  support  and 
friendship  and  an  opportunity  for  personal 
growth  without  equal.  For  all  of  this  the  phrase 
seems  inadequate,  but  thank  you.  A 
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Student  Business  Section  in  Action 


Medicine  vs.  The  Media 

This  is  the  fifth  of  a five-part  series  on  cigarette  advertising 


Previous  columns  in  this  series  have  discussed 
how  unregulated  cigarette  advertising  has  suc- 
ceeded in  increasing  cigarette  consumption  and 
virtually  silencing  the  media  on  the  dangers  of 
cigarette  smoking.  Recognizing  the  tremendous 
toll  on  human  life  for  which  tobacco  is  responsi- 
ble, how  is  the  medical  profession  to  respond  to 
this  scandal? 

Organized  medicine  has  at  least  spoken  out  on 
this  issue.  ISMS  has  urged  the  Chicago  Tribune 
and  Chicago  Sun-Times  to  refuse  to  accept  ciga- 
rette ads,  and  has  even  gone  on  record  in  favor  of 
banning  all  cigarette  advertising  (ISMS  resolu- 
tions 79N-43,  801-28).  The  AMA  recently  agreed 
to  urge  the  100  most  widely  circulating  newspa- 
pers and  magazines  in  the  country  to  refuse  to 
accept  cigarette  ads  (AMA  resolution  76,  1-80). 
Not  surprisingly,  though,  this  “war  with  words” 
has  failed  to  convince  the  media  to  put  principle 
before  profit. 

A group  of  health  professionals,  however, 
called  Doctors  Ought  to  Care  (DOC),  has  come 
up  with  several  innovative  approaches  to  fight  the 
tobacco  industry’s  propaganda.  DOC,  as  part  of 
its  many  health  promotion  efforts,  has  embarked 
on  a counteradvertising  campaign  to  discourage 
the  lethal  habits  that  are  so  prevalent  in  our  socie- 
ty. Many  of  its  counterads,  such  as  the  one  that 
accompanies  this  column,  use  the  same  Madison 
Avenue  techniques  that  are  so  successfully  em- 
ployed by  the  cigarette  companies. 

Alan  Blum,  M.D.,  founder  of  DOC,  also  sug- 
gests that  physicians  replace  waiting-room  maga- 
zines that  accept  cigarette  ads  with  ones  that  do 
not.  If  enough  physicians  took  this  advice,  and  let 
publishers  know  about  it,  some  magazines  might 
be  compelled  to  seriously  reconsider  their  adver- 
tising policies.  The  financial  incentive  seems  to 
be  the  only  one  to  which  they  would  respond.  A 
list  of  magazines  that  do  not  accept  cigarette  ads 
appeared  in  the  Nov.  7,  1980  issue  of  American 


Medical  News. 

For  more  information  on  DOC,  write:  DOC; 
924  W.  Webster  St.;  Chicago,  Illinois  60614. 

Ronald  M.  Davis 
Delegate,  ISMS-SBS 
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Viewbox 

(Continued  from  page  222) 

Diagnosis:  Acute  Cholecystitis  — "mTc-IDA  Study 


Figure  2A  Figure  2B  Figure  2C 


Fig.  2— Abnormal  cholescintigram 

Serial  scans  demonstrate  normal  hepatic  uptake  (asterisk)  with  visualization  of  the  common  bile  duct  (arrow)  and  small 
bowel.  No  gallbladder  is  identified  up  to  4 hours  indicating  acute  cholecystitis. 


A 


30  min. 


Figure  3A 


Figure  3B 


Figure  3C 


Figure  3— Normal  cholescintigram 

Serial  scans  up  to  four  hours  demonstrate  normal  hepatic  uptake  and  excretion,  with  an  easily  identified  gallbladder 
(arrow). 


The  findings  on  the  supine  film  of  the  abdo- 
men are  nonspecific.  While  all  possible  diagnoses 
given  should  be  considered,  the  next  logical  step 
in  the  workup  of  this  patient  would  be  a "mTc- 
IDA  study  in  light  of  the  high  clinical  suspicion  of 
acute  cholecystitis.  The  "mTc-IDA  study  reveals 
non-visualization  of  the  gallbladder  (Figure  2) 
thus  making  the  diagnosis  of  acute  cholecystitis 
which  was  confirmed  by  surgery. 

Cholescintigraphy  is  a rapid  and  accurate 
means  of  diagnosing  acute  cholecystitis.  Nuclear 


medicine  imaging  of  the  hepatobiliary  is  not  only 
more  accurate  and  faster  than  previously  availa- 
ble imaging  procedures,  but  also  has  no  reported 
associated  morbidity. 

A number  of  "mTc-IDA  derivatives  have  been 
developed.  These  agents  differ  predominantly  in 
their  hepatocyte  extraction  rate  and  their  rate  of 
transfer  from  the  hepatocyte  to  the  bile,  so  that 
they  differ  in  their  ability  to  image  at  elevated 
bilirubin  levels. 

Oral  cholecystography  has  limited  utility  in  the 
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rapid  diagnosis  of  acute  cholecystitis.  There  is  a 
minimum  delay  of  12  hours  between  administra- 
tion of  oral  contrast  material  and  radiographic  ex- 
amination of  the  gallbladder.  This  is  necessitated 
by  the  time  needed  for  the  intestinal  absorption 
and  hepatic  conjugation  of  the  contrast.  In  addi- 
tion, there  are  other  causes  of  non-visualization 
of  the  gallbladder  other  than  acute  cholecystitis. 1 
Delayed  gastric  emptying,  impaired  hepatic  func- 
tion, vomiting,  pancreatitis  and  most  commonly, 
chronic  cholecystitis,  will  all  result  in  non- 
visualization of  the  gallbladder  which  does  not 
give  the  clinician  a definitive  diagnosis. 

Intravenous  cholecystography  fails  to  opacify 
the  biliary  tree  in  30%  to  50%  of  the  patients  with 
either  acute  cholecystitis  or  upper  abdominal  pain 
from  other  causes.2  Anaphylactic  reactions  to  the 
contrast  occur  in  one  out  of  400  cases  with  a 
reported  mortality  of  1 in  5,000  patients.3 

A significant  limitation  of  intravenous  chol- 
angiography is  the  inverse  relationship  of  the  vis- 
ualization of  the  biliary  system  and  the  bilirubin 
level.  Visualization  is  significantly  decreased 
when  the  patient’s  bilirubin  is  in  the  range  of  2- 
4mg/100ml.  Above  4mg/100ml  the  chances  of 
visualization  are  less  than  10%. 1 Depending  on 
the  "mTc-IDA  derivative  used,  the  biliary  system 
may  be  visualized  up  to  30mg/100ml  of  bil- 
irubin. 1 

Ultrasonography  accurately  diagnoses  the  pres- 
ence of  gallstones.  However,  the  presence  of  gall- 
stones in  a patient  with  right  upper  quadrant  pain 
is  not  automatically  equated  with  acute  cholecys- 
titis. Ultrasonography  may  diagnose  cystic  duct 
obstruction  if  a gallstone  is  found  in  the  region  of 
the  cystic  duct  or  in  the  neck  of  the  gallbladder.  In 
addition,  Handler4  and  Marchal,  et  al.  ,5  have  at- 
tempted to  correlate  thickening  of  the  gallbladder 
wall  as  measured  by  ultrasonography  with  the 
presence  of  acute  cholecystitis.  However,  a thin 
gallbladder  wall  on  ultrasonography  does  not 
exclude  acute  cholecystitis. 

Computed  tomography  offers  superior  ana- 
tomic detail  of  the  liver,  pancreas  and  spleen. 
However,  as  of  this  date,  it  is  not  a procedure  of 
choice  in  diagnosing  acute  cholecystitis. 

Following  the  injection  of  the  "mTc-IDA  bili- 
ary agents,  the  normal  liver  achieves  maximal 
uptake  at  10  to  15  minutes.  The  biliary  tract  nor- 
mally is  visualized  at  15  to  30  minutes  post-injec- 
tion with  97%  of  normal  gallbladders  visualized 
by  four  hours.6’  7 Liver  washout  is  nearly  com- 
plete by  four  hours  (Fig.  3).  A delay  in  washout 
may  be  seen  in  hepatic  parenchymal  disease  as 
well  as  mechanical  biliary  tract  obstructions.8 

Acute  cholecystitis  is  usually  accompanied  by 
obstruction  of  the  cystic  duct.  In  the  proper  clini- 


cal setting,  failure  to  visualize  the  gallbladder  is 
indicative  of  acute  cholecystitis  (Fig.  2).  Visual- 
ization of  the  gallbladder  by  the  "mTc-IDA 
agents  indicates  a patent  cystic  duct  and  excludes 
acute  cholecystitis  with  an  accuracy  of  approxi- 
mately 95%. 6 The  5%  false  negatives  (gallbladder 
visualized)  are  felt  to  be  due  to  chronic  and  acal- 
culus  cholecystitis.6, 9 

Due  to  the  spatial  resolution  in  Nuclear  Medi- 
cine, the  role  of  cholescintigraphy  in  the  diagno- 
sis of  chronic  cholecystitis  is  limited.  The  pres- 
ence of  gallstones  or  thickening  of  the  gallbladder 
wall  cannot  be  evaluated  with  this  imaging  proce- 
dure. However,  the  diagnosis  of  chronic  chole- 
cystitis is  suggested,  but  not  certain,  if  there  is 
faint  visualization  or  delayed  visualization  of  the 
gallbladder.1  Oral  cholecystography  and/or  ul- 
trasonography remain  the  imaging  procedures  of 
choice  of  chronic  cholecystitis. 

The  "mTc-IDA  agents  may  also  be  used  in 
clinical  situations  other  than  acute  cholecystitis. 
The  agents  are  indicated  in  cases  of  traumatic  bile 
leakage,10  and  in  the  evaluation  of  biliary-enteric 
bypass  patency1  where  computed  tomography 
and  ultrasonography  may  leave  the  diagnosis  in 
doubt.  ◄ 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 

Northern  Illinois  Office 
T.  J.  PANDAK,  i.  C.  KUNCHES, 

L.  R.  GANNON,  and  W.  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 


Psychiatry 

Working  with  Suicidal  Patients 

For:  MD's.  Lecture,  May  20,  1:00  p.m..  Forest  Perk. 

Speaker:  Robert  Drye,  MD  Sponsor:  Riveredge 

Foundation,  8311  West  Roosevelt  Rd  , Forest  Park 

60130  Fee:  $15  Reg.  limit:  200  Credit:  Category  1, 

3 hours  Contact:  Susan  Cosgrove  Phone:  312/771- 

7000 

Substance  Abuse 

Multiple  Substance  Abuse  Workshop  for  Health 
Care  Workers  (Physicians) 

For:  MD's.  Workshop,  May  5,  Park  Ridge.  Sponsors: 
Illinois  Dangerous  Drugs  Commission;  Lutheran  General 
Hospital,  1775  Dempster  St.,  Park  Ridge  Reg.  fee: 
$15  Credit:  Category  1,  5 hours  Contact:  Joseph 
DiFiore.  Phone:  31 2/822-9860 


Surgery 

Update  on  Surgical  Infections 

For:  MD's.  Symposium,  May  1 3-1  5,  Chicago  Sponsor: 
Cook  County  Graduate  School  of  Medicine,  707  S 
Wood,  Chicago  60612  Reg.  deadline:  5/13  Fee: 
$225;  $100  Reg.  limit:  350  Credit:  Category  1,19 
hours  Contact:  Toni  Hau,  MD  Phone:  312/996-6771 


Surgery 

Surgery  for  the  Complications  of  Myocardial  Infarc- 
tion 

For:  MD's.  Lecture,  May  13,  11:00  am.,  Chicago 
Sponsor:  Martha  Washington  Hospital,  4055  N West- 
ern Ave.,  Chicago  60618  Speaker:  John  Moran,  MD 
Fee:  none.  Reg.  limit:  none  Credit:  Category  1,  1 
hour,  AAFP  Elective,  1 hour  Contact:  R Bradkowski 
Phone:  312/583-9000  x 332 

Surgery 

The  Covert  Culprit:  The  Nasopharynx 
For:  MD's.  Lecture,  May  1,  Chicago  Speaker:  David 
Austin,  MD.  Sponsor:  Grant  Hospital,  550  W Webster, 
Chicago  60614  Fee:  none  Reg.  limit:  none.  Credit: 
Category  1,  1 hour  Contact:  Robert  Mutterperl,  DO 
Phone: 312/883-2112 

Surgery 

Hyperalimentation— 1981  Update. 

For:  FP's.  Internists,  Surgeons.  Seminar,  May  9,  Chica- 
go. Sponsor:  Grant  Hospital,  550  W.  Webster,  Chicago 
60614  Reg.  deadline:  5/2.  Fee:  $100  Reg.  limit: 
120.  Credit:  Category  1,  6 hours;  AAFP  Prescribed, 
applied  for.  Contact:  Robert  Mutterperl,  DO  Phone: 
312/883-2112. 

Surgery 

Advances  in  Surgery 

For:  General  and  Specializing  Surgeons.  Lecture,  May  4- 
8,  Chicago  Speaker:  Robert  Baker,  MD  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S Wood  St., 
Chicago  60612  Fee:  $325  Reg.  limit:  100.  Credit: 
Category  1,  40  hours.  Contact:  Robert  Baker.  Phone: 
312/733-2800 

Trauma 

25th  Annual  Postgraduate  Course  on  Fractures  and 
Other  Trauma 

For:  Surgeons,  Emergency  Room  Physicians,  GP's 
Course,  May  20-23,  Chicago  Marriott  Hotel.  Speaker: 
Robert  Salter,  MD.  Sponsor:  Chicago  Committee  on 
Trauma  of  the  American  College  of  Surgeons,  55  E 
Erie,  Chicago  60611.  Fee:  $275;  $100,  allied  health 
professions  and  residents/interns  Reg.  limit:  none. 
Credit:  AMA  Category  1,  28  hours;  AAFP  Elective,  28 
hours;  ACEP  Category  1 , 28  hours  Contact:  Jack  Rob- 
bins, MD.  Phone:  312/475-4040 


JUNE 

Cardiac  Rehabilitation 

Comprehensive  Cardiac  Rehabilitation  Workshops 
For:  MD's,  RN's.  Workshops,  June  8-1  2 or  June  15-19, 
La  Crosse,  Wl  Sponsor:  La  Crosse  Exercise  Program, 
Workshop  Unit,  Mitchell  Hall,  University  of  Wl  — La 
Crosse,  La  Crosse,  Wl  54601  Fee:  $450  Reg.  limit: 
50  Credit:  Category  1 , 38  hours;  AAFP  Prescribed,  43 
hours  Contact:  Philip  Wilson.  Phone:  608/785-8686 


Cardio  Pulmonary  Resuscitation 

Symposium  on  Cardio  Pulmonary  Resuscitation 
For:  MD's.  Symposium,  June  26,  11:15  a m..  Oak  Park. 
Sponsor:  Oak  Park  Hospital,  520  S.  Maple  Ave.,  Oak 
Park  60304  Fee:  none  Reg.  limit:  none  Credit: 
Category  1,  1 hour  Contact:  Charles  Weigel,  MD 
Phone: 312/366-7870 


Cardiology 

Electrophysiologic  Basis  for  Diagnosis  and  Manage- 
ment of  Cardiac  Arrhythmias 

For:  Cardiologists,  Cardiovascular  Surgeons,  FP's,  GP's, 
Internists  Conference,  June  4-6,  Milwaukee,  Wl. 
Sponsor:  U of  W— Extension,  CME,  465B  WARF  Bldg  . 
610  Walnut  St.,  Madison,  Wl  53706  Reg.  deadline:  5/ 
20  Fee:  yes  Credit:  Category  1,18  hours;  AAFP  Elec- 
tive, 18  hours  Contact:  Sarah  Aslakson  Phone:  608/ 
263-2856 

Chest  Medicine 

Flexible  Fiberoptic  Bronchoscopy 
For:  Chest  Physicians,  Surgeons.  Course,  June  4-6, 
Continental  Plaza  Hotel,  Chicago  Speaker:  L Penfield 
Faber,  MD,  FCCP  Sponsor:  American  College  of  Chest 
Physicians,  91  1 Busse  Highway,  Park  Ridge  60068 
Credit:  Category  1,15  hours.  Contact:  Dale  Braddy 
Phone: 312/698-2200 

Emergency  Medicine 

Topics  in  Emergency  Medicine 
For:  Emergency  Room  Physicians  Seminar/workshop. 
June  1 -5,  Detroit,  Ml  Sponsor:  Wayne  State  University 
School  of  Medicine,  CME,  9B-32  University  Clinics 
Bldg  . 4201  St.  Antoine,  Detroit,  Ml  48201  Reg.  dead- 
line: 5/22  Fee:  $500  Reg.  limit:  20  Credit:  Category 
1,  35  hours;  ACEP,  Category  1,  35  hours  Contact: 
Gerald  Prieur,  Jr  Phone:  31  3/577-1  1 80 

Gynecology 

Adolescent  Gynecology 

For:  MD's.  Lecture,  June  23,  7:00  pm,  Kankakee 
Speaker:  George  Maroulis,  MD  Sponsor:  Riverside 
Medical  Center,  350  N Wall  St.,  Kankakee  60901  Reg. 
limit:  none  Fee:  $3  Credit:  Category  1,  2 hours 
Contact:  Lisa  Mitchell  Phone:  81  5/933-1671 


Gynecolog  y/S  urgery 

Open  Laparoscopy  Workshop 

For:  MD's  Workshop,  June  6,  Chicago  Speaker: 
Harrith  Hasson,  MD  Sponsor:  Grant  Hospital,  550  W 
Webster,  Chicago  60614  Fee:  $150,  MD,  $75,  resi- 
dents. Reg.  deadline:  none  Contact:  Robert  Mutter- 
perl, DO  Phone:  312/883-2112 

Medicine 

Approach  to  the  Patient 

For:  MD's.  Lecture,  June  11,1  00  p.m.,  North  Chicago 
Speaker:  Bruce  Rothschild.  MD  Sponsor:  North  Chica- 
go VA  Hospital,  UHS/CMS,  North  Chicago  60064  Fee: 
none  Reg.  limit:  none.  Credit:  Category  1,  1 hour 
Contact:  Ben  Blivaiss.  Phone:  312/689-8010  x 375 

Medicine 

Rheumatology  & Surgery 

For:  MD's.  Lecture,  June  1 7,  1 1 00  a m.,  North  Chica- 
go Speaker:  Bruce  Rothschild,  MD  Sponsor:  North 
Chicago  VA  Hospital,  UHS/CMS,  North  Chicago  60064 
Fee:  none  Reg.  limit:  none  Credit:  Category  1 , 1 hour 
Contact:  Ben  Blivaiss  Phone:  31  2 689-8010  x 375 


Medicine 

Uses  & Abuses  of  Estrogen  Therapy 
For:  MD's  Lecture,  June  5,  Chicago  Speaker:  Arthur 
Herbst,  MD  Sponsor:  Grant  Hospital,  550  W.  Webster, 
Chicago  60614  Fee:  none  Reg.  limit:  none.  Credit: 
Category  1,  1 hour  Contact:  Robert  Mutterperl,  DO 
Phone: 312/883-2112 


RECENT  CME  ACCREDITATIONS 

The  ISMS  Committee  on  CME  Ac- 
creditation has  approved  the  CME 
programs  of  the  following  institu- 
tions: 

Augustana  Hospital,  Chicago 
Holy  Cross  Hospital,  Chicago 
Martha  Washington  Hospital, 
Chicago 

St.  Anthony  Hospital  Medical 
Center,  Rockford 
St.  Francis  Hospital,  Blue  Island 
St.  Francis  Hospital-Medical 
Center,  Peoria 


Medicine 

Osteoporosis  Disease 

For:  MD's.  Lecture,  June  19,  Chicago  Speaker:  Robert 
Recker,  MD  Sponsor:  Grant  Hospital,  550  W Webster, 
Chicago  60614  Fee:  none  Reg.  limit:  none  Credit: 
Category  1,  1 hour  Contact:  Robert  Mutterperl,  DO 
Phone: 312/883-2112 

Neurosurgery 

Neurosurgical  Intensive  Care  Symposium 
For:  MD's,  RN's.  Lecture,  June  11-12,  Madison,  Wl 
Sponsor:  U of  W— Extension,  CME,  465B  WARF  Bldg  , 
610  Walnut  St.,  Madison,  Wl  53706  Reg.  limit:  none 
Credit:  Category  1,17  hours  Contact:  Sarah  Aslak- 
son. Phone:  608/263-2856 

Shock 

Symposium  on  Shock 

For:  MD's  Symposium,  June  5,  12  & 19,  11:15  am. 
Oak  Park  Sponsor:  Oak  Park  Hospital,  520  S Maple 
Ave.,  Oak  Park  60304.  Fee:  none  Reg.  limit:  none 
Credit:  Category  1,  3 hours  Contact:  Charles  Weigel, 
MD  Phone:  312/366-7870 


Sports  Medicine 

82nd  Annual  Convention  and  CME  Seminar 
For:  MD's.  Lecture/panel,  June  21-24,  Lake  Geneva, 
Wl  Sponsor:  Illinois  Assn,  of  Osteopathic  Physicians 
and  Surgeons,  470  State  St.,  Marseilles  61341  Reg. 
deadline:  none  Fee:  yes  Reg.  limit:  none  Credit: 
Category  1 26  hours,  AOA,  26  hours  Phone:  815/ 
795-6116 


JULY 

Cardiac  Rehabilitation 

Comprehensive  Cardiac  Rehabilitation  Workshops 
For:  Primary  Care  Physicians,  allied  health  workers 
Workshop,  July  13-17  or  July  20-24,  La  Crosse,  Wl 
Reg.  deadline:  none  Fee:  $450  Reg.  limit:  50 
Credit:  Category  1,  38  hours,  AAFP  Prescribed,  43 
hours.  Sponsor:  La  Crosse  Exercise  Program,  Work- 
shop Unit,  Mitchell  Hall,  U of  Wl-La  Crosse  54601 
Contact:  Dr  Philip  Wilson  Phone:  608/785-8686 


ADVANCE  NOTICE 
Ninth  Illinois  Congress  on  CME 
September  11-12,  1981 
Brochure  available  after  June  15 


PULLING  IT  ALL  TOGETHER 
The  unique  ICCME  WORK- 
SHOP ON  CME  LEADERSHIP 
is  designed  for  leadership  of 
a hospital  medical  staff  or 
society.  It's  offered  anytime, 
at  your  convenience,  any- 
place in  Illinois.  Three  hours; 
maximum  enrollment  12; 
Category  1 credit;  flat  fee 
$400.  For  details,  ask  for  the 
brochure  on  WORKSHOP  ON 
CME  LEADERSHIP. 

Illinois  Council  on  CME 
55  E.  Monroe  St.,  Suite  3510 
Chicago,  IL  60603 
(312)  236-6110 
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Doctor  s News 


PHYSICIANS  IN  THE  NEWS— Lawrence  L.  Hirsch,  M.D.,  recently  received  an  AMA  Na- 
tional Bronze  Award  through  their  medical  speakers  program  for  his  speech  enti- 
tled “Doctors  Do  Care.”  Dr.  Hirsch,  immediate  past  president  of  the  Chicago 
Medical  Society,  is  ISMS  First  Vice  President ....  Sheldon  D.  Schwartz,  M.D., 
Deerfield,  has  been  named  a fellow  of  the  American  College  of  Physicians  .... 
Daniel  Gutierrez,  M.D.,  Joliet,  has  been  installed  as  president  of  the  Will-Grundy 
County  Medical  Society.  Other  new  officers  include  Kenneth  Jesunas,  M.D., 
president-elect;  Rajendra  Shah,  M.D.,  vice  president;  Amin  Khater,  M.D., 
secretary-treasurer  and  Irving  Rudman,  M.D.,  secretary-treasurer-elect. 

Robert  G.  Frazier,  M.D.,  Wilmette,  has  been  appointed  senior  associate  dean 
for  academic  programs  at  the  Loyola  University  Stritch  School  of  Medicine.  Dr. 
Frazier  succeeds  Anthony  Barbato,  M.D.,  who  has  elected  to  return  to  full  time 
teaching.  Dr.  Frazier  had  previously  served  as  executive  director  of  the  American 
Academy  of  Pediatrics. 

Leon  O.  Jacobson,  M.D.,  Chicago,  is  a recent  recipient  of  an  outstanding 
achievement  award  from  the  American  Society  of  Contemporary  Medicine  and 
Surgery  ....  Two  Illinois  physicians  have  been  named  to  expert  advisory  panels  of 
the  US  Pharmacopeial  Convention  Committee  on  Revision.  Arthur  L.  Herbst, 
M.D.,  Chicago,  will  join  the  Advisory  Panel  on  Endocrinology  and  Harold  L. 
Klawans,  M.D.,  Chicago,  will  join  the  Advisory  Panel  on  Neurological  and  Psy- 
chiatric Disease.  The  USP  has  announced  that  the  advisory  panels  will  assume 
much  of  the  responsibility  of  their  Drug  Information  Division  programs  in  the 
next  five  years. 

CHIROPRACTIC  CASE  APPEALED— Five  chiropractors  have  appealed  the  antitrust  case  lost 
earlier  this  year  against  ISMS,  the  AMA  and  1 1 other  co-defendants.  The  appeal 
was  filed  March  2 in  the  Seventh  Circuit  Court  of  Appeals  in  Chicago.  On  January 
30,  1981,  the  US  District  Court  jury  found  all  defendants  in  the  suit  ( Wilketal . v. 
AMA,  et.  al. ) innocent  of  all  charges. 

MANAGING  YOUR  MEDICAL  PRACTICE  will  be  the  theme  of  a May  14-15  conference 
sponsored  by  the  SIU  School  of  Medicine  and  Sangamon  County  Medical  Society. 
Conference  speakers  will  discuss  computers  in  medicine,  third  party  reimburse- 
ment, malpractice  options,  tax  and  estate  planning,  office  facility  needs,  financial 
planning,  medical  records  systems,  billing  and  collections  and  physician  advertis- 
ing. A medical  products  exhibit  is  also  planned.  Targeted  to  physicians,  clinic/ 
office  managers,  residents,  nurses  and  health  administrators,  the  program  will  be 
held  at  St.  John’s  Hospital  in  Springfield.  Further  information  may  be  obtained  by 
writing  the  Office  of  Health  Systems  Research,  SIU  School  of  Medicine,  PO  Box 
3926,  Springfield  62708;  (217)  782-5770. 

ANNUAL  IPHA  MEETING  ANNOUNCED— The  Illinois  Public  Health  Association  will  hold 
their  41st  annual  meeting  April  29-May  1,  at  the  Holiday  Inn  East,  Springfield. 
“Crisis  in  Public  Health  — Policies  and  Actions,”  will  include  seminars  on  compe- 
tition in  mental  health  care,  legislation,  sexual  harassment,  child  abuse  and  related 
problems,  health  needs  of  the  elderly  and  cancer  oncology.  Featured  speakers  will 
include  Gov.  James  Thompson,  who  will  discuss  funding  for  public  health,  and 
U.S.  Sen.  Thomas  Eagleton,  (D-MO)  who  will  present  a national  perspective  on 
public  health  issues.  Non-member  registration  is  $45.  For  further  information 
contact  Dorris  Garrett,  Illinois  Department  of  Public  Health,  Division  of  Health 
Promotion  and  Screening,  535  W.  Jefferson,  Springfield  62761;  (217)  782-4733. 

WORKMEN’S  COMPENSATION  PAYROLL  AUDITS- Within  the  next  60  days,  field  payroll 
auditors  of  Casualty  Reciprocal  Exchange  will  be  calling  on  those  of  you  who  have 
placed  your  insurance  with  that  organization.  Your  cooperation  in  having  the 
necessary  records  available  for  the  completion  of  the  audit  will  be  appreciated.  The 
sooner  the  audits  are  made,  the  sooner  the  Dodson  Insurance  Group  can  calculate 
the  earned  savings  for  the  past  year  and  make  the  necessary  distribution.  If  asked 
to  provide  a voluntary  report  instead,  you  can  help  materially  in  reaching  an  early 
determination  of  savings  by  returning  the  requested  information  as  promptly  as 
possible. 
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Attention  ISMS  Members 

An  Idea  Worth  Pursuing 


By  Elaine  Kaiser,  CMA-A  President,  Illinois  Society 


One  of  the  goals  of  the  American  Association 
of  Medical  Assistants,  Illinois  Society,  is  to  main- 
tain and  advance  the  standards  of  professional 
employment  and  to  give  honest,  loyal  and  ef- 
ficient service  to  the  medical  profession  and  the 
public.  We  have  collaborated  with  Ingalls  Memo- 
rial Hospital,  Harvey,  in  establishing  an  ongoing 
series  of  programs  with  medical  staff  members’ 
office  employees  in  an  effort  to  develop  and 
maintain  a permanent  communication  vehicle 
with  the  hospital.  The  lecture  series  is  designed  to 
better  acquaint  physician  office  personnel  with 
Ingalls  Memorial  Hospital  programs  and  services, 
and  the  procedures  to  follow  for  the  most  ef- 
ficient utilization  of  these  services. 

Monthly  lectures  beginning  in  March  will  cov- 
er a wide  range  of  hospital  departments  and  topics 
of  interest  and  concern.  Opportunity  for  discus- 
sion is  expected  to  surface  areas  of  mutual  con- 
cern for  hospital  and  office  medical  assistants  as 
well  as  potential  solutions  for  increased  efficien- 
cy, communication  and  integration  of  office  and 
hospital  patient  activities. 

Robert  L.  Harris,  president,  stresses  that  im- 
proved relations  and  rapport  are  essential  to 
assure  a smooth  transition  in  levels  of  care  for  our 
patients.  He  believes  that  the  lectures  and  discus- 
sions will  facilitate  that  goal. 

Physicians’  office  personnel  have  often  ex- 
pressed a lack  of  understanding  between  the  hos- 
pital and  the  physician’s  office  which  has  not  con- 


tributed to  efficient  and  effective  patient  care. 
Medical  assistants  with  physicians  on  the  staff  of 
Ingalls  Memorial  Hospital  will  be  given  the  op- 
portunity to  coordinate  activities  between  hospi- 
tal and  office  and  facilitate  better  patient  care. 
The  integration  of  office  and  hospital  patient  care 
activities  is  extremely  important  in  the  changing 
health  care  delivery  system.  A well  trained  med- 
ical assistant  is  one  factor  in  maintaining  a 
smooth  running  physician’s  office.  The  lecture 
series  is'designed  to  assist  the  medical  assistant  in 
a better  understanding  of  her  role  as  an  allied 
health  professional.  The  series  schedule  includes 
speakers  from  the  admitting  office,  patient  ac- 
counts, medical  records,  laboratory,  radiology, 
ancillary  diagnostic  services,  community  health 
care,  rehabilitation  services,  social  services,  ad- 
ministration, patient  relations,  public  relations, 
alcoholism  treatment  center,  security  and  com- 
munications. 

The  lecture  series  will  assist  medical  assistants 
in  reaching  the  goal  of  advancing  the  standards  of 
professional  employment  and  giving  honest,  loy- 
al and  efficient  service  to  the  medical  profession 
and  the  public. 

For  information  regarding  AAMA,  Illinois  So- 
ciety, contact  Elaine  Kaiser,  CMA-A,  president, 
9103  Sandpiper  Court,  Orland  Park,  Illinois 
60462  or  Marygrace  Sanderson,  501  Heather- 
mead  Road,  Matteson,  Illinois  60443.  4 
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LAY  MIDWIFE  BILL  KILLED  — House  Bills  84  and  171,  which  would  have  called  for  licen- 
sure of  lay  midwives,  were  heard  in  the  Illinois  House  of  Representatives’ 
Health  and  Family  Services  Committee.  ISMS  opposed  this  legislation,  as  in 
prior  years,  and  HB  171  was  defeated  in  a Committee  vote,  14-2.  After  this 
defeat,  the  sponsor  of  HB  84  decided  to  table  that  proposal. 

ILLINOIS  SENATE  COMMITTEES  ANNOUNCED  — Three  committees  of  the  Illinois 
Senate  have  responsibility  for  most  health  care  bills  facing  the  Illinois  legisla- 
ture. New  members  of  each  have  been  announced. 

The  Senate  Public  Health,  Welfare  and  Corrections  Committee,  chaired  by 
Steven  Nash  and  vice  chaired  by  William  Marovitz  (both  Chicago  Democrats) 
will  include  the  following  Senators:  Chicago  Democrats  Earlean  Collins,  Glenn 
Dawson,  James  McLendon,  Dawn  Clark  Netsch  and  Richard  Newhouse;  John 
J.  Nimrod  (R-Glenview)  minority  spokesman;  Adeline  Geo-Karis  (R-Zion); 
Roger  Keats  (R-Wilmette)  and  Jack  Schaffer  (R-Crystal  Lake). 

The  Senate  Insurance  Committee  will  be  chaired  by  John  D’Arco  and  vice 
chaired  by  Robert  Egan,  both  Chicago  Democrats.  Membership  will  include 
Jerome  J.  Joyce  (D-Essex);  Sam  Vadalabene  (D-Edwardsville);  James  Rupp 
(R-Decatur)  as  minority  spokesman;  Leonard  Becker  (R-Cicero);  Karl  Berning 
(R-Deerfield);  Aldo  DeAngelis  (R-Olympia  Fields);  John  Friedland  (R-So.  El- 
gin) and  Chicago  Democrats  Arthur  Berman,  Earlean  Collins,  Glenn  Dawson 
and  Walter  Negal. 

The  Senate  Judiciary  I Committee  will  be  headed  by  Chicago  Democrats 
James  McLendon  and  William  Marovitz  as  chairman  and  vice  chairman.  Mem- 
bership includes  Adeline  Geo-Karis  (R-Zion)  as  minority  spokesman;  Prescott 
Bloom  (R-Peoria);  Jack  Bowers  (R-Downers  Grove);  Frank  Ozinga  (R-Ever- 
green  Park);  and  Chicago  Democrats  Arthur  Berman,  John  D’Arco,  Robert 
Egan,  Jeremiah  Joyce  and  LeRoy  Lemke. 

ILLINOIS  HOUSE  OF  REPRESENTATIVES  COMMITTEES  ANNOUNCED  — Five 
House  Committees  hear  health-related  legislation.  In  a structural  change, 
Speaker  George  Ryan  has  split  the  former  House  Human  Resources  Committee 
into  two  separate  committees:  Health  and  Family  Services  and  Public  Institu- 
tions and  Social  Services. 

The  House  Health  and  Family  Services  Committee  will  be  chaired  by  Jane 
Barnes  (R-Oak  Lawn)  and  vice  chaired  by  Glen  Bower  (R-Effingham).  Repub- 
lican members  will  be  Jesse  Jackson,  Chicago;  Doris  Karpiel,  Roselle;  Steve 
Miller,  Catlin;  Roger  Stanley,  Streamwood;  Judy  Topinka,  Riverside;  Sam 
Vinson,  Clinton  and  Jill  Zwick,  Dundee.  Democratic  members,  whose  spokes- 
man will  be  Wyvetter  Younge,  E.  St.  Louis,  will  include  Chicagoans  Woods 
Bowman,  Alfred  Ronan  and  Jessie  White;  Gary  Hannig,  Mt.  Olive;  Jim  Rea, 
Christopher  and  Mike  Slape,  Pocahontas. 

The  House  Judiciary  I Committee  chairman  is  Harry  Leinen weber  (R- Joliet). 
The  vice  chairman  for  the  committee  will  be  Timothy  Johnson  (R-Urbana)  and 
the  minority  spokesman  is  Aaron  Jaffe  (D-Skokie).  Judiciary  I Committee 
membership  includes  Republicans  David  Barkhausen,  Waukegan;  Edward  Blu- 
thardt,  Schiller  Park;  Patrick  Grossi,  Glenwood;  John  Hallock,  Rockford;  Jef- 
frey Mays,  Quincy;  Judy  Topinka,  Riverside  and  Sam  Vinson,  Clinton.  Demo- 
cratic membership  includes  Peg  Breslin,  Serena;  Richard  Brummer,  Effing- 
ham; Michael  Getty,  Dolton  and  Chicagoans  John  Beatty  and  John  Cullerton. 


Elroy  Sandquist  (R-Chicago)  will  chair  the  House  Registration  and  Regula- 
tion Committee,  assisted  by  vice  chairman  Frank  Watson  (R-Greenville).  Re- 
publican members  include  Chicagoans  Phillip  Bianco  and  William  Margalus; 
Emil  Boucek,  Western  Springs;  Jack  Davis,  Beecher;  John  Hallock,  Rockford; 
Josephine  Oblinger,  Springfield  and  Everett  Steele,  Glen  Carbon.  Democratic 
spokesman  Marco  Domico,  Chicago,  will  be  joined  by  Democratic  members 
Richard  Mautino,  Spring  Valley;  John  O’Connell,  Western  Springs;  Joe 
Ozella,  Pekin;  Greg  Zito,  Melrose  Park;  and  Chicago  members  Robert  Krska 
and  Myron  Kulas. 

Susan  Catania,  Chicago,  will  act  as  chairman  of  the  House  Public  Institutions 
and  Social  Services  Committee,  assisted  by  vice  chairman  Josephine  Oblinger, 
Springfield.  Other  Republican  members  are  Suzanne  Deuchler,  Aurora;  Jack 
Dunn,  Tinley  Park;  Virginia  Frederick,  Lake  Forest;  Dolly  Hallstrom,  Glen- 
view; Judith  Koehler,  Henry;  Frank  Martire,  Chicago  and  Michael  Tate, 
Decatur.  Democratic  members  are  minority  spokesman  Helen  Satterthwaite, 
Urbana,  and  Chicagoans  Barbara  Currie,  William  Henry,  Ellis  Levin,  Lee 
Preston,  Sylvester  Rhem  and  Margaret  Smith. 

The  House  Insurance  Committee  will  be  chaired  by  Bernard  Epton,  Chicago 
and  vice  chaired  by  John  Birkinbine,  Northfield.  Chicago  Republicans  on  that 
committee  are  William  Margalus,  Elroy  Sandquist  and  Ronald  Stearney.  Other 
Republicans  are  John  Ackerman,  Morton;  Edward  McBroom,  Kankakee; 
Diana  Nelson,  Western  Springs  and  Calvin  Schuneman,  Prophetstown.  Demo- 
crats on  that  committee,  whose  spokesman  is  Daniel  O’Brien,  Chicago,  are 
Richard  Brummer,  Effingham;  Douglas  Huff,  John  Vitek  and  Arthur  Turner, 
Chicago;  Sam  Wolf,  Granite  City.  One  Democratic  slot  remains  open. 

MORE  THAN  $2  BILLION  IN  HEALTH  PROGRAM  CUTS  PROPOSED  — The  AMA  has 
reported  that  President  Reagan’s  formal  budget  calls  for  health  program  cuts 
exceeding  $2  billion,  including  a proposed  cap  of  federal  Medicaid  payments 
and  a 25%  reduction  in  the  federal  contribution  to  health  and  welfare  pro- 
grams. The  budget  proposes  that  the  federal  health  planning  program  and 
PSRO  be  eliminated,  spending  for  HMOs  be  phased  out  by  1983,  seven  CDC 
programs  be  eliminated  and  capitation  grants  for  health  professions  education 
be  abolished.  Congressional  committee  hearings  and  formal  actions  will  be  up- 
dated as  available. 

PATIENT  PACKAGE  INSERTS  — AMA  reports  that  HHS  Secretary  Richard  Schweiker  has 
stayed  implementation  of  the  FDA’s  final  rule  requiring  PPIs  on  certain  drugs, 
in  order  to  “re-examine  the  cost-effectiveness  of  the  PPI  concept.” 

In  another  rescission,  the  Office  of  Management  and  Budget  has  deleted  its 
December,  1980,  requirements  for  policies  and  procedures  to  limit  federal 
financial  support  for  hospital  construction  in  “overbedded  areas.”  That  pro- 
posal would  have  removed  federal  dollar  support  for  hospital  development  in 
such  areas  absent  an  HHS-approved  hospital  facilities  plan  to  reduce  “excess 
bed  capacity.” 

MEDICINE  GETS  A GREATER  VOICE  — AMA  reports  that  planned  reorganization  of  the 
Department  of  Health  and  Human  Services  would  elevate  the  position  of  assis- 
tant secretary  for  health  to  undersecretary.  The  president  has  nominated  Ed- 
ward N.  Brandt,  Jr.,  M.D.,  vice  chancellor  for  health  affairs  at  the  University 
of  Texas,  to  serve  as  undersecretary.  Dr.  Brandt  is  chairman  of  the  AMA  Sec- 
tion on  Medical  Schools  and  serves  on  a number  of  AMA  committees. 

RESPONSES  TO  AN  AMA  SURVEY  in  February  indicate  that  77%  of  physicians  responding 
experienced  a faster  rate  of  increase  in  expenses  than  income  in  1980.  Salaries 
and  wages  to  employees,  utility  costs,  rent  increases  and  operating  expenses 
were  cited  as  primary  causes. 

INTERNATIONAL  CARDIAC  TRANSPLANTATION  SOCIETY  FORMED  — A new  or- 
ganization to  maintain  data  on  human  heart  transplants  and  help  surgeons  im- 
prove techniques  and  lengthen  survival  time  has  been  formed  through  the 
American  College  of  Cardiology. 
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BLUE  CROSS  AND  BLUE  SHIELD  ASSOCIATIONS 
ACT  TO  SPUR  SUBSCRIBER  USE  OF 
AMBULATORY  SURGERY 


The  Blue  Cross  and  Blue  Shield  Associations  have 
announced  a nationwide  effort  to  encourage  in- 
creased subscriber  use  of  ambulatory  surgery  as  a 
substitute  for  expensive  inpatient  surgery  where  ap- 
propriate. 

This  effort  is  in  response  to  the  problem  of  rising 
health  care  cost. 

The  Associations  recommended  in  a new  policy 
statement  that  their  110  Member  Plans,  which  pay 
hospital  and  medical  bills  for  nearly  one  out  of  two 
Americans,  adopt  “action  plans”  to  implement  and 
promote  the  use  of  ambulatory  surgery  programs  in 
the  least  costly  manner  consistent  with  quality  of 
care. 

! Some  21  million  inpatient  surgical  procedures  are 
performed  annually  at  a cost  of  more  than  $30 
billion,  or  about  $1,500  per  inpatient  procedure  on 

I the  average.  With  elimination  of  room  and  board 
charges,  costs  for  ambulatory  or  same-day  surgery 
could  run  as  much  as  30  to  50  per  cent  less  than  inpa- 
tient surgery. 

“We  stand  behind  the  concept  that  surgery,  like 
any  other  health  service,  should  be  performed  in  the 
least  expensive  setting  that  enables  delivery  of  safe, 
high  quality  care,”  said  Walter  J.  McNerney,  presi- 
dent of  the  Associations. 

Advantages  of  same-day  surgery  cited  by 
McNerney,  include  a reduction  in  the  waiting  period 
for  surgery,  the  convenience  to  both  patients  and 
physicians,  a moderation  in  psychological  trauma 
and  apprehension  for  patients,  especially  children, 
and  the  benefit  of  recovery  and  recuperation  in  the 
lome  setting  with  less  time  lost  away  from  family 
and  job. 

McNerney  said  the  Associations  are  confident  that 
"najor  professional  and  institutional  organizations 
:an  be  supportive  of  the  new  ambulatory  policy. 
“Blue  Cross  and  Blue  Shield  Plans  should  work  to 
ontain  the  total  cost  of  health  care,  not  just  costs  of 
ndividual  surgery  cases,”  McNerney  emphasized. 
‘While  reducing  the  cost  of  surgery  for  an  individual 
•atient  in  a particular  setting  is  important  and  con- 


tributes to  cost  containment,  equally  important  are 
the  savings  associated  with  the  introduction  of  new 
efficiences  in  hospital  operations,  changes  in  surgical 
care  capacity  and  positive  steps  to  reinforce  sound 
physician  practice  patterns.” 

According  to  the  Associations,  five  of  the  most 
frequently  performed  inpatient  surgical  procedures 
that  can  often  be  handled  without  hospitaliza- 
tion— biopsies,  dilation  and  curettage  (primarily 
diagnostic),  tubal  ligations,  tonsillectomies  and 
adenoidectomies,  and  hernia  repairs — account  for 
about  one-sixth  of  all  inpatient  surgical  procedures 
performed,  or  a total  of  more  than  3.4  million  an- 
nually. 

McNerney  said  hundreds  of  surgical  procedures 
can  be  performed  safely  and  efficiently  on  an  outpa- 
tient basis,  and  many  physicians  have  made  use  of 
this  technique  for  many  years. 

ILLINOIS  BLUE  CROSS  AND  BLUE  SHIELD 
PLAN  A PIONEER  IN 
PROMOTING  AMBULATORY  SURGERY 

The  Illinois  Blue  Cross  and  Blue  Shield  Plan  is  in 
full  support  of  the  Blue  Cross  and  Blue  Shield  Asso- 
ciations’ effort  to  encourage  the  use  of  ambulatory 
surgery  as  a means  of  containing  health  care  costs. 

In  a recent  letter  to  health  care  leaders,  Richard  C. 
Shaw,  M.D.,  Vice  President-Medical  Director,  and 
Jon  Shattuck,  Vice  President-Hospital  and  Provider 
Affairs,  said  “our  plan  has  been  a leader  in  pro- 
moting the  development  and  utilization  of  ambu- 
latory surgical  facilities  in  Illinois. 

“Our  plan  also  was  a pioneer  in  providing  benefits 
for  surgery  performed  in  outpatient  settings,”  they 
point  out. 

To  assist  hospitals  and  physicians  in  encouraging 
utilization  of  this  alternative  to  inpatient  care,  the 
Plan  has  prepared  a list  of  surgical  procedures  which 
the  surgical  community  agrees  usually  can  be  per- 
formed in  an  ambulatory  setting. 


Dr.  Shaw  and  Shattuck  emphasized  that  “this  is 
not  meant  to  be  an  exhaustive,  or  all-inclusive  list  of 
procedures.  It  does,  however,  include  procedures  for 
which  patients  are  still  frequently  hospitalized. 

They  strongly  urged  “a  close  examination  of  am- 
bulatory surgery  programs  and  policies.  We  also  ask 
that  surgical  staffs  be  encouraged  to  perform  these 
procedures  and  other  surgical  procedures,  whenever 
appropriate  to  a patient’s  care,  on  an  out-patient 
basis.’’ 

Dr.  Shaw  and  Shattuck  said  they  would  be  inter- 
ested in  learning  if  hospitals  perform  outpatient 
surgery  for  procedures  not  listed  and  would  like  to  be 
notified  of  these  procedures,  so  that  the  information 
can  be  shared  with  others. 

The  following  are  selected  surgical  procedures  generally  con- 
sidered appropriate  for  ambulatory  surgery: 

Abdominal  paracentesis 
Abortion,  first  trimester 
Antrum  irrigations 
Arthrocentesis 

Arthrography  and  arthroscopy 

Aspiration  of  Douglas’s  cul-de-sac 

Bartholin  cyst  excision,  marsupialization  or  I&D 

Bladder  puncture  aspiration 

Blepharoplasty,  non-cosmetic 

Breast  biopsy 

Bronchoscopy  with  or  without  biopsy 
Carpel  tunnel 

Cervical  biopsies  or  polypectomies 
Circumcision,  male 

Closed  reduction  of  complete  dislocations  or  fractures 
Culdoscopy  with  or  without  biopsy 
Cyst  aspiration 
Cystogram 

Cystoscopy  with  or  without  retrograde  pyelogram 

Digit  amputation 

D&C,  diagnostic  and  therapeutic 

Dorsal  split  of  prepuce 

Esophageal  dilation 

EUA  (examination  under  anesthesia) 

Excision  of  soft  tissue  lesions  (nevus,  verrucus,  epithelioma, 
scar  revision) 

Fiberoptic  endoscopy  with  or  without  biopsy 

Foreign  body  removal 

Frenulotomy  of  tongue 

Full  bone  impacted  teeth 

Ganglionectomy 

Gastroscopy  with  or  without  biopsy 
Herniorrhaphy  (up  to  age  14) 

Hydrocelectomy 

Hymenectomy 

Hysterosalpingography 

l&D  (incision  and  drainage  of  superficial  lesions) 

Ingrown  toenail  removal 

Injection  of  joint,  tendon  or  ligament 

1UD  insertion  and  removal,  if  anesthesia  necessary 

Kidney  needle  biopsy 

Faceration  suture  of  skin  and  tendons 


Faparoscopy  with  or  without  tubal  ligation 

Faryngoscopy  with  or  without  biopsy 

Fipoma  removal 

Fiver  needle  biopsy 

Fumbar  puncture 

Mammoplasty,  non-cosmetic 

Meatotomy 

Minor  eyelid  procedures 

Minor  rectal  surgery  (not  under  spinal) 

Morton’s  neuroma 

Muscle  biopsy 

Myringotomy 

Nasal  fracture  reduction,  open  and  closed 

Nasal  Polypectomy 

Nerve  blocks 

Node  biopsy  (superficial) 

Otoplasty,  non-cosmetic 

Otoscopy  with  or  without  biopsy 

Pacemaker  insertion,  transvenous 

Pin  and  screw  removals 

Proctosigmoidoscopy  with  or  without  biops; 

Skin  biopsy 

Skin  graft  (small) 

Submucus  resection  of  nasal  septum 

Synovial  cyst  removal 

Tear  duct  probing 

Thoracentesis  for  fluid  aspiration 

Trigger  finger 

Triple  upper  endoscopy 

Urethral  dilation 

Varicocelectomy 

Vasectomy 

Vein  sclerosing  injection 
Venography 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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Abstracts  of  Action 


April  4-8  Chicago 

These  abstracts  are  published  so  that  members  of  the  Illinois  State  Medical  Society  may  keep  advised  of  the  actions  of  the  Board  of 
Trustees.  They  cover  only  major  actions  and  are  not  intended  as  a detailed  report.  Full  minutes  of  the  meetings  are  available  for 
review  upon  any  member’s  request  to  the  headquarters  office  of  the  ISMS. 

MEDICAID 

ISMS  will  oppose  IDPA’s  plan  to  require  second  opinions  for  selected  surgical  procedures 
covered  by  Medicaid.  The  second  opinion  program  is  among  several  steps  planned  in  an  effort  to 
cut  $78  million  from  IDPA’s  Fiscal  '82  budget.  Gov.  Thompson  has  called  for  major  budget  cuts  in 
all  phases  of  State  government.  ISMS  will  urge  the  Department  to  rely  upon  its  existing  peer  review 
process  to  curb  improper  utilization. 

In  related  action,  the  Board  voted  to  provide  financial  support  for  the  appeal  of  a suit  challenging 
IDPA’s  use  of  extrapolation  during  on-site  fiscal  audits.  After  reviewing  a small  percentage  of 
claims,  IDPA  employs  extrapolation  to  determine  the  alleged  amount  of  overpayment.  In  a suit 
filed  by  Dr.  Elsy  Salazar,  Chicago,  a circuit  court  ruled  extrapolation  was  permissible.  Dr.  Salazar  is 
appealing  the  decision.  ISMS  had  provided  financial  assistance  for  the  challenge  at  the  trial  court 
level. 

ILLINOIS  DEPARTMENT  OF  MENTAL  HEALTH 

ISMS  will  voice  concern  to  Gov.  Thompson  and  the  Governor’s  Commission  on  the  Mental 
Health  Code  over  problems  in  mental  health  care  caused  by  the  recently-imposed  freeze  on  hiring 
state  employees.  The  Society  will  note  that  insufficient  personnel  are  available  to  handle 
IDMHDD’s  rising  patient  census,  thereby  jeopardizing  the  provision  of  care  as  intended  and 
needed  in  state  facilities. 

LEGISLATION 

The  Board  approved  the  draft  of  a legislative  proposal-for  introduction  in  the  current  General 
Assembly  session— that  would  extend  “Good  Samaritan’’  protection  to  a physician  who  responds 
in  a hospital  to  a “code  blue”  or  life-threatening  situation,  provided:  (1)  He  is  not  compensated  for 
his  assistance;  and  (2)  Such  activities  are  not  part  of  his  normal  duties.  ISMS  also  will  begin 
development  of  legislation  that  would  define  informed  consent. 

SPECIAL  PROGRAMS 

Acting  on  requests  concerning  special  programs,  the  Board  voted  to : 

• Approve  the  script  for  an  educational  slide  presentation  on  HMOs  and  IP  As  that 
will  be  made  available  to  county  medical  societies.  The  project  is  being  develop- 
ed under  a grant  from  the  Foundation  for  Medical  Care  of  Central  Illinois. 

• Seek  a grant— through  the  ISMS  Educational  and  Scientific  Foundation— from 
the  Dangerous  Drugs  Commission  to  support  a continuing  program  aimed  at 
equipping  correctional  officers  to  handle  chemically-dependent  inmates.  The 
educational  effort  is  part  of  the  ISMS-sponsored  Illinois  Jail  Health  Program. 

• Co-sponsor— with  the  Governor’s  Task  Force  on  the  Fetal  Alcohol  Syn- 
drome—a clinical  workshop  on  the  fetal  alcohol  syndrome,  June  17,  at  the 
University  of  Illinois  Chicago  Circle  Center,  Chicago.  ISMS  will  assist  in  pro- 
gram promotion,  with  expenses  covered  under  an  existing  grant  from  the 
IDMHDD  Division  of  Alcoholism. 

• Conduct  a multi-faceted  campaign  to  educate  the  public  on  the  dangers  of 

alcoholism.  The  campaign  will  be  financed  by  a grant  from  the  IDMHDD 
Division  of  Alcoholism.  The  Society  also  will  use  grant  monies  to  distribute  to 
all  members  information  on  the  Panel  for  the  Impaired  Physician  and  the 
availability  of  a Speakers  Bureau  on  alcoholism  education.  ( Continued  on  page  31 8) 


for  May,  1981 


273 


*due  to  susceptible  H.  influenzae  or  S.  pneumoniae 
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Pursuing  The  'Greater  Good' 


Editor’s  Note:  The  following  is  an  excerpt  from  Dr.  White’s  inaugural 
address  presented  to  the  ISMS  House  of  Delegates  April  7. 


The  medical  profession  and  this  organization 
face  a changing  situation.  In  a society  as  alive  and 
dynamic  as  ours,  change  is  the  only  constant. 

In  recent  years,  there  have  been  threats  to  the 
practice  of  medicine,  challenges  to  our  pro- 
fession, and  changes  in  the  political  and  econom- 
ic climate.  We  again  face  this  triad  of  change, 
threat  and  challenge.  Traditionally,  the  pro- 
fession has  responded  with  varying  degrees  of 
success.  But  we  have  learned  a great  deal  from 
these  experiences. 

The  challenge  now  confronting  us  is  rooted  in 
the  abrupt  change  in  governmental  direction.  We 
may  find  ourselves,  as  small  businessmen, 
pleased  that  lessening  regulation  is  “getting  gov- 
ernment off  our  backs,”  but  disturbed,  as  recipi- 
ents of  government  dollars,  that  there  is  less 
funding  available. 

As  men  and  women  of  science  trained  in  the 
scientific  method,  we  have  the  tools  and  ability  to 
meet  the  challenges.  Societal  and  economic  data 
must  be  analyzed  in  the  same  non-emotional 
manner  as  scientific  data.  New  approaches  sug- 
gested by  society  must  be  tested  in  the  same  cau- 
tious and  calculated  manner  we  employ  to  check 
a new  procedure  or  therapeutic  regimen.  And  we 
must  exercise  our  judgment  to  identify  appropri- 
ate utilization  of  acceptable  methodology.  New 
systems  or  methods  of  delivering  care  must  not 
be  rejected  simply  because  they  are  new  or  differ- 
ent. To  do  so  would  be  contrary  to  our  pro- 
fessional heritage  and  responsibility. 


Professionally,  and  as  an  organization,  we  have 
learned  the  importance  of  involvement  in  the 
process  of  societal  decision  making,  and  have  had 
a significant  impact  on  the  legislative  process.  We 
have  learned  to  negotiate  with  governmental 
agencies,  and  continue  to  act  responsibly  and 
credibly  in  that  area.  Physicians  are  reasonable 
problem  solvers.  This  is  consistent  with  our  pro- 
fessional heritage  and  mission,  and  will  extend 
well  into  our  future  areas  of  need. 

One  of  a profession’s  most  striking  needs  is  to 
have  autonomy  and  control  over  its  members  and 
their  actions.  Only  physicians  have  the  com- 
petence and  skill  to  capably  judge  other  physi- 
cians. Since  we  cannot  accept  the  judgment  of 
others,  we  must  accept  the  responsibility  to  re- 
view and  pass  judgment  on  those  whose  activities 
are  questioned.  This  is  a heavy  responsibility,  but 
it  is  ours  alone.  To  protect  those  who  place  self- 
interest  above  service  to  the  public  and  patients  is 
to  demean  the  profession. 

Our  effectiveness  undeniably  is  tied  to  our 
strength.  Unfortunately,  organized  medicine, 
with  its  many  organizations,  is  in  jeopardy  of  be- 
coming disorganzied.  Unified  membership  is  fad- 
ing. Specialty  societies,  medical  schools  and  vari- 
ous economic  groupings  all  clamor  to  speak  for 
their  special  and  specific  interests.  The  outcome 
of  that  process,  if  carried  to  its  ultimate  conclu- 
sions only  can  be  confusion— not  a clear  voice.  In 
Illinois,  the  profession’s  clear  voice  can,  and 
should,  come  from  ISMS. 


for  May,  1981 


277 


As  a medical  association,  we  must  be  con- 
cerned with  the  “greater  good.”  What  may  be 
ideal  for  one  group  of  physicians  may  be  detri- 
mental to  the  larger  portion  of  our  medical  socie- 
ty. Conversely,  what  is  generally  good  for  the 
Society  will,  to  varying  degrees,  be  good  for  all 
segments  of  medicine.  Our  concern  must  be  for 
that  “greater  good”  of  the  Medical  Society  and 
an  extension  of  the  “greater  good”  to  our  over- 
arching public  society.  We  must  concentrate  on 
common  goals,  not  minor  differences. 

To  aid  us  in  that  effort,  goals  and  attainable 
objectives  have  been  developed  for  ISMS.  They 
are  only  a beginning,  and  will  be  improved  and 
refined.  Like  all  goals,  they  will  be  a moving  tar- 
get. But  they  are  something  to  aim  at. 

This  goal  setting  should  enable  us  to  focus  on 
common  objectives  and  avoid  being  distracted  by 
our  differences.  We  must  keep  in  mind  that  what 
is  best  for  society  as  a whole  will  be  best  for  us  as 
a profession,  as  a medical  organization,  and  as 
individuals.  -4 


Fred  Z.  White,  M.D.,  President 


The  Cook  County  Graduate  School  of  Medicine 
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A.M.A.  Accredited 


Summer  1 98  1 


Specialty  Review  in  Peddiatrics 

July  6-11,  1981 

Fluid  and  Electrolyte  Management 

July  7-9,  1981 

Office  Oncology 

July  10-11,  1981 

Rheumatology  for  Clinicians 

July  20-24,  1981 

Specialty  Review  in  Emergency 
Medicine 

July  27-August  1,  1981 

Specialty  Review  in  Internal 
Medicine,  Certifying 

-August  2-8  and  August  9-15,  1981 

For  further  course  offerings,  information  and 
registration,  please  write  or  call. 

The  Cook  County  Graduate  School  of  Medicine 
707  South  Wood  Street,  Chicago,  Illinois  60612 
(312)  733-2800 


Specify 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
''Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  nech  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg  , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
Individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2.  capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  5yncope  reported  in  a few  instances  Also  encountered 
Isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
Irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  In  EEG  patterns  may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
dlazepoxide  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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M THE  01  DISORDERS 


of  Irritable  Bowel  Syndrome* 
and  Peptic  Ulcer* 


Librax...the  only  <3.1.  medication  that 
provides  the  action  of  Librium® 
(chlordiazepoxide  hCI)  to  relieve  the 
accompanying  anxiety  found  in  some 
patients,  plus  the  action  of  Quarzan® 
(clidinium  bromide)  to  reduce  colonic 
spasm  and  gastric  hypersecretion. 


Librax 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br. 

Antianxiety/ Antisecretory/ 
Antispasmodic 


♦Librax  has  been  evaluated  as  possibly  effective 
for  these  Indications.  Please  see  summary  of 
prescribing  Information  on  facing  page. 


EKG  of  the  Month 


Contributing  Editors:  John  F.  Moron,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity Stritch  School  of  Medicine 


This  is  a sixty  year  old  man  who  presents  for  evaluation  because  his  pulse  seems  slow 
and  he  feels  lightheaded.  He  denies  syncope,  chest  pain,  dyspnea,  and  ankle  swelling. 
His  past  medical  history  is  non-contributory.  He  is  taking  no  medicines.  His  physical 
exam  is  normal  except  for  an  irregular  heart  beat.  A chest  X-ray  is  normal.  A long  single 
channel  ECG  rhythm  strip  is  shown. 


'4-'- 


Questions: 


1.  The  ECG  rhythm  strip  shows: 

A.  Intermittent  sino-atrial  block. 

B.  A pair  of  premature  ventricular  beats. 

C.  Intermittent  marked  sinus  bradycardia. 

D.  Premature  atrial  beats,  conducted  and 
non-conducted. 

E.  Aberrant  intraventricular  conduction. 


2.  The  following  statements  are  true: 

A.  Premature  atrial  beats  can  occur  in  nor- 
mal as  well  as  diseased  hearts. 

B.  Premature  atrial  beats  can  often  lead  to 
other  atrial  arrhythmias. 

C.  If  the  patient  were  in  congestive  heart 
failure  and  had  premature  atrial  beats, 
digitalis  could  treat  both  problems. 

D.  Quinidine  is  a useful  treatment  for  pre- 
mature atrial  beats. 

E.  All  of  the  above.  (Continued  on  page  324) 
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"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  W\YS.” 

-from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 


PAVABld  AND  PaYABID  HP 

(papaverine  hydrochloride) 

150'mg  Capsules  300'mg  Capsulets 


Patient  benefit  products  from 
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PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC. 

KANSAS  CITY,  MO  64137 


Doctors  News 


PHYSICIANS  IN  THE  NEWS— Newly  elected  to  join  the  Illinois  State  Medical  Inter-Insurance 
Exchange  Board  of  Governors  are  Alfred  Kiessel,  M.D.,  Decatur  and  James 
Mason,  M.D.,  Evanston.  Re-elected  as  chairman  and  vice-chairman  were  Robert 
R.  Hartman,  M.D.,  Jacksonville  and  Julian  Buser,  M.D.,  Belleville.  Re-elected 
Board  members  were  Allan  Goslin,  M.D.,  Streator;  Fredric  Lake,  M.D., 
Evanston;  Henri  Havdala,  M.D.,  Lincolnwood;  Brent  Horsley,  M.D.,  Rockford; 
Kenneth  Hurst,  M.D.,  Naperville;  Ross  Hutchison,  M.D.,  Gibson  City;  Eugene 
Johnson,  M.D.,  Casey;  David  Littman,  M.D.,  Glencoe;  Grover  Sloan,  M.D., 
Carrier  Mills;  Irwin  Smith,  M.D.,  Northbrook;  Fred  Z.  White,  M.D.,  Chilli- 
cothe;  Charles  Williams,  M.D.,  Springfield  and  Chicago  physicians  David  S. 
Fox,  Morris  T.  Friedell,  Lawrence  L.  Hirsch,  Walter  Whisler  and  Cyril  C. 
Wiggishoff. 

Newly  elected  medical  staff  officers  for  Louis  A.  Weiss  Memorial  Hospital  in 
Chicago  are  Robert  D.  Keagy,  M.D.,  president;  Irving  Savin,  M.D.,  vice  presi- 
dent; Paul  Saltzman,  M.D.,  secretary  and  David  Swarner,  M.D.,  treasurer .... 
Newly  elected  medical  staff  officers  at  Riveredge  Hospital  in  Forest  Park  are 
James  A.  Gibson,  M.D.,  president;  Nicholas  J.  Borden,  M.D.,  president-elect; 
Rosa  Abraira,  M.D.,  secretary  and  Boniface  Dy,  M.D.,  treasurer. 

Newly  elected  president-elect  of  the  Society  of  Thoracic  Surgeons  is  Hassan 
Najafi,  M.D.,  Northfield.  Dr.  Najafi  is  a professor  of  surgery  and  chairman, 
department  of  cardiovascular-thoracic  surgery  at  Rush-Presbyterian-St.  Luke’s 
Medical  Center. 

William  Sherrick,  M.D.,  has  assumed  the  post  of  president  of  Memorial  Med- 
ical Center,  Springfield.  Dr.  Sherrick  is  a member  of  Memorial’s  radiology  staff 
....  Norman  Hugo,  M.D.,  Chicago,  was  recently  elected  secretary  of  the  Ameri- 
can Society  for  Aesthetic  Plastic  Surgery,  Inc.  Dr.  Hugo  is  an  associate  professor  of 
surgery  at  Northwestern  University  Medical  Center  and  attending  surgeon  at  Chil- 
dren’s Memorial  and  Northwestern  Memorial  Hospital ....  Newly  elected  medical 
staff  officers  at  Grant  Hospital  in  Chicago  are  Hans  W.  Schlecht,  president;  Jesus 
G.  Vega,  M.D.,  vice  president;  Ludwig  Kaminski,  M.D.,  treasurer  and  Ray- 
mond W.  Petkus,  M.D.,  secretary. 

ILLINOIS  INSTITUTE  ON  DRUG  ABUSE  SCHEDULED-The  Illinois  Dangerous  Drugs 
Commission  will  sponsor  the  second  annual  statewide  drug  studies  program  on 
June  1-5  at  Millikin  University,  Decatur.  Continuing  education  credit  for  nurses, 
undergraduate  and  graduate  students  is  available  through  the  Illinois  Nurses 
Association  and  Governor’s  State  University.  The  institute  seeks  to  transfer 
information  and  skills  among  individuals  working  with  substance  abusers  or  poten- 
tial abusers.  Registration  is  available  by  writing  IIDA-81  Planning  Committee, 
Attention:  Carmen  Townsend,  Illinois  Dangerous  Drugs  Commission,  300  N. 
State,  Suite  1500,  Chicago  60610.  A sliding  scale  of  registration  fees  for  partial  to 
full  participation  in  the  conference  is  available  from  DDC. 

ERRATA— Some  incorrect  information  was  published  in  the  author  background  summaries  for 
“Laboratory  Diagnosis  in  Thyroid  Disease,’’  by  Vincent  Lopez-Majano,  M.D., 
and  Carlos  Abraira,  M.D.,  in  the  February  IMJ.  Doctor  Lopez-Majano’s  posts, 
chairman  of  the  Cook  County  Hospital  Nuclear  Medicine  Division  and  also  clinical 
associate  professor  of  medicine  at  the  Chicago  Medical  School,  are  current,  not 
former  positions.  Also,  Dr.  Abraira,  whose  biographical  note  stated  that  he  was 
chief  of  the  department  of  medicine,  Michael  Reese  Hospital,  is  presently  chief, 
Endocrinology  Section,  Hines  Veterans  Administration  Hospital.  We  apologize  for 
these  errors. 


282 


Illinois  Medical  Journal 


ARE  YOU  USING 
YESTERDAYS  METHODS 
TO  CONTROL 
YOUR  PRACTICE  TODAY? 


The  Annson  Patient  Medical 
Billing  System  has  revolutionized 
medical  accounting  procedures  and 
record  keeping . Total  control  of  your 
practice — with  all  its  increasingly 
complex  details — is  within  your 
grasp. 


The  Annson  System  is  a 
computer  program  package 
specifically  adapted  to  the  medical 
profession.  When  used  with  the 
efficient  IBM  5120  Computing 
System,  it  simplifies  daily  handling 
of  ledgers  and  payments,  gives 
instant  access  to  patient  information, 
prints  cumbersome  insurance  forms 


and  more.  Which  all  adds  up  to  an 
increased  cash  flow  . . . among 
other  things. 

“Other  things”?  Let  us  show 
you  the  potential  of  the  Annson 
Patient  Medical  Billing  System  as 
applied  to  your  practice  ...  for 
total  control. 

Annson  Corporation 


Guest  Editorial 


A Proposal  For  Health  Care  Policy 

By  Robert  J.  Becker,  M.D. /Joliet 


In  the  1930’s,  medical  care  was  of  concern  to 
the  patient,  his/her  family,  and  their  family  phy- 
sician. 

In  the  1930’s,  medical  care  was  95%  art  and  5% 
science.  The  number  of  specific  cures  for  diseases 
could  be  counted  on  two  hands.  Surgical  pro- 
cedures were  frequently  the  ''‘court  of  the  last 
resort.” 

In  the  1930’s,  people  generally  considered  that 
hospitals  were  places  that  people  went  to  die.  As  a 
result,  patients  went  to  hospitals  unwillingly  and 
often  with  little  anticipation  of  a bright  outlook 
upon  discharge. 

In  the  1980’s,  medical  care  is  still  of  concern  to 
the  patient,  his/her  family  and  their  family  physi- 
cian. It  is  also  of  concern  to  the  patient’s  employ- 
er, the  insurance  carrier,  and  at  least  three  con- 
sultant physicians  who  are  seeing  the  patient.  It  is 
of  concern  to  the  local  PSRO,  the  local  HSA,  and 
the  patient’s  labor  union,  just  to  mention  a few  of 
the  concerned  parties. 


ROBERT  J.  BECKER,  M.D.,  is  an 

allergist  and  immunologist,  in 
Joliet.  Board  certified  by  the 
American  Board  of  Allergy  and 
Immunology,  he  is  also  part-time 
medical  director  for  the  Quad  Riv- 
er Foundation  for  Medical  Care. 
Dr.  Becker  is  executive  vice  presi- 
dent of  the  Joint  Council  of  Aller- 
gy and  Immunology.  He  is  a mem- 
ber of  the  ISMS  House  of  Dele- 
gates, current  president  of  the  American  Association  of 
Professional  Standards  Review  Organizations,  and  a 
fellow  of  both  the  American  College  of  Physicians  and 
the  American  Academy  of  Allergy. 


In  the  1980’s,  medical  care  is  85%  science  and 
15%  art  (percentages  vary  with  the  level  of  care 
and  perspective  of  the  viewer).  There  are  specific 
drugs  which  provide  specific  cures  for  diseases 
and  specific  cures  for  diseases  caused  by  specific 
drugs. 

In  the  1980’s,  people  go  to  hospitals  for  diag- 
nostic workups,  for  therapeutic  rests,  and  for 
specific  treatments  for  diseases  not  even  known 
in  the  1930’s. 

From  a small  humanitarian  industry  involving 
a small  percentage  of  the  population,  health  care 
has  grown  to  be  the  second  largest  industry  in  this 
country.  It  now  costs  approximately  11%  of  the 
Gross  National  Product. 

The  forces  which  have  been  responsible  for  the 
changes  in  medicine  and  medical  care  in  the  past 
50  years  must  be  examined  if  the  people  of  this 
country  are  to  profit  and  not  suffer  from  these 
advances. 

What  are  some  of  the  forces,  how  can  they  be 
addressed  and  controlled,  and  by  whom? 

Scientific  Forces 

The  scientific  knowledge  explosion  has  prob- 
ably been  the  central  force  for  change.  This 
knowledge  explosion  resulted  in  development  of 
antibiotics,  manipulations  of  chemicals,  pro- 
liferation of  nuclear  medicine  into  health  care, 
development  of  new  and  safer  surgical  techni- 
ques, and  numerous  other  health  care  technolog- 
ical advances. 

The  secondary  effect  of  this  knowledge  ex- 
plosion was  the  development  of  medical  and  sur- 
gical specialties  and  subspecialties.  No  longer 
could  one  family  physician  know  all  about  every- 
thing. The  development  of  the  specialist  who 
knew  more  and  more  about  less  and  less  was 
inevitable.  The  resultant  increase  in  contact  of 
patients  by  increasing  numbers  of  M.D.s  then 
became  a necessity.  This  growth  in  medical  tech- 
nology has  not  reached  its  limits,  nor  should  it  be 
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restricted  from  growing  and  becoming  more  nec- 
essary to  improve  the  quality  and  length  of  life. 

Economic  Forces 

As  health  care  became  more  scientific,  it  be- 
came more  costly.  Something  had  to  be  done  to 
insure  its  availability  and  ensure  the  ability  of  the 
patient  to  pay  for  it.  Insurance  coverage  was 
therefore  a natural  evolution.  Initially,  it  was 
available  on  a private  basis.  Such  coverage  then 
became  of  concern  to  labor  unions  and  industry 
as  a “fringe  benefit”.  The  patient  then  regarded 
such  medical  care  as  “free”  and  felt  that  physi- 
cians, nurses,  and  other  professionals  should 
solve  all  their  health  care  problems.  One  must 
also  recognize  that  this  economic  force  created  a 
whole  new  work  force,  which  became  part  of  the 
health  care  industry.  (Great  numbers  of  hospital 
personnel,  insurance  companies,  administrators, 
salesmen,  review  personnel,  employee  and  labor 
benefits  people,  etc.) 

The  second  economic  force  generated  by  the 
scientific  explosion  also  resulted  in  the  social 
awareness  that  two  segments  of  the  population 
had  difficulty  paying  for  this  now  expected  health 

care the  people  over  65  and  the  indigent. 

That  economic  force  resulted  in  the  passage  of 
Medicare  and  Medicaid  legislation  in  1965. 

Today 

This  brings  us  to  today.  At  the  present  time,  we 
have  the  following: 

1.  Patients  expect  that  their  illnesses  will  be 
promptly  treated  and  cured.  Patients  have  no 
incentives  to  decrease  utilization.  The  mus- 
tard plaster,  “Vicks”  chest  rub,  a vaporizer, 
aspirin,  and  fluids  as  treatment  for  the  com- 
mon cold  are  no  longer  reasonable.  There  is 
now  the  need  for  antibiotics,  decongestants, 
in  addition  to  blood  counts  and  chest  X-rays 
and  multiple  sophisticated  tests  to  rule  out 
pneumonia  or  some  other  unanticipated  dis- 
ease. 

2.  Physicians  and  other  health  providers  want  to 
provide  maximum  medical  benefits  and  want 
to  determine  the  cost  of  such  care.  They  feel 
threatened  by  a society  in  which  one  of  the 
early  thoughts  of  an  unhappy  patient  is  to  sue 
the  physician  for  malpractice.  They  also  feel 
insecure  if  external  factors  are  threatened  or 
exerted  to  contain  the  cost  of  their  care. 

3.  We  have  expensive  hospitals  with  expensive 
equipment,  sophisticated  technology  and  beds 
which  must  be  filled  to  pay  for  the  expensive 
equipment,  the  sophisticated  technology  and 
the  many  beds. 

4.  We  have  an  exploded  bureaucracy  created  to 


monitor  the  care  provided  to  the  patients,  the 
cost  for  such  care  and  the  drugs,  devices,  and 
the  technology  used  in  that  care. 

5.  As  a result,  we  also  have  a segment  of  the 
country  which  believes  a health  care  monster 
has  been  created  that  must  be  controlled  in  the 
fashion  most  acceptable  to  bureaucrats  — 
create  another  bureaucracy. 

Having  broadly  delineated  the  problems,  let 

me  broadly  delineate  the  principles  of  the  solu- 
tions: 

1.  Health  care  should  be  accessible  to  everyone. 
Its  accessibility  should  be  in  keeping  with  the 
principles  of  private  enterprise  — freedom  of 
choice  to  the  greatest  extent  possible. 

2.  Incentives  should  be  created  for  patients  and 
physicians  to  decrease  the  utilization  of  the 
health  care  delivery  system.  Multiple  choices 
of  delivery  systems  should  be  encouraged; 
i.e.,  service  benefits  insurance  programs, 
IPAs,  HMOs,  as  well  as  continued  private  fee 
for  service.  Physicians  must  always  fulfill  the 
role  of  maintaining  quality  assurance  as  health 
care  delivery  systems  become  more  concerned 
with  costs  than  with  quality  of  care. 

3.  The  health  care  profession  has  the  structure 
and  design  to  constructively  peer  review  the 
quality  and  cost  effectiveness  of  health  care 
provided. 

A mechanism  has  been  initiated  which  should 
be  able  to  address  this  issue.  This  mechanism 
was  implemented  by  PL  92-603  and  is  called 
Professional  Standards  Review  Organizations. 
These  should  be  considered  as  an  unusual,  lo- 
cally controlled,  decentralized  “marriage”  of 
government  and  the  medical  profession.  They 
do  create  the  mechanism  for  local  control  of 
health  care  if  physicians  are  only  willing  to 
accept  such  responsibilities.  Unfortunately 
such  perception  and  willingness  has  not  oc- 
curred to  a great  enough  extent,  at  least  at  the 
present  time.  Physicians  now  stand  the  real 
risk  of  losing  this  control  to  non-physicians. 

4.  Capital  expenditures  of  health  care  facilities  is 
another  area  already  addressed  by  PL  93-641. 
The  health  planning  act  does  provide  a mecha- 
nism for  controlling  such  capital  expenditures. 
A careful  balance  is  needed  between  pre- 
venting unnecessary  capital  expenditures  and 
stifling  the  ability  of  these  facilities  to  ef- 
ficiently and  effectively  provide  facilities  in 
keeping  with  technological  advances.  The  fate 
of  this  mechanism  now  is  in  limbo,  awaiting 
fiscal  decisions  by  the  Reagan  administration. 
Some  control  of  capital  expenditures  of  health 
care  facilities  is  and  will  always  be  necessary. 

5.  Private  enterprise  (business  and  labor)  should 
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continue  to  insist  that  the  private  sector  con- 
tinue and  expand  insurance  coverage  within 
the  constraints  previously  mentioned. 

6.  The  medical  profession  must  stop  demanding 
the  continuation  of  status  quo  but  must 
address  the  cost  and  quality  issues  that  are 
within  its  own  purview.  It  must  vigorously  rec- 
ognize its  responsibilities  in  effecting  con- 
structive change  and  not  exert  its  energies 
digging  its  heels  into  its  turf  to  retain  the  “sta- 
tus quo.” 

7.  All  segments  of  the  society  must  accept  the 
fact  that  preventive  medicine  is  cheaper  than 
therapeutic  medicine  and  is  everyone’s  re- 
sponsibility. 

The  solution  of  the  health  care  system  prob- 
lems will  not  occur  with  a National  Health  Insur- 
ance Program  but  lies  in  the  hands  of  patients, 
physicians,  industry,  unions,  and  government 
who  are  interested  and  dedicated  to  solving  the 
personnel  problems  by  private  enterprise  in  the 
private  sector.  ◄ 
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Brief  Summary 

INDICATIONS  — For  management  of  anxiety  disorders  or 
short-term  relief  of  symptoms  of  anxiety.  Anxiety  or  ten- 
sion associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

Effectiveness  in  long-term  use  (over  4 months)  not 
assessed  by  systematic  clinical  studies.  Physician  should 
periodically  reassess  usefulness  for  each  patient. 

For  symptomatic  relief  of  acute  alcohol  withdrawal. 

CONTRAINDICATIONS  — Known  hypersensitivity  to  the 
drug.  Acute  narrow  angle  glaucoma. 

WARNINGS  — Not  for  use  in  depressive  neuroses  or 
psychotic  reactions.  Caution  patients  against  hazardous 
occupations  requiring  mental  alertness,  such  as  operating 
dangerous  machinery  including  motor  vehicles.  Advise 
against  simultaneous  use  of  other  CNS  depressants,  and 
caution  patients  that  effects  of  alcohol  may  be  increased. 
Not  recommended  for  patients  under  18.  Nervousness, 
insomnia,  irritability,  diarrhea,  muscle  aches,  and  mem- 
ory impairment  have  followed  abrupt  withdrawal  from 
long-term  high  dosage.  Withdrawal  symptoms  were  re- 
ported after  abrupt  discontinuance  of  benzodiazepines 
taken  continuously  at  therapeutic  levels  for  several 
months.  Use  caution  in  patients  having  psychological 
potential  for  drug  dependence  (dependence  has  been 
observed  in  dogs  and  rabbits). 

Pregnancy  and  Lactation:  Minor  tranquilizers  should 
almost  always  be  avoided  first  trimester.  Consider 
possibility  of  pregnancy  before  initiating  therapy. 
Patient  should  consult  physician  about  discontinuation 
if  she  becomes  pregnant  or  plans  pregnancy.  Do  not 
give  to  nursing  mothers. 

PRECAUTIONS  — Observe  usual  precautions  in  depres- 
sion accompanying  anxiety,  or  in  patients  with  suicidal 
tendency,  or  those  with  impaired  renal  or  hepatic  func- 
tion. Do  periodic  blood  counts  and  liver  function  tests 
during  prolonged  therapy.  Use  small  doses  and  gradual 
increments  in  the  elderly  or  debilitated. 

ADVERSE  REACTIONS  — Drowsiness,  dizziness,  various 
g.i.  complaints,  nervousness,  blurred  vision,  dry  mouth, 
headache,  mental  confusion,  insomnia,  transient  skin 
rashes,  fatigue,  ataxia,  genitourinary  complaints,  irritabil- 
ity, diplopia,  depression,  slurred  speech,  abnormal  liver 
and  kidney  function,  decreased  hematocrit,  decreased 
systolic  blood  pressure. 

DOSAGE  — ANXIETY  — Usual  daily  dose  30  mg  or  less 
(start  the  elderly  or  debilitated  at  7.5-15  mg).  Adjust 
gradually  within  15-60  mg  daily  range.  Capsules  and 
scored  tablets:  divided  doses;  or  once  daily  h.s.  (start 
patient  at  15  mg) . Single  dose  tablets,  22.5  mg  (for  pa- 
tients stabilized  on  7.5  mg  t. i d.)  or  11 .25  mg:  once  daily 
at  any  hour. 

INTERACTIONS  — Potentiation  may  occur  with  ethyl  al- 
cohol, hypnotics,  barbiturates,  narcotics,  phenothiazines, 
MAO  inhibitors,  other  antidepressants.  In  bioavailability 
studies  with  normal  subjects,  concurrent  administration 
of  antacids  at  therapeutic  levels  did  not  significantly  influ- 
ence bioavailability  of  TRANXENE. 

OVERDOSAGE  — Take  general  measures  as  for  any  CNS 
depressant. 

SUPPLIED  — Tranxene  (clorazepate  dipotassium)  3.75, 
7.5,  and  15  mg  capsules  and  scored  tablets.  Tranxene-SD 
Half  Strength  11.25  and  Tranxene-SD  22.5  mg  single  dose 
tablets. 

REFERENCES  — 1.  The  elimination  kinetics  of  an  agent 
can  be  closely  defined,  but  cannot  at  present  be  directly 
related  to  therapeutic  or  adverse  effects.  2.  Sedation 
reported  in  normal  volunteers  30  minutes  after  dosing. 
TRANXENE  Drug  Monograph  97-0185,  1979,  p.  9 
3.  Op  cit  , p 15. 
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Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema 
of  the  limbs  may  be  reduced 
through  use  of  the  Jobst  Extremity 
Pumps  (Intermittent  Compression) 
(photo  1).  Its  controlled  pneumatic 
massage  gently  removes  edema 
fluid  from  congested  areas. 

Jobst  Extremity  Pumps  are 
available  in  hospital,  clinical,  and 
home  models  (shown),  the  latter 
being  available  on  rental.  All  units 
have  controls  to  vary  both  pressure 


and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with 
a jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are 
custom-made  to  your  prescription 
and  the  patient's  individual 
measurements  (photo  2).  You  may 
prescribe  exact  counterpressures. 
"In-Patient"  orders  will  be  given 
special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  CHICAGO  SERVICE  CENTER 


Chicago,  Illinois  60602 

Suite  2101,  Pittsfield  Bldg. 
55  E.  Washington  Street 
312/346-0446 
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Fetal  Alcohol  Syndrome 
Conference  Announced 


The  third  annual  Fetal  Alcohol  Syndrome  Con- 
ference has  been  scheduled  for  June  17,  1981,  at 
the  University  of  Illinois  Chicago  Circle  Center. 
For  the  third  year,  ISMS  has  joined  the  Gover- 
nor’s Citizens  Advisory  Council  on  Alcoholism, 
Lutheran  General  Hospital,  MacNeal  Memorial 
Hospital,  Chicago  Health  Systems  Agency,  Illi- 
nois and  Chicago  Associations  for  Retarded  Citi- 
zens, Illinois  Nurses  Association  and  UI  School 
of  Nursing,  in  co-sponsoring  the  event. 

The  program  will  be  held  from  8:30a.m.  to 
4:30p.m.,  and  hour-for-hour  Category  1 CME 
credit  will  be  awarded  to  participants.  Cost  of  at- 
tendance is  $35,  which  includes  lunch  and  all 
materials.  The  workshop  is  intended  to  increase 
awareness  and  knowledge  of  the  fetal  alcohol  syn- 
drome and  provide  intervention  skills  for  physi- 
cians, nurses  and  other  health  professionals. 

Specifically,  the  conference  will  seek  (1)  to  edu- 
cate about  the  effects  of  alcohol  on  the  unborn; 
(2)  to  foster  awareness  in  identifying  women  of 
child  bearing  age  at  risk  from  alcohol  and  to  pro- 
vide information  relative  to  their  special  treat- 
ment needs;  (3)  to  provide  information  to  physi- 
cians, nurses,  and  other  clinicians  on  appropriate 
intervention  strategies  for  counseling  pregnant 
women;  (4)  to  provide  information  that  will  help 
identify  and  treat  the  child  with  Fetal  Alcohol 
Syndrome  and  (5)  to  provide  updates  on  the  re- 
search being  conducted  on  Fetal  Alcohol  Syn- 
drome. 

ISMS  members  who  have  attended  the  FAS 
Workshop  in  prior  years  strongly  support  this  ef- 
fort. Further  information  may  be  obtained  by 
contacting  Ms.  Emma  Redmond  or  Mr.  Maurice 
Lyons,  Division  of  Alcoholism,  IDMHDD,  160 
N.  LaSalle,  Room  1500,  Chicago  60601;  (312) 
793-2907. 
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Roentgenographic  Manifestations 
of  Diverticulitis 

By  Richard  M.  Gore,  M.D.  and  Leonid  Calenoff,  M.D./Chicago 


About  10%  of  the  adult  population  in  this  country  older  than  40  years  of  age  has 
colonic  diverticulosis,  a stigma  of  the  western  man  and  his  low  fiber  diet}  About  20%  of 
patients  with  diverticulosis  will  eventually  develop  diverticulitis.  Clinical  and  roentgeno- 
graphic manifestations  of  diverticulitis  are  often  deceptive  and  may  simulate  such  gyne- 
cological problems  as  pelvic  inflammatory  disease  and  endometriosis,  medical  problems 
like  inflammatory  bowel  disease  and  surgical  conditions  such  as  appendicitis  or  carcino- 
ma. 


In  recent  years,  the  concept  of  diverticulitis  has 
undergone  several  fundamental  modifications. 
Rather  than  mere  inflammatory  obstruction  of  a 
diverticulum,  it  is  now  generally  accepted  that 
diverticulitis  represents  a microscopic  or  macro- 
scopic perforation  of  a colonic  diverticulum.2 
This  perforation  can  occur  acutely  secondary  to  a 
sudden  rise  in  colonic  pressure,  or  sub-acutely 
through  a stage  of  stretch  ischemia  and  ulcer- 


Richard  M.  Gore,  M.D.  is  chief  resident  in  Diagnostic 
Radiology,  Northwestern  University  Medical  School, 
Chicago. 

Leonid  Calenoff,  M.D.  is  professor  of  radiology.  North- 
western University  Medical  School  and  chief.  Out- 
patient Diagnostic  Radiology,  Northwestern  Memorial 
Hospital  and  The  Rehabilitation  Institute  of  Chicago. 


ation.  The  perforation  produces  a spectrum  of 
inflammatory  changes  ranging  from  localized  ab- 
scess formation  to  massive  peritonitis.3  Per- 
foration with  free  air  is  uncommon  because  the 
diverticula  point  toward  the  taenia  mesicolica,  an 
area  rich  in  pericolonic  fat.  Microperforation, 
however,  will  produce  an  abscess  in  the  same 
pericolonic  fat,  a localized  abscess  or  massive 
peritonitis.  When  a microperforation  occurs, 
there  may  be  a focal  area  of  inflammation  or  ab- 
scess formation  at  the  site  of  the  perforation.  As 
this  abscess  extends,  fistula  may  track  along  the 
bowel  wall,  to  the  abdominal  wall  or  into  a nearby 
organ  (most  frequently  the  urinary  bladder). 
Clinically,  the  patient  may  present  with  findings 
of  a pelvic  inflammatory  disease,  genitourinary 
problems  or  appendicitis. 

Roentgenographic  Manifestations 
The  roentgenographic  criteria  necessary  to  es- 
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Figure  1 

Longitudinal  sinus  tract  (arrows)  seen  in  the  sigmoid  colon 
on  the  post  evacuation  film  from  a barium  enema  in  a 69 
year-old  woman  with  diverticulitis. 


tablish  a diagnosis  of  diverticulitis  include  dem- 
onstration of  a micro  or  macroperforation  of  a 
diverticulum  with  the  subsequent  gamut  of 
roentgen  manifestations  resulting  from  this  per- 
foration. 

Plain  film  of  the  abdomen  and  chest  should  be 
obtained  in  all  patients  suspected  of  diverticulitis. 
While  the  roentgenographic  manifestations  are 
non-specific,  the  plain  films  may  occasionally 
demonstrate  pneumoperitoneum,  air  in  the  uri- 
nary bladder,  or  a soft  tissue  mass  containing 
mottled  air  densities  that  separate  the  small  bow- 
el loops  from  the  sigmoid  colon  or  urinary  shad- 
ows suggesting  an  abscess.  Reflex  ileus  is  not 
uncommon  but  is  a non-specific  finding.  Com- 
plete bowel  obstruction  is  rare  in  diverticulitis. 

Barium  Studies 

The  barium  enema  examination  is  the  study  of 
choice  in  establishing  diagnosis  of  diverticulitis 
and  can  safely  be  performed  on  any  stable  patient 
in  whom  free  intraperitoneal  air  has  been  fairly 


Figure  3 

Cul-de-sac  abscess  causing  a mass,  cushion  defect  of  the 
sigmoid  colon  with  speculated  folds  (arrows)  on  the  barium 
enema  examination  of  an  82  year-old  woman.  Contrast 
media  in  the  urinary  bladder  is  from  an  urogram. 
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Figure  4 

Perforation.  Abscess  cavity  (large  arrows)  in  direct  commu- 
nication with  sigmoid  lumen  (small  arrow)  demonstrated 
on  the  post  evacuation  film  from  a barium  enema  in  a 62 
year-old  woman  with  diverticulitis. 


well  excluded.  Whenever  frank  perforation  origi- 
nating from  the  colon  is  known  to  exist  or  seri- 
ously suspected,  iodinated  water  soluble  contrast 
agents  should  be  used  instead  of  barium  to  iden- 
tify the  offending  diverticulum.  (The  latter  prep- 
aration has  a tendency  to  form  peritoneal  gran- 
ulomas.) If  considerable  pain  or  spasm  is 
encountered  during  the  filling  of  the  colon,  intra- 
venous spasmolytics,  such  as  glucagon,  should  be 
administered. 

Sinus  Tracts 

A sinus  tract  signified  by  the  extraluminal  col- 
lection of  barium  is  the  most  reliable  indicator  of 
diverticulitis.  It  may  be  seen  as  a fleck  or  streak  of 
barium  outside  the  expected  contour  of  the  lu- 
men and  may  simulate  a calcified  lymph  node  or 
even  an  artifact.  The  extravasation  may  be  noted 
only  on  the  post  evacuation  film  (Figure  1). 

Longitudinal  pericolonic  sinus  tracts  that  paral- 
lel the  bowel  lumen  causing  “double  tracking” 
appearance,  are  characteristic  for  diverticulitis.4-5 
These  tracts  arise  from  a focal  mucosal  per- 
foration of  the  extraluminal  portion  of  the  di- 
verticulum with  dissection  longitudinally  along 


Figure  5 

Fistula  (arrows)  between  the  sigmoid  colon  and  the  small 
bowel  shown  on  barium  enema  in  a 75  year-old  woman  with 
diverticulitis. 


the  bowel  axis  either  in  the  submucosa  or  sub- 
serosa. These  tracts  may  extend  into  other  di- 
verticuli  producing  communication  with  the  bow- 
el lumen  at  multiple  sites.  Such  double  tracking 
however,  can  be  also  seen  in  Crohn’s  disease  of 
the  sigmoid,  or  in  adenocarcinoma. 

Cushion  Defect 

The  local  pericolic  abscess  that  typically  sur- 
rounds a perforated  diverticulum  produces  the 
most  frequently  observed  radiographic  sign  of  di- 
verticulitis—a small  filling  defect  indenting  the 
lumen  of  the  colon.  The  abscess  usually  creates 
an  intramural  “cushion”  defect  with  a wide  base 
and  no  tumor  nodulation  (Figure  2).  The  over- 
lying  mucosal  folds  are  intact,  but  occasionally 
edematous,  crowded,  or  distorted,  leading  to  a 
spiculated  appearance  that  converges  towards  the 
abscess  (Figure  3). 

Abscess 

When  the  abscesses  are  large  they  will  distort 
the  colon  in  a fashion  characteristic  of  extrinsic 
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Figure  6 

Colovesical  fistula  in  a 55  year-old  woman  with  pneumotu- 
ria  and  fecaluria.  The  cystoscopy  probe  (arrows)  is  passing 
from  the  bladder  to  the  colon  and  contrast,  instilled  through 
the  scope  is  seen  outlining  the  sigmoid. 


masses  (Figure  4).  Ultrasonography  and  nuclear 
medicine  gallium  studies  are  also  useful  in  their 
evaluation.  When  small,  they  are  often  subtle  and 
spasmolytics  may  be  necessary  to  differentiate 
these  defects  from  muscular  dysfunction.  Adja- 
cent diverticulum  may  be  seen  with  variable  dis- 
tortion, obliteration,  or  edema  of  the  pro- 
peritoneal  fat. 

Fistulas 

The  abscesses  may  extend  in  any  direction  in 
the  pelvis  causing  mass  defects,  adhesions,  or  ac- 
tual Fistula  between  the  colon  and  the  neighbor- 
ing organs  such  as  a loop  of  small  bowel,  (Figure 
5)  a colovesical  Fistula,  (Figure  6)  colovaginal 
Fistula,  (Figure  7)  or  a Fistula  which  may  extend 
into  the  soft  tissue  of  neighboring  organs  (Figure 
8). 6 

Differential  Diagnosis 

The  most  important  entity  to  be  differentiated 
from  diverticulitis  is  carcinoma,  since  both  are 
common  in  the  same  age  group  and  often  co- 
exist. 

Carcinoma  typically  presents  as  a completely 
rigid,  Fixed  lesion  with  abrupt,  shelf-like  ends  and 


Figure  7 

Colovaginal  fistula  and  pelvic  abscess  demonstrated  on  this 
lateral  rectum  spot  film  from  the  barium  enema  in  a 49 
year-old  woman.  The  abscess  is  narrowing  the  rectosigmoid 
lumen  and  the  fistula  (small  arrows)  is  reaching  the  vagina 
(large  arrows). 


loss  of  the  usual  mucosal  pattern.  Ulcerations  and 
nodularity  of  the  mucosa  are  often  found  as  well. 
Segments  of  bowel  involved  by  diverticulitis,  by 
contrast,  show  tapered  margins  and  contractility. 
Although  severe  spasm  induced  by  the  di- 
verticulitis may  simulate  rigidity,  the  routine  use 
of  spasmolytics,  i.e.,  glucagon,  should  obviate 
this  diagnostic  problem.  A length  of  bowel  in- 
volvement six  centimeters  or  more  favors  the 
diagnosis,  while  significant,  associated  bleeding 
and  weight  loss  favor  carcinoma.  Even  with  these 
features  in  mind,  differentiation  may  be  difficult 
when  circumferential  narrowing  is  encountered. 
In  such  cases,  re-examination  of  the  area  in  sev- 
eral weeks,  following  medical  therapy,  either  by 
colonoscopy  or  air  contrast  techniques,  should  be 
undertaken  to  detect  mucosal  changes  and  search 
for  coexisting  or  synchronous  carcinoma. 

Granulomatous  colitis  may  co-exist  and  in  fact 
complicate  diverticulitis  as  an  apthous  ulcer  in  a 
diverticulum  perforates  and  results  in  peridiver- 
ticulitis.7 The  hallmark  of  Crohns  disease  is 
edematous,  ulcerated  mucosa;  however,  both 
diseases  also  share  such  common  Findings  as 
fistulae  and  abscesses. 

Metastatic  disease  as  well  as  endometriosis 
may  produce  asymmetrical  bowel  wall  defects 
simulating  a small  abscess  without  the  association 
of  diverticular  disease.3  Metastatic  carcinoma 
may  even  distort  the  bowel  lumen  while  preserv- 
ing the  mucosal  pattern,  closely  mimicking  di- 
verticular disease.  In  these  instances  there  is  usu- 
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include:  sinus  tracts,  extrinsic  cushion,  mural 
based  mass  indenting  defects,  abscesses  and 
fistula  to  different  organs  and  soft  tissue  struc- 
tures. ◄ 
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Figure  8 

Sinus  tract  (arrows)  extending  from  the  sigmoid  colon  down 
the  left  leg  in  a 53  year-old  man  with  diverticulitis.  A di- 
verting colostomy  was  performed. 


ally  a great  deal  of  fixation,  rigidity,  and  flattening 
as  well  as  shortening  due  to  desmoplasia,  which 
usually  assist  diagnosis. 

Ischemic  colitis  and  diverticulitis  are  both  seen 
in  the  older  age  groups  and  have  several  common 
isolated  features:  mural  defects,  extravasation  of 
barium  and  spasm.8  Ischemic  colitis  generally  af- 
fects the  watershed  area  between  the  inferior 
mesenteric  and  superior  mesenteric  artery  sup- 
plies at  the  splenic  flexure.  The  rapid  progression 
of  roentgenographic  signs  in  ischemic  colitis  is 
not  found  in  diverticulitis. 

In  summary,  when  diverticulitis  is  clinically 
manifested  by  its  extracolonic  complications,  the 
diagnosis  is  often  overlooked.  When  pelvic  mass- 
es, bladder  or  vaginal  symptoms  are  noted,  a bari- 
um enema  should  be  included  in  the  patient’s 
evaluation  to  exclude  the  possibility  of  di- 
verticulitis. The  roentgenographic  manifestations 
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PRESIDENT  Fred  Z.  White,  M.D.,  723  No.  2nd  Street,  Chillicothe  61523 

PRESIDENT-ELECT  Cyril  C.  Wiggishoff,  M.D.,  25  E.  Washington,  Chicago  60602 
1st  VICE-PRESIDENT  Robert  Johnson,  M.D.,  108  Maple  Grove,  Springfield  62707 
2nd  VICE-PRESIDENT  Maynard  Shapiro,  M.D.,  7531  Stony  Island,  Chicago  60649 
SEC.-TREAS.  Eugene  P.  Johnson,  M.D.,  P.O.  Box  68,  Casey  62420 

CHAIRMAN,  B of  T Morris  T.  Friedell,  M.D.,  753 1 Stony  Island,  Chicago  60649 


House  of  Delegates 

SPEAKER  Clifton  Reeder,  M.D.,  516  Sheridan  Road,  Wilmette  60091 

VICE-SPEAKER  Julian  Buser,  M.D.,  6600  W.  Main,  Belleville  62223 


Trustees 

1st  District 

1984 

2nd  District 

1983 

3rd  District 

1982 

1983 

1982 

1984 

1983 

1984 

1984 

1983 

1983 

1983 

4th  District 

1982 

5th  District 

1982 

6th  District 

1984 

7th  District 

1982 

8th  District 

1982 

9th  District 

1984 

10th  District 

1984 

11th  District 

1983 

12th  District 

1983 

Trustee-at- 

Large 

1982 

John  Ring,  M.D.,  51 1 E.  Hawley,  Mundelein  60060 
Allan  L.  Goslin,  M.D.,  712  N.  Bloomington,  Streator  61364 
Alfred  Clementi,  M.D.,  675  W.  Central  Rd.,  Arlington  Hts.  60005 
Audley  F.  Connor,  Jr.,  M.D.,  7531  Stony  Island,  Chicago  60649 
Jere  Freidheim,  M.D.,  3050  S.  Wallace,  Chicago  60616 
Morris  T.  Friedell,  M.D.,  7531  Stony  Island,  Chicago  60649 
Robert  C.  Hamilton,  M.D.,  25  E.  Washington,  Chicago  60602 
Henrietta  Herbolsheimer,  M.D.,  1700  E.  56th  St.,  Chicago  60637 
Lawrence  L.  Hirsch,  M.D.,  2434  Grace,  Chicago  60618 
Harold  J.  Lasky,  M.D.,  55  E.  Washington,  Chicago  60602 
Richard  Rovner,  M.D.,  645  N.  Michigan,  Suite  920,  Chicago  60611 
Joseph  Sherrick,  M.D.,  303  E.  Superior,  Chicago  60611 
George  Burke,  M.D.,  Rock  Island  Franciscan  Hospital,  2701-17th  St.,  Rock 
Island  61201 

Robert  Prentice,  M.D.,  2248  Warson  Road,  Springfield  62704 
Robert  R.  Hartman,  M.D.,  1040  College,  Jacksonville  62650 
Alfred  J.  Kiessel,  M.D.,  1 Powers  Lane  Place,  Decatur  62522 
James  Laidlaw,  M.D.,  104  W.  Clark,  Champaign  61820 
Warren  D.  Tuttle,  M.D.,  203  N.  Vine,  Harrisburg  62946 
Thomas  P.  Meirink,  M.D.,  8601  W.  Main  St.,  Belleville  62223 
Kenneth  A.  Hurst,  M.D.,  52  Bunting  Lane,  Naperville  60540 
Joseph  Perez,  M.D.,  5670  E.  State,  Rockford  61108 

Herschel  Browns,  M.D.,  4600  N.  Ravenswood,  Chicago  60640 
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Highlights  of  the  1 981  Annual  Meeting 
ISMS  House  of  Delegates 


The  141st  Annual  Meeting  of  the  Illinois  State 
Medical  Society  convened  April  5-7,  1981,  at  the 
Radisson  Chicago  Hotel.  More  than  600  physi- 
cians, auxilians,  medical  students,  medical  resi- 
dents and  guests  attended. 

The  first  session  of  the  House  of  Delegates  was 
called  to  order  by  Robert  P.  Johnson,  M.D., 
speaker,  at  10:00  a.m.,  Sunday,  April  5,  1981. 

In  pursuit  of  a tradition  initiated  at  the  1980 
Annual  Meeting,  ISMS  past  presidents  were  in- 
vited to  lead  the  House  in  an  opening  invocation 
for  each  session.  On  Sunday,  the  invocation  was 
given  by  J.  M.  Ingalls,  M.D.,  1975-76  president. 
Fredric  D.  Lake,  M.D.,  1974-75  president,  gave 
Monday’s  invocation,  and  on  Tuesday  the  honor 
was  extended  to  Joseph  H.  Skom,  M.D.,  1976-77 
president. 

ISMS  Secretary-Treasurer,  Eugene  P.  John- 
son, M.D.,  conducted  a brief  memorial  for  those 
members  who  had  died  in  the  past  year. 

Report  of  the  Chairman,  ISMS  Board  of 
Trustees 

Morris  T.  Friedell,  M.D.,  chairman,  ISMS 
Board  of  Trustees,  presented  an  update  on  activi- 
ty since  the  1980  Interim  Meeting,  indicating  that 
all  items  referred  by  the  House  of  Delegates  had 
been  addressed. 

Dr.  Friedell  related  that  the  Board  of  Trustees 
had  approved  1981-82  goals  for  ISMS,  which  had 
been  developed  by  the  ISMS  Committee  on  Plan- 
ning and  Priorities.  The  Board  had  authorized 
distribution  of  the  goals  to  the  House  for 
information.  (The  1981-82  goals  are  further 
elucidated  in  the  enclosed  Abstracts  of  Actions, 
ISMS  Board  ofTrustees.) 


Reference  Committees  Convene 

Reference  Committees  met  at  1:30  p.m.  Sun- 
day afternoon.  Open  hearings  were  conducted  on 
44  resolutions,  as  well  as  reports  from  ISMS 


councils  and  committees,  affiliate  groups  and  Illi- 
nois governmental  agencies. 

At  the  conclusion  of  open  hearings,  each  refer- 
ence committee  met  in  executive  session  to  eval- 
uate information  and  recommend  formal  action 
by  the  House  of  Delegates. 


Past  Presidents’  Dinner 

On  Saturday  evening,  April  4,  seventeen  ISMS 
past  presidents  and  retiring  ISMS  Executive  Ad- 
ministrator Roger  N.  White  gathered  for  the 
eighteenth  annual  Past  Presidents’  gourmet  din- 
ner at  the  Chicago  Park  Hyatt  Hotel.  David  S. 
Fox,  M.D.,  1978-79  ISMS  president,  served  as 
master  of  ceremonies,  honoring  immediate  past 
president  P.  John  Seward,  M.D.,  and  Mr.  White. 


ISMS  Fifty  Year  Club  Luncheon 

A total  of  97  physicians  were  inducted  as  mem- 
bers of  the  ISMS  Fifty  Year  Club  at  a Monday 
afternoon  luncheon.  The  Fifty  Year  Club  now 
boasts  some  915  members  who  graduated  from 
medical  school  at  least  50  years  ago.  Lawrence  L. 
Hirsch,  M.D.,  served  as  master  of  ceremonies. 
These  included  a talk  by  Dr.  Philip  Thorek,  a new 
Fifty  Year  Club  member,  who  presented  an 
eclectic  series  of  satirical  observations  on  medical 
practice  and  its  social  milieu. 

One  physician  received  his  sixty-year  pin  in  a 
personal  presentation  by  Dr.  Hirsch.  Dr.  Carl  F. 
Steinhoff,  who  had  supervised  Dr.  Hirsch  during 
his  medical  internship,  received  that  honor. 


RPS:  Loss  Prevention  Education 

The  ISMS  Resident  Physician  Section  spon- 
sored a program  in  loss  prevention  on  Saturday 
morning,  April  4.  Coordinated  by  the  ISMS  Com- 
mittee on  Loss  Prevention  Education,  this  pres- 
entation was  part  of  an  ongoing  ISMS/ISMIS  ef- 
fort to  foster  physician  ability  to  identify  liability 
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ISMS  Past  Presidents’  Dinner  (Standing,  L-R):  Harlan  English,  M.D.,  J.  Ernest  Breed,  M.D.,  Newton  DuPuy,  M.D., 
George  T.  Wilkins,  Jr.,  M.D.,  Jacob  E.  Reisch,  M.D.,  Willard  C.  Scrivner,  M.D.,  J.M.  Ingalls,  M.D.,  Frank  J.  Jirka, 
M.D.,  C.J.  Jannings,  M.D.  and  Joseph  H.  Skom,  M.D.  Seated  (L-R)  are  Leo  P.A.  Sweeney,  M.D.,  Mr.  Roger  N.  White, 
David  S.  Fox,  M.D.,  P.  John  Seward,  M.D.  and  H.  Close  Hesseltine,  M.D. 


areas,  procedures  to  improve  patient  care  and  re- 
duce legal  vulnerability. 

Medicine:  1990 

The  ISMS  Medical  Student  Section  sponsored 
a Saturday  afternoon  program  on  future  medical 
practice.  Speakers  included  Michael  Prerodor, 
M.D.,  who  presented  an  update  on  hospice  medi- 
cine; Rosemary  Rau-Levine,  M.D.,  an  expert  in 
holistic  medicine,  and  Allan  H.  Levy,  M.D., 
whose  talk  was  entitled  “Computers  at  the  Bed- 
side: Boon  or  Bane?” 

The  annual  business  meeting  of  the  Medical 
Student  Section  (formerly  entitled  the  Student 
Business  Section)  included  election  of  officers  for 
1981-82:  Michael  Nieder,  chairman;  Kurt 
Elward,  vice  chairman;  Linda  Tetzlaff,  secretary/ 
editor;  Ron  Davis,  delegate  and  Malcolm  Major, 
alternate  delegate. 

Substance  Abuse:  Clinical  Aspects 

The  ISMS  Committee  on  Alcoholism  and  Drug 
Dependence  sponsored  this  seminar  with  the 
support  of  a grant  from  the  Division  of  Alcohol- 
ism, IDMHDD.  Presentations  included  drama- 
tization of  a family  therapy  session,  coordinated 
by  Linda  Kyle-Spore,  alcoholism  counselor  and 
coordinator,  family  therapy  program,  North- 
western Memorial  Hospital  Institute  for  Psy- 
chiatry. “Women  and  Alcohol”  was  the  topic  of  a 
talk  by  Edith  S.  Gomberg,  Ph.D.,  University  of 
Michigan  School  of  Social  Work. 


James  W.  West,  M.D.,  chairman  of  the  ISMS 
Panel  for  the  Impaired  Physician,  discussed  the 
Panel’s  activities.  He  presented  unique  aspects  of 
physician  impairment  and  means  to  assist  trou- 
bled colleagues. 

Edward  C.  Senay,  M.D.,  committee  chairman, 
discussed  recent  trends  in  drug  abuse,  and  rec- 
ommended avenues  for  triage  of  specific  drug  re- 
actions. Lee  Gladstone,  M.D.,  director.  Alcohol- 
ism Treatment  Program,  Northwestern  Memori- 
al Hospital,  presented  a laboratory  matrix 
approach  to  diagnosis  of  the  alcoholic  patient. 
Finally,  a representative  of  Alcoholics  Anony- 
mous summarized  the  AA  approach  to  alcohol- 
ism, urging  the  integration  of  AA  in  long-term 
therapy  plans. 

Public  Affairs  Breakfast 


The  Honorable  George  H.  Ryan,  (R-43) 


(L-R)  The  Hon.  George  H.  Ryan  (R-43),  speaker,  111. 
House  of  Representatives,  Rep.  Jane  Barnes  (R-Oak 
Lawn)  and  ISMS  Executive  Administrator  Roger  N.  White, 
at  the  Public  Affairs  Breakfast. 


302 


Illinois  Medical  Journal 


Members  of  the  ISMS  Fifty  Year  Club. 


Speaker  of  the  Illinois  House  of  Representatives, 
gave  the  keynote  presentation  at  the  ISMS  Public 
Affairs  Breakfast  on  Monday  morning,  April  6. 
Sponsored  by  the  ISMS  Public  Affairs  Committee 
and  chaired  by  Don  Hinderliter,  M.D.,  the  break- 
fast was  attended  by  more  than  300  persons. 
Speaker  Ryan  was  introduced  by  Representative 
Jane  Barnes  (R-Oak  Lawn),  chairman  of  the 
House  Health  and  Family  Services  Committee, 
who  described  activities  of  House  committees 
responsible  for  health  legislation. 

Representative  Ryan,  a practicing  pharmacist, 
urged  physician  involvement  in  the  political  pro- 
cess. He  discussed  several  pending  legislative 
proposals,  including  those  to  permit  optometrists 
to  prescribe  drugs,  dissolution  of  the  Illinois 
Health  Finance  Authority  and  repeal  of  drug  sub- 
stitution laws.  Noting  that  members  of  the  Illi- 
nois legislature  include  pharmacists,  chiroprac- 
tors, dentists,  and  optometrists,  but  no  physi- 
cians, he  urged  that  doctors  make  an  effort  to 
communicate  with  their  legislators  in  health-re- 
lated matters. 

Leadership  Conference 

More  than  200  persons  attended  the  ISMS 
Leadership  Conference  on  Monday  morning, 
April  6,  and  participated  in  a lively  exchange  of 
perspectives  and  ideas.  Walter  McClure,  Ph.D., 
senior  vice-president  of  policy  analysis  for  Inter- 
study, a Minneapolis  administrative  consulting 
Firm,  discussed  “The  Choice  Before  Us— Regula- 
tion or  Competition.”  Emphasizing  that  medical 
practice  would  continue  to  evolve  in  either  a reg- 
ulatory or  competitive  political  milieu,  he  urged 
personal  involvement  in  policymaking.  Gary 
Appel,  Ph.D.,  president  of  the  Council  of  Com- 
munity Hospitals,  Minneapolis,  discussed  com- 
petition within  various  delivery  systems.  Martin 
Koldyke,  chairman,  and  Michael  Koetting,  acting 
director,  Illinois  Health  Finance  Authority,  ex- 
plored the  Illinois  Rate  Review  Law.  Dave  Vogel, 


president  of  a management  consulting  Firm  from 
Albuquerque,  New  Mexico,  examined  Individual 
Practice  Associations,  while  John  J.  Ring,  M.D., 
vice  chairman  of  the  AMA  Council  on  Medical 
Service,  presented  the  AMA  position  on  alterna- 
tive delivery  systems.  A panel  of  responders  led 
discussion  of  the  items  presented. 

Auxiliary  Reflections 

Mrs.  Harlan  Failor,  ISMS  Auxiliary  president, 
reported  to  the  House  of  Delegates  on  Monday, 
April  6.  This  year’s  successes  had  included  mem- 
bership increases  in  nearly  every  county  auxilia- 
ry, and  implementation  of  a new  membership 
program  for  student  and  resident  physician 
spouses.  ISMSA  had  received  First  place  national 
awards  for  their  support  of  the  American  Medical 
Association  Education  and  Research  Foundation, 
as  the  state  with  the  largest  auxiliary  contribu- 
tion, largest  combined  physician/auxiliary  contri- 
bution and  largest  per  capita  contribution  in  the 
North  Central  Region. 

Mrs.  Failor  discussed  extensive  efforts  in 
health  education  and  immunization  awareness. 


ISMS  Auxiliary  President  Mrs.  Harlan  Failor  accepts  gift 
from  Arthur  R.  Traugott,  M.D.,  delegate,  representing  the 
physicians  of  Champaign  County. 
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Theodore  R.  Sherrod,  M.D.,  Ph.D.,  (L)  receives  Edwin  S. 
Hamilton  Teaching  Award  from  Fred  Z.  White,  M.D., 
ISMS  president-elect. 


stressing  the  support  of  ISMS  in  each  instance. 
Scholarships  for  health  education  and  benevo- 
lence had  continued  to  receive  attention.  “While 
our  spouses  are  in  their  offices  healing  illness,  we 
have  been  in  our  communities  teaching  well- 
ness,” she  said.  “We  have  come  that  proverbial 
‘long  way’  from  May,  1922,  when  the  Auxiliary 
was  organized  to  ‘assist  in  entertainment  at  all 
medical  conventions’.” 

Illinois  Society,  American  Association  Of  Med- 
ical Assistants 

Elaine  Kaiser,  CMA-A,  president,  Illinois  So- 
ciety, American  Association  of  Medical  Assist- 
ants, was  introduced  to  the  House  by  John 
Wright,  M.D.,  chairman,  AAMA  Advisory 
Board.  Mrs.  Kaiser  stressed  appreciation  for 
ISMS  support  of  AAMA  projects,  and  entered  a 
plea  for  support  of  medical  assistants  by  practic- 
ing physicians. 

Accreditation  Surveyors  Honored 

Morris  T.  Friedell,  M.D.,  chairman,  ISMS 
Board  of  Trustees,  was  assisted  by  Vice  Speaker 
Clifton  L.  Reeder,  M.D.,  in  presenting  plaques  to 
the  physicians,  osteopaths  and  Ph.D.’s  who  had 
served  as  CME  accreditation  site  visit  examiners 
in  the  past  year.  So  honored  this  year  were:  Mor- 
gan Meyer,  M.D.,  Eugene  Johnson,  M.D.,  Rob- 
ert Steptoe,  M.D.,  Ross  Hutchison,  M.D.,  Henri 
Havdala,  M.D.,  Thomas  Zimmerman,  Ph.D., 
Robert  Fox,  M.D.,  David  Roxe,  M.D.,  Bradford 
W.  Claxton,  M.Ed.,  Joseph  B.  Perez,  M.D., 
Thomas  O.  Henderson,  Ph.D.,  Frank  J.  Jirka, 


M.D.,  Joseph  R.  O’Donnell,  M.D.,  Charles 
Weigel,  M.D.,  Joseph  Daddino,  M.D.,  L.  W. 
Tanner,  M.D.,  Sheldon  S.  Waldstein,  M.D.,  Eu- 
gene Scherba,  M.D.,  John  Holland,  M.D.,  Linda 
Gunzburger,  Ph.D.,  Donald  Pochyly,  M.D., 
M.Ed.,  William  Lees,  M.D.  (posthumous),  Rog- 
er Wujek,  M.D.,  Harold  Paul,  M.D.,  M.Ph., 
Ernest  Bone,  M.A.,  M.D.,  Chase  Kimball,  M.D., 
Ben  Blivaiss,  Ph.D.,  Alfred  Clementi,  M.D., 
Marten  Kernis,  Ph.D.,  John  G.  Demakis,  M.D., 
Kenneth  Hurst,  M.D.,  Ward  Perrin,  D.O.,  Jo- 
seph Sherrick,  M.D.,  Michael  Dykes,  M.D., 
M.Ed.,  Fred  Z.  White,  M.A.,  M.D.,  Anthony 
Barbato,  M.D.,  and  Charles  Osborne,  Ed.D. 

Edwin  S.  Hamilton  Teaching  Award 

Theodore  R.  Sherrod,  M.D.,  Ph.D.,  a pro- 
fessor of  pharmacology  at  the  University  of  Illi- 
nois College  of  Medicine,  received  the  Edwin  S. 
Hamilton  Teaching  Award  during  Monday’s 
House  of  Delegates  Session.  Fred  Z.  White, 
M.D.,  ISMS  president-elect,  a member  of  the  In- 
terstate Postgraduate  Medical  Association  of 
North  America,  presented  the  award  to  Dr.  Sher- 
rod. 

An  educator  and  practicing  physician,  Dr. 
Sherrod  was  cited  for  his  career  in  research,  train- 
ing and  public  service.  Students  had  voted  him 
recipient  of  the  “golden  apple  award”  for  teach- 
ing, as  well  as  1976  UI  faculty  member  of  the 
year. 

AMA-ERF  Check  Presented 

Herschel  Browns,  M.D.,  ISMS  president, 
introduced  Robert  B.  Uretz,  M.D.,  dean.  Univer- 
sity of  Chicago  Pritzker  School  of  Medicine,  act- 
ing as  representative  of  the  Illinois  Council  of 
Medical  School  Deans.  Dr.  Browns  presented  a 
check  to  Dr.  Uretz  in  the  amount  of  $187,137, 
representing  this  year’s  contribution  to  Illinois 
medical  schools  from  the  American  Medical 
Association  Education  and  Research  Foundation. 


Robert  B.  Uretz,  M.D.,  (L)  accepts  AMA-ERF  check  from 
ISMS  President  Herschel  Browns,  M.D. 
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IMPAC  Reports 

Paul  Mahon,  M.D.,  IMPAC  chairman,  report- 
ed that  1980-81  had  been  a 
busy  year  for  that  group.  Much 
effort  had  been  given  to  assist- 
ing candidates  in  campaign 
management,  design  of  politi- 
cal tabloids  and  advertising  pro- 
motion. 

Membership  of  5,652  was  reported  for  1980, 
including  225  interns  and  residents,  224  emeritus 
members  and  86  non-physicians.  While  the  total 
membership  for  1980  is  13  less  than  in  1979,  Dr. 
Mahon  reported,  it  represented  44%  of  ISMS 
members,  “a  far  better  percentage  than  most 
other  state  and  corporate  PACs.” 

Dr.  Mahon  reported  that  IMPAC  had  been  in- 
volved in  216  state  and  federal  campaigns  during 
the  November  general  election.  Of  candidates 
supported  for  posts  in  the  Illinois  Senate,  89% 
had  been  successful.  95%  of  candidates  supported 
for  the  Illinois  House  had  been  elected,  as  had 
78%  of  those  supported  for  the  U.S.  House  and 
Senate. 

Dr.  Mahon  lauded  the  high  membership  par- 
ticipation, and  urged  that  more  physicians  join 
IMPAC  and  increase  their  involvement  in  gov- 
ernment. 


ILLINOIS  STATE 
MEDICAL  SOCIETY 

presents  this 

Certificate  of  Commendation 
to 

ROGER  N.  WHITE 

In  recognition  of  21  years  of  dedicated 
service,  including  a 1 2-year  tenure  as  Execu- 
tive Administrator.  ISMS  has  been  both 
proud  and  fortunate  to  have  as  its  chief  ad- 
ministrative officer  an  individual  firmly  com- 
mitted to  serving  the  best  interests  of  the 
Society. 

Leadership  coupled  with  integrity  gained 
for  you  the  respect  of  the  Society's  officers, 
trustees  and  members. 

While  the  passage  of  time  may  dim  the 
memory  of  events,  it  will  not  diminish  the 
gratitude  of  this  Society  for  your  efforts. 
May  the  future  fulfill  our  sincere  best  wishes 
for  good  health,  happiness  and  prosperity. 

Presented  April  5,  1981 


Report  Of  The  Executive  Administrator 

Roger  N.  White,  ISMS  executive  ad- 
ministrator, addressed  the  House  on  Monday  af- 
ternoon. As  Mr.  White  would  soon  retire,  this 
was  his  final  address  to  the  House.  Rather  than 
limit  his  comments  to  events  of  the  past  year,  he 
gave  an  overview  of  his  21  years  with  ISMS. 

Recounting  his  introduction  to  the  House  of 
Delegates  in  1960  was  director  of  medical  servic- 
es and  economic  research  on  the  newly  reorgan- 
ized ISMS  staff,  Mr.  White  recalled  that  his 
association  with  the  Society  was  concomitant  with 
a decision  to  modernize  and  move  the  head- 
quarters from  Monmouth  to  Chicago.  “The  dues 
were  doubled  from  $40  to  $80,”  he  recalled, 
“and  ISMS  was  off  and  running  as  a leading  med- 
ical society.” 

Mr.  White  was  responsible  for  formation  of  the 
Illinois  State  Medical  Society  Inter-Insurance 
Exchange,  and  initiation  of  effective  communica- 
tion with  state  regulatory  agencies  and  the  news 
media.  His  tenure  witnessed  volatile  changes  in 
medical  practice  and  the  social  environment,  and 
he  oversaw  relationships  with  the  first  founda- 
tions for  medical  care,  professional  standards  re- 


view organizations,  health  maintenance  or- 
ganizations, individual  practice  associations  and  a 
host  of  other  developments.  His  stewardship 
guided  ISMS  through  the  malpractice  crisis,  the 
threat  of  national  health  insurance  and  the  advent 
of  the  National  Health  Planning  Resources  De- 
velopment Act. 

In  closing  his  comments,  Mr.  White  expressed 
appreciation  to  his  staff  and  best  wishes  for  ISMS. 
“As  I move  off  the  stage  and  the  transition  be- 
gins,” he  said,  “I  can’t  help  but  reflect  on  the 
many  relationships  I have  enjoyed  during  my  ten- 
ure with  this  society  — with  members  of  the 
House,  members  of  the  Board  and  with  other 
leaders.  I’m  grateful  and  I thank  you  for  these 
opportunities  — it  has  been  rewarding  and  up- 
lifting.” 

At  the  conclusion  of  Mr.  White’s  talk,  Morris 
T.  Friedell,  M.D.,  chairman,  ISMS  Board  of 
Trustees,  presented  him  a plaque  in  appreciation 
of  his  contribution  to  ISMS.  “No  one  appreciates 
more  the  quality  of  leadership  than  the  officers  of 
this  organization,”  Dr.  Friedell  said.  “No  one 
has  built  a better  staff  than  Roger  N.  White.  The 
last  decade  of  this  Society’s  life  has  been  proven 
its  most  exciting,  trying  and  difficult.”  He  then 
read  to  the  House  the  text  of  Mr.  White’s  plaque 
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(see  box).  The  presentation  closed  with  a stand- 
ing ovation. 

President’s  Valedictory 

ISMS  President  Herschel  Browns,  M.D.  gave 
his  closing  comments  to  the  House  on  Monday 
afternoon.  Dr.  Browns’  talk  traced  trends  of  the 
recent  past  and  responsibility  for  the  future. 


Retiring  President  Herschel  Browns,  M.D.,  (L)  accepts 
commemorative  clock  from  Morris  T.  Friedell,  M.D., 
chairman,  ISMS  Board  of  Trustees. 


The  President’s  Tour  had  been  rewarding,  he 
told  the  House,  and  personal  visits  to  county  soci- 
eties had  brought  him  to  believe  that  physician 
distribution  was  beginning  to  come  into  balance, 
that  county  society  members  were  well  informed 
and  that  business  and  industry  showed  increasing 
interest  in  health  care  issues.  Membership,  Dr. 
Browns  told  the  House,  remained  an  area  of  vital 
concern.  Reflecting  on  the  increase  in  specialty 
societies  within  organized  medicine,  he  said,  “A 
case  can  be  made  for  special  attention  by  various 
groups  to  special  needs.  But  the  undeniable  result 
is  fragmentation  ....  and  that  must  be  weighed 
against  medicine’s  need  for  a strong,  single 
voice.” 

Noting  that  his  inaugural  address  had  targeted 
possible  “rationing  of  health  care”  as  the  major 
challenge  for  the  decade.  Dr.  Browns  brought  at- 
tention to  present  plans  for  block  grants,  budget 
cuts  and  cost  caps.  “The  so-called  competition 
bills  in  Congress  are  the  stepchildren  of  the  cost 


containment  programs  of  the  last  decade,”  he 
told  the  House.  “But  the  spectre  of  insufficient 
funds  to  meet  health  care  needs  is  a new  reality. 
We  must  make  the  system  more  efficient.  We 
must  conserve  the  health  care  dollar  if  we  expect 
to  retain  the  necessary  programs.” 

Dr.  Browns  called  for  patient  education  regard- 
ing preventive  medicine  and  avoidance  of  stress- 
ful behaviors  in  containing  health  care  costs. 

Illinois  Delegation  To  The  AMA 

The  Illinois  Delegation  to  the  American  Med- 
ical Association  was  introduced  to  the  House  of 
Delegates  and  lauded  for  its  labors  in  the  pre- 
vious year.  Its  written  report  detailed  proposals 
brought  before  the  AMA  House  regarding  sale 
and  use  of  AFP  (alpha-fetoprotein)  diagnostic 
kits  and  direct  membership  provisions.  Illinois 
delegates  had  elected  a new  chairman,  Theodore 
Grevas,  M.D.,  and  secretary,  Howard  C.  Burk- 
head,  M.D.,  after  the  AMA  Interim  Meeting  in 
December. 

Service  Plaques  Awarded 

Physicians  who  received  plaques  in  recognition 
of  their  service  to  ISMS  in  an  official  capacity 
were  Robert  P.  Johnson,  M.D.,  retiring  speaker; 
Lawrence  L.  Hirsch,  M.D.,  retiring  1st  vice  pres.; 
George  T.  Mitchell,  M.D.,  retiring  2nd  vice  pres.; 
and  Julian  W.  Buser,  M.D.,  retiring  trustee  from 
the  10th  district. 

At  the  Monday  afternoon  session  of  the  House 
of  Delegates,  Executive  Administrator  Roger  N. 
White  presented  a plaque  in  recognition  of  twenty 
years’  service  to  Allan  F.  Ford,  ISMS  in-house 
printer.  On  Wednesday  morning,  a fifteen  year 
service  plaque  was  awarded  before  the  Board  of 
Trustees  to  Elizabeth  E.  Duffy,  assistant  director, 
division  of  education,  manpower  and  convention 
services. 

President’s  Night 


Monday  evening,  April  6,  230  persons  at- 
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tended  the  annual  dinner  dance  honoring  Her- 
schei  Browns,  M.D.,  ISMS  president.  Cyril  C. 
Wiggishoff,  M.D.,  served  as  master  of  ceremon- 
ies for  the  program,  which  featured  music  by  the 
Dick  Judson  orchestra. 

One  highlight  of  the  evening  was  presentation 
of  a gold  watch  to  ISMS  Executive  Administrator 
Roger  N.  White,  in  honor  of  his  services  to  ISMS. 
ISMS  President  Dr.  Browns  and  Chairman,  Board 
of  Trustees,  Dr.  Morris  Friedell,  presented  the 
watch. 

Fred  Z.  White,  M.D.  Inducted  As 
129th  ISMS  President 

At  the  final  session  of  the  House  on  Tuesday, 
April  7,  Herschel  Browns,  M.D.  administered  the 
oath  of  office  to  Fred  Z.  White,  M.D.,  as  1981-82 
president  of  the  Illinois  State  Medical  Society. 

In  his  inaugural  address.  Dr.  White  stressed 
the  importance  of  participation  and  flexibility  in  a 
changing  social  environment.  “In  a society  as 
alive  and  dynamic  as  ours,”  he  told  the  House, 
“change  is  the  only  constant.  In  recent  years, 
there  have  been  threats  to  the  practice  of  medi- 
cine, challenges  to  our  profession  and  changes  in 
the  political  and  economic  climate.  We  again  face 
this  triad  of  change,  threat  and  challenge.” 

Noting  a current  political  emphasis  on  compe- 
tition over  regulation,  he  advised  of  “new  ac- 
ronyms to  learn  and  systems  to  understand.”  Dr. 
White  called  for  intelligent  participation  in  any 
new  governmental  approaches.  “We  must  look  at 
the  societal  and  economic  data  in  the  same  non- 
emotional  manner  that  we  examine  our  scientific 
data,”  he  said.  “We  must  test  the  new 
approaches  suggested  by  society  in  the  same  cau- 
tious and  calculated  manner  we  employ  to  check 
a new  procedure  or  therapeutic  regimen.” 

Stressing  the  importance  of  participation  in 
society’s  decision  making  processes.  Dr.  White 
called  for  responsible  peer  review  mechanisms. 
“A  profession  must  have  autonomy  and  control 
over  its  members  and  their  activities,”  he  said. 
“Only  physicians  have  the  level  of  competence 
and  skill  to  capably  judge  other  physicians.  We 
must  be  concerned  with  the  purity  of  our  pro- 
fession. To  protect  those  who  put  self-interest 
above  service  to  the  public  and  patients  is  to  de- 
mean our  profession.” 

Availability  of  financial  aid  to  needy  medical 
students  and  somewhat  disparate  interests  of 
medical  specialty  groups  were  among  issues  to 
address  in  the  coming  year.  Dr.  White  told  the 
House.  “Specialty  societies,  hospitals,  medical 
schools  and  economic  groupings  all  clamor  to 
speak  for  their  special  and  specific  interests,”  he 


Retiring  ISMS  President  Herschel  Browns,  M.D.,  (L) 
accepts  Past  President’s  Medallion  and  plaque  from  ISMS 
President  Fred  Z.  White,  M.D. 


said.  “The  outcome  of  that  process,  if  carried  to 
its  ultimate  conclusion,  can  only  be  confusion 
and  noise,  not  a clear  voice.  In  Illinois  this  clear 
voice  can,  and  should,  come  from  ISMS.” 

In  closing,  Dr.  White  called  for  a perspective 
on  the  “greater  good,”  and  concentration  on 
common  goals  over  minor  differences.  “The  ex- 
tension of  this  greater  good  to  society  is  also  im- 
portant, and  we  must  keep  in  mind  that  what  is 
best  for  our  society  as  a whole  will  be  best  for  us 
as  a profession,  as  a medical  society  and  as  indi- 
viduals. For  this  greater  good,  and  for  our  socie- 
ty, it  will  be  my  pleasure  to  work  with  you  in  the 
coming  year.” 

Past  President’s  Medallion 

Newly  installed  president  Fred  Z.  White,  M.D., 
presented  the  Past  President’s  Medallion  to  Her- 
schel Browns,  M.D.,  with  notes  of  appreciation 
for  his  work  as  ISMS  president  in  the  past  year, 
citing  Dr.  Browns  as  a “tremendous  role  model.” 
Robert  P.  Johnson,  M.D.,  speaker  of  the  House 
of  Delegates,  presented  a scrapbook  of  news  clip- 
pings recounting  Dr.  Browns’  activities,  compiled 
by  the  Council  on  Public  Relations. 

Final  Business  And  Elections 

The  final  business,  including  election  of  of- 
ficers and  trustees,  as  well  as  members  of  the 
ISMS  Judicial  Panel,  was  completed  on  Tuesday, 
April  7.  These  items  are  detailed  in  the  “Sum- 
mary of  Minutes,  Annual  Meeting,  House  of 
Delegates.” 
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SUMMARY  OF  MINUTES 


1981  Annual  Meeting 


House  of  Delegates 


The  ISMS  House  of  Delegates  met  at  the  Radisson  Hotel  in  Chicago,  April  5-  7,  1 981,  and  took  the  following 
actions.  The  official  minutes  of  the  House  are  on  file  at  the  Illinois  State  Medical  Society  office. 

Due  to  the  complexity  of  amendments  to  policy  manual  statements,  only  the  approved,  revised  policy  statements 
are  reflected  in  this  text.  Persons  wishing  to  study  the  nature  of  approved  changes  may  refer  to  the  October 
1 980,  reference  issue,  where  the  former  policy  statements  are  published. 


tients  may  be  afforded  access  to  their  rec- 
ords upon  discharge  but  not  during  hos- 
pitalization. This  access  is  not  afforded  in 
cases  of  psychiatric  illness.  In  the  case  of 
non-hospital  records,  patients’  attorney  or 
succeeding  physician,  but  not  patients 
themselves,  upon  presentation  of  written 
patient  authorization,  have  the  right  of 
access  to  said  records,  with  the  ability  to 
review  and  the  right  to  copy  and  receive 
copies. 

Upon  receipt  of  proper,  written  authoriza- 
tion from  the  patient  a copy  abstract  or  sum- 
mary shall  be  provided,  as  required,  to  le- 
gally authorized  recipients  of  such  record. 

Patient  records  are  utilized  by  official  com- 
mittees of  organized  medical  staffs  to  ac- 
complish scientific  studies  of  morbidity  or 
mortality,  utilization  review,  peer  review  or 
other  patient  care,  improvement.  Reports 
and  proceedings  of  such  committees  are 
confidential  and  shall  not  be  disclosed  to 
any  person  outside  the  purview  of  such 
committees. 

Pursuant  to  a subpoena  for  records,  a physi- 


OLD  BUSINESS 


801-16— Adopted 

(EOT  Rep.  B)— Revision  of  Policy  Manual  State- 
ment on  "Hospital  Records  and  Their  Availability,” 
Introduced  by  Fred  Z.  White,  M.D.,  for  the 
Board  of  Trustees 

Amended  and  Retitled  Policy  Manual  State- 
ment to  read: 

PATIENT  CARE  RECORDS  AND 
THEIR  AVAILABILITY 

Patient  Care  records  contain  privileged 
information  of  confidential  nature.  Such 
records  are  the  property  of  the  hospital, 
clinic  or  physician.  Information  contained 
therein  is  held  in  trust  by  the  holder. 

In  the  case  of  hospital  records,  patients,  pa- 
tients’ attorneys  or  patients’  succeeding 
physician,  upon  written  patient  authoriza- 
tion, have  the  right  of  access  to  hospital 
records,  the  ability  to  review  and  the  right 
to  copy  or  receive  copies.  Hospitalized  pa- 
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cian  is  legally  required  to  release  medical 
records  in  the  absence  of  a signed  patient 
authorization.  It  is  recommended  that  when 
records  are  released  a copy  be  maintained  in 
the  physician’s  file. 

A reasonable  charge  for  record  copying 
service  may  be  made. 

Reference  may  be  made  1979,  Illinois  Re- 
vised Statutes,  Chapter  48,  Section  138.8; 
Chapt.  51,  Section  71,  73  and  101;  Chapt. 
91'/2,  Sec.  800ff. 


801-22— Not  Adopted 

(BOT  Rep.  C)— Presumption  of  Liability  of  a Pro- 
vider Under  PSRO  Review 
Introduced  by  Joseph  R.  O’Donnell,  M.D.,  for 
the  DuPage  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  enjoin  Health  Care  Financing  Ad- 
ministration, through  legislation  and  ne- 
gotiation, “from  authorizing  intermediaries 
to  deny  payment  to  a physician  who  is  only 
under  investigation  for  questionable  prac- 
tice patterns  under  PSRO  review.’’ 


801-27— Not  Adopted 

(BOT Rep.  D)— State  Motorcycle  Helmet  Law 
Introduced  by  Ronald  M.  Davis  for  the  ISMS 
Student  Business  Section 

Defeated  this  resolution  which  called  upon 
ISMS  to  “support  the  enactment  and  pres- 
ervation of  a state  law  in  Illinois  requiring 
the  use  of  a full-face  helmet  when  riding  a 
motorcycle.” 


Sub.  801-29— Referred  to  Ref.  Com.  C 
(BOT Rep.  E)— Mandatory  Learning  Contracts 
Introduced  by  Ronald  M.  Davis  for  the  ISMS 
Student  Business  Section 


801-13,  80 A- 5 2— Referred  to  Ref.  Com.  C 
(BOT  Rep.  F)— Medical  Research  Involving  Hu- 
man Experimentation  and  Amendment  of  Policy 
Manual  Statement  on  ‘Experimental  Medical  Pro- 
cedures” 

Introduced  by  Gilbert  Bogen,  M.D.  and  Morris  T. 
Friedell,  M.D.,  for  the  Board  of  Trustees  and  the 
Medical-Legal  Council 


REFERENCE  COMMITTEE 
ON  CONSTITUTION  & 


BYLAWS 


9 (A- 81)  — Adopted 

Deletion  of  Policy  Manual  Statement  on  “ Constitu- 
tion & Bylaws” 

Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 
Board  of  Trustees 

Deleted  “Constitution  & Bylaws”  state- 
ment from  the  Policy  Manual  because  this 
subject  is  adequately  covered  in  Bylaws 
Chapter  IX,  Section  7. 


13(A-8D— Not  Adopted 
Single  Meeting  of  House  of  Delegates 
Introduced  by  Kenneth  E.  Ambrose,  M.D.,  for 
the  Warren  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  “return  to  the  former  practice  of 
holding  a single  regular  annual  meeting  of 
the  House  of  Delegates  and  such  special,  or 
called,  meetings  as  shall  be  deemed  nec- 
essary by  the  officers  and  trustees  of  this 
society.” 


21  ( A-8 1 ) — Adopted 

Amendment  to  Chapter  IV,  House  of  Delegates, 
Section  4,  Time  and  Place  of  Meetings 
Introduced  by  Lawrence  L.  Hirsch,  M.D.,  for  the 
Board  of  Trustees 

Amended  Bylaws  Chapter  IV,  Section  4,  by 
adding: 

“Within  100  days  after  the  annual  meeting, 
the  Board  of  Trustees  shall  decide  if  there  is 
to  be  an  interim  meeting.  If  the  Board  finds 
that  there  is  not  sufficient,  relevant  busi- 
ness for  the  House,  the  Board  may  cancel 
the  interim  session.” 
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14(A-81)— Not  Adopted 
Membership  with  AM  A 

Introduced  by  Richard  Rudman,  M.D.,  for  the 
Marion  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  amend  Bylaws  Chapter  II,  Section  1 
“to  make  membership  in  AMA  optional 
rather  than  compulsory  for  members  and 
potential  members  of  ISMS.” 


19(A-8D  — Adopted 

Change  of  Name  for  ISMS/SBS 

Introduced  by  Ronald  M.  Davis,  for  the  ISMS 

Student  Business  Section 

Changed  the  name  of  the  Student  Business 
Section  of  ISMS  to  the  Medical  Student  Sec- 
tion of  ISMS  and  directed  that  appropriate 
changes  be  made  in  the  ISMS  Bylaws. 


22 ( A-8 1 ) — Adopted  as  Editorially  Amended 
Amendment  to  Part  7,  Chapter  XI— Ethical  Rela- 
tions—to  Clarify  Procedure  for  Filling  Vacancies  on 
Judicial  Panel 

Introduced  by  Lawrence  L.  Hirsch,  M.D.,  for  the 
Board  of  Trustees 

Amended  Bylaws  Chapter  XI  as  follows: 

PART  7.  JUDICIAL  PANEL  (4th  Para- 
graph) 

In  the  event  a vacancy  on  the  Judicial  Panel 
occurs,  the  President  of  the  Illinois  State 
Medical  Society  shall  nominate  a successor 
who  shall  serve,  if  approved  by  the  Board  of 
Trustees,  until  the  next  meeting  of  the 
House  of  Delegates.  At  its  meeting  follow- 
ing such  an  interim  appointment,  the  House 
of  Delegates  shall  elect  a member  of  ISMS 
to  fill  the  unexpired  term  on  the  Judicial 
Panel  by  the  procedure  described  in  these 
bylaws. 


23(A-8D  — Adopted 

Amendment  to  Chapter  I V.  House  of  Delegates 
Introduced  by  Lawrence  L.  Hirsch,  M.D.,  for  the 
Board  of  Trustees 

Amended  Bylaws  Chapter  IV,  Section  1 1 to 
provide  that  “Resolutions  to  be  mailed  to 
the  (ISMS  House  of)  delegates  prior  to  the 
annual  or  interim  meeting  must  be  received 
at  ISMS  headquarters  thirty  days  prior  to 
the  annual  or  interim  meeting.” 


24(A-81)  — Adopted  as  Amended 
Amendments  to  Chapters  I,  X and  XI  to  Conform 
with  ISMS  Policy  on  A utonomy  of  County  Medical 
Societies 

Introduced  by  Lawrence  L.  Hirsch,  M.D.,  for  the 
Board  of  Trustees 

Amended  Bylaws  to  conform  with  ISMS 
policy  on  “Autonomy  of  County  Medical 
Societies”  by  deleting  requirements  that 
ISMS  members  must  comply  with  the  pro- 
visions of  the  AMA  Constitution  and  By- 
laws and  the  AMA  Principles  of  Medical 
Ethics. 


38  (A- 81)— Adopted  as  Editorially  Amended 
Amendments  to  Chapter  XII,  Part  2,  Section  D, 
Appeals  and  Chapter  XII,  Part  4,  Section  A,  ISMS 
Procedures 

Introduced  by  Lawrence  L.  Hirsch,  M.D.,  for  the 
Board  of  Trustees 

Amended  Bylaws  Chapter  XII  to  clarify  the 
role  of  the  ISMS  Peer  Review  Appeals 
Committee  as  a body  which  merely  reviews 
local  proceedings  to  insure  physicians  have 
received  due  process,  rather  than  rehearing 
the  facts  of  a case. 


REFERENCE  COMMITTEE  A 


28(A-8D  — Adopted 
Uniform  Student  Membership  Application 
Introduced  by  Ronald  M.  Davis  for  the  ISMS 
Student  Business  Section 

Requested  county  medical  societies  to 
“work  together  with  ISMS/SBS  to  develop  a 
concise  and  uniform  medical  student 
application  for  membership  form.” 


Substitute  31  (A-8 1 ) — Adopted 
Weekend  Meetings  of  ISMS  Committees 
Introduced  by  Ernest  F.  Adams,  M.D.  for  the 
Peoria  Medical  Society 

Instructed  the  Board  of  Trustees  to  “en- 
courage membership  involvement  in  Coun- 
cil and  Committee  activities  by  permitting 
evening  and  weekend  meetings  at  con- 
venient locations  at  the  discretion  of  the 
chairman  of  the  Council  or  Committee  in 
consultation  with  the  Council  or  Committee 
members.” 
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Filed  the  following  reports  for  information:  Presi- 
dent, President-Elect,  1st  Vice  President,  2nd 
Vice  President,  Chairman  of  the  Board  of  Trus- 
tees, Trustees,  Trustee  At  Large,  Executive  Ad- 
ministrator, Secretary-Treasurer,  AMA  Delega- 
tion, ISMS  Auxiliary,  Illinois  Society  of  Ameri- 
can Association  of  Medical  Assistants,  Illinois 
State  Medical  Insurance  Services,  Inc. 


REFERENCE  COMMITTEE  B 


1 1 (A-8 1 ) — Referred  to  Board  for  Study 
Freedom  of  Choice  Health  Insurance  Legislation 
Introduced  by  Robert  R.  Hartman,  M.D.  for  the 
Board  of  Trustees 

Referred  to  the  Board  of  Trustees  for  study 
a proposal  to  seek  amendments  to  existing 
insurance  laws  which  would  “Provide  con- 
sumers and  those  offering  health  insurance 
the  opportunity  to  mutually  determine  the 
benefits  covered  (including  physicians’ 
services)  in  the  health  insurance  offered 
and  purchased.” 


1 6 (A-8 1 ) — Referred  to  Board  for  Study 
Stopping  Expansion  of  Health  Maintenance  Or- 
ganizations & Individual  Practice  Associations 
Introduced  by  Samuel  J.  Schimel,  M.D. 

Referred  to  the  Board  of  Trustees  for  study 
a proposal  that  ISMS  “make  every  effort  to 
stop  the  expansion  of  Health  Maintenance 
Organizations  and  Individual  Practice 
Associations  in  the  State  of  Illinois  by  di- 
recting the  Board  of  Trustees  to  take  specif- 
ic action  to  counteract  the  propaganda  of 
HMO’s  and  IPA’s.” 


Substitute  18(A-81)—  Adopted  in  Lieu  of  18(A- 
81)  & 25  (A-8 1 ) 

Stopping  Expansion  of  PSRO’s 
Introduced  by  Samuel  J.  Schimel,  M.D. 

PSRO,  The  Abolition  of 

Introduced  by  Walter  D.  Stevenson,  III,  M.D.  for 
Adams  County  Medical  Society 

Instructed  ISMS  to  “endorse  the  AMA 
House  of  Delegates’  recent  action  seeking 
repeal  of  PSRO  Law  (P.L.  92-603).” 


33  (A-8 1 ) — Adopted  as  Amended 

Multiple  Coverage  Options  for  Health  Insurance 

Plans 

Introduced  by  Ernest  F.  Adams,  M.D.,  for  Peoria 
Medical  Society 

Endorsed  the  principle  that  “under  federal 
rules  and  regulations,  the  costs  and  pre- 
miums for  health  care,  whether  incurred  di- 
rectly by  an  individual  or  conferred  as  an 
employee  benefit,  should  be  equally  de- 
ductible”; and  directed  the  Society  to  sub- 
mit this  resolution  to  the  AMA  House  of 
Delegates  for  implementation. 


44(A-8D  — Adopted  as  Amended 

Proposed  Reductions  of  Available  Drugs  in  IDPA 

Drug  Manual 

Introduced  by  Fred  Z.  White,  M.D.  for  the  Board 
of  Trustees 

(1)  Approved  the  concept  that  ISMS  rec- 
ommendations on  pharmaceutical  products 
to  be  included  in  the  IDPA  Drug  Manual 
should  be  based  on  “therapeutic  ef- 
fectiveness, rather  than  cost”;  (2)  Directed 
the  Society  to  inform  IDPA  that— while 
ISMS  members  will  continue  to  be  cost  con- 
scious in  all  areas  of  medical  care— this  care 
must  be  based  on  therapeutic  considera- 
tions and  bio-equivalence;  and  (3)  Re- 
quested IDPA  to  consult  with  ISMS  regard- 
ing potential  problems  raised  in  the  Depart- 
ment’s cost  containment  proposal. 


Substitute  45(A-81)  — Adopted 
IHA  1980  Resolution  on  Commercial  Review  in  Di- 
rect Competition  with  Foundations  for  Medical  Care 
Introduced  by  Walter  D.  Stevenson,  III,  M.D., 
for  Adams  County  Medical  Society 

Directed  ISMS  to  “communicate  to  the  Illi- 
nois Hospital  Association  and  other  appro- 
priate parties  its  strong  disapproval  of  a re- 
cently-approved IHA  resolution  on  com- 
mercial review”;  and  instructed  the  Illinois 
AMA  Delegation  to  introduce  a resolution 
on  commercial  review  programs  in  the 
AMA  House  of  Delegates. 

Filed  the  following  reports  for  information:  Com- 
mittee on  Health  Planning  and  Illinois  Depart- 
ment of  Public  Aid 
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REFERENCE  COMMITTEE  C 


801-29— Not  Adopted 

(BOTRep.  E)— Mandatory  Learning  Contracts 
Ronald  Davis  for  the  ISMS  Student  Business  Sec- 
tion 

Defeated  this  resolution  which  called  upon 
ISMS  to:  (1)  “Investigate  ways  to  improve 
residency  programs  in  order  to  attract  and 
retain  more  medical  graduates  in  Illinois”; 
and  (2)  “Oppose  any  type  of  mandatory 
learning  contracts  for  Illinois  medical  stu- 
dents and  . . . any  tuition  increase  in  state- 
supported  schools  when  such  an  increase  is 
designed  to  induce  students  to  sign  learning 
contracts.” 


Sub.  80A- 52— Adopted  in  Lieu  of  80A-52  & 801- 
13 

(BOT  Rep.  F)— Medical  Research  Involving  Hu- 
man Experimentation 
Introduced  by  Gilbert  Bogen,  M.D. 

Amendment  of  Policy  Manual  Statement  on  “ Ex- 
perimental Medical  Procedures” 

Introduced  by  Morris  T.  Friedell,  M.D.  for  Board 
of  Trustees 

Amended— by  deletion  and  substitution  — 
ISMS  Policy  Statement  entitled  “Experi- 
mental Medical  Procedures”  to  read: 

EXPERIMENTAL  MEDICAL  PRO- 
CEDURES 

With  respect  to  experimental  medical  pro- 
cedures, physicians  should  adhere  to  and 
affirm  the  following: 

1.  Accepted  ethical  standards; 

2.  The  Codified  regulations  of  the  De- 
partment of  Health  and  Human 
Services  as  specified  in  Title  45 
USC,  Sec.  46; 

3.  Appropriate  Illinois  Statutory  or 
regulatory  requirements. 


1(  A- 81)  — Adopted 

Manipulative  Casting  of  Congenital  Deformities  of 
the  Extremities 

Introduced  by  Michael  R.  Treister,  M.D. 

Mandated  publication  of  the  following  statement 
in  the  ISMS  Policy  Manual:  “The  Manipulative 


Casting  of  Congenital  Deformities  of  the  Ex- 
tremities, whether  performed  in  the  office  or  hos- 
pital, is  considered  by  the  Illinois  State  Medical 
Society  to  be  a surgical  procedure”;  and  directs 
the  Illinois  AMA  Delegation  to  present  this  or  a 
similar  resolution  for  adoption  by  the  American 
Medical  Association. 


Substitute  2 (A- 81)  — Adopted 

Prevention  of  Death  from  Anaphylactic  Reactions  to 

Stings  by  Stinging  Insects 

Introduced  by  Donald  W.  Aaronson,  M.D. 

Mandated  ISMS  to  “encourage  the  Illinois  Office 
of  Education  and  the  Illinois  Department  of  Pub- 
lic Health  to  develop  mechanisms  authorized  un- 
der Illinois  PA  81-1518  to  allow  the  availability  of 
epinephrine,  through  appropriately  trained  per- 
sons, upon  the  prescription  of  a physician.” 


3(A-81)  — Adopted 

Deletion  of  Policy  Manual  Statement  ‘‘Publication  of 
Research  Data  ” 

Joseph  C.  Sherrick,  M.D.  for  Board  of  Trustees 

Deleted  “Publication  of  Research  Data”  state- 
ment from  Policy  Manual  because  other  policies 
adequately  provide  for  the  concerns  expressed  in 
this  statement. 


5 ( A-8 1 ) — Adopted 

Continuing  and  Modifying  Policy  Manual  State- 
ments Entitled  ‘‘Journal  Publication”  and  ‘‘IMJ 
Publication  of  Clinical  Materials  from  ISMS-Spon- 
sored  Meetings” 

Introduced  by  Joseph  C.  Sherrick,  M.D.  for 
Board  of  Trustees 

Combined  and  modified  Policy  Manual 
Statements  entitled  “IMJ  Publication  of 
Clinical  Materials  from  ISMS-Sponsored 
Meetings”  and  “Journal  Publications”  into 
a single  Policy  Manual  Statement  to  read: 
ILLINOIS  MEDICAL  JOURNAL 
The  Publications  Committee,  with  approval 
of  the  Board  of  Trustees,  has  authority  to 
carry  out  publication  policy.  The  Commit- 
tee is  responsible  for  screening  proposed  ad- 
vertising copy  and  advertisers,  as  well  as  for 
direction  of  the  editorial  content. 

ISMS  asserts  the  right  to  first  refusal  of  orig- 
inal papers  presented  at  programs  for  which 
ISMS  is  primary  fiscal  sponsor. 
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8 (A-80  — Adopted 

Revision  in  Policy  on  Continuing  Education 
Introduced  by  Alfred  J.  Kiessel,  M.D.  for  Board 
of  Trustees 

Amended  the  following  policy  to  read: 
CONTINUING  EDUCATION 
Continuing  education  is  one  of  the  basic 
purposes  of  the  Illinois  State  Medical  Socie- 
ty for  scientific  advancement,  humanization 
of  medicine,  improvement  of  medical  pub- 
lic relations,  and  development  of  coopera- 
tion and  rapport  with  the  public.  The  Socie- 
ty should  continue  to  support  the  multi- 
faceted approach  to  continuing  medical  ed- 
ucation as  now  endorsed  by  the  Illinois 
Council  on  Continuing  Medical  Education. 

ISMS  will  act  as  an  accrediting  agency  under 
the  policies  of  the  Accreditation  Council  for 
Continuing  Medical  Education.  The  Illinois 
State  Medical  Society  should  have  the  pri- 
mary role  in  accrediting  of  quality  con- 
tinuing medical  education  programs  in  or- 
der to  assure  that  members  have  access  to 
CME  opportunities  which  are  in  conform- 
ance with  licensing  regulations  of  the  State 
of  Illinois.  Physicians  are  encouraged  to  an- 
alyze their  individual  learning  needs  before 
registering  for  CME  courses. 

Filed  the  following  reports  for  information: 
Council  on  Education  and  Manpower,  Resident 
Physicians  Section,  Student  Business  Section, 
Educational  and  Scientific  Foundation,  Pub- 
lications Committee  and  Illinois  Council  on  Con- 
tinuing Medical  Education 


REFERENCE  COMMITTEE  D 


4(A-81)  — Adopted 

Deletion  of  Policy  Manual  Statement  on  “Health 
Care— Ancillary  Services” 

Introduced  by  Allan  L.  Goslin,  M.D.  for  Board  of 
Trustees 

Deleted  the  Policy  Manual  Statement  on 
“Health  Care  — Ancillary  Services,’’  be- 
cause it  was  outdated. 


6 (A-  8 1 ) — Adopted  as  Amended 

Amendment  to  the  Policy  Manual  Statement  on 

“Immunization  Programs” 

Introduced  by  Alfred  J.  Kiessel,  M.D.  for  Board 
of  Trustees 

Amended  this  Policy  Manual  Statement  to 
read: 

IMMUNIZATION  PROGRAMS 

Illinois  residents  should  be  provided  access 
to  all  medically  indicated  immunization. 
Physicians  are  requested  to  provide  this 
protection,  or  to  encourage  the  local  public 
health  agency  to  perform  this  function,  and 
to  encourage  enforcement  of  current  immu- 
nization laws. 

In  addition,  physicians  should  participate  in 
epidemiological  studies  (especially  as  re- 
lated to  “search  and  destroy”  methods  for 
communicable  diseases)  which  have  been 
endorsed  or  supported  by  the  local  or  state 
medical  society. 

Every  school  district  should  be  consulted  by 
health  departments  planning  any  mass  im- 
munization campaign.  In  counties  where 
there  is  no  public  health  department,  the 
Illinois  Department  of  Public  Health  should 
contact  either  the  county  medical  society  or 
local  physicians  (whichever  is  appropriate) 
for  coordination  of  the  immunization  pro- 
gram. 

The  Illinois  Department  of  Public  Health  or 
the  Illinois  State  Medical  Society  should  in- 
stitute whatever  is  necessary  including 
appropriate  state  indemnifications  or 
“exemption  from  liability”  legislation,  to 
assume  or  alter  the  liability  responsibility 
during  any  mass  immunization  program. 

If  private  facilities  are  utilized  during  a mass 
immunization  campaign,  normal  reim- 
bursement procedures  may  be  employed, 
but  no  charge  shall  be  made  for  the  cost  of 
the  vaccine  paid  for  by  public  funds. 


7(A-81)  — Adopted 

Amendment  to  the  Policy  Manual  Statement  on 
“Drugs,  Prescriptions” 

Introduced  by  Alfred  J.  Kiessel,  M.D.  for  Board 
of  Trustees 

Amended  this  ISMS  Policy  Manual  State- 
ment to  read: 

DRUGS,  PRESCRIPTIONS 

Prescription  drugs  should  be  dispensed  only 
upon  the  authorization  of  a physician  li- 
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censed  to  practice  medicine  in  all  its 
branches.  Public  health  departments  should 
not  conduct  drug  dispensing  and  distribu- 
tion programs  without  direct  physician  su- 
pervision of  patients  receiving  medication. 

Generic  drug  substitution  may  be  consid- 
ered within  legal  limits. 

The  package  insert  labeling  pharmaceutical 
preparations  is  a guide  for  the  clinical 
application  of  the  product  and  should  not  be 
used  as  an  absolute  standard  limiting  the 
practice  of  medicine. 


10(A-81)  — Adopted  as  Amended 

Death  with  Dignity  Legislation 

Introduced  by  P.  John  Seward,  M.D.  for  Board  of 

Trustees 

Amended  the  ISMS  Policy  Manual  State- 
ment on  “Death  with  Dignity”  to  read: 
DEATH  WITH  DIGNITY 
The  Illinois  State  Medical  Society  will  con- 
tinue to  oppose  death  with  dignity,  right-to- 
die  and  similar  legislation,  based  upon  what 
must  necessarily  be  a private  matter  be- 
tween physician  and  patient.  If  passage  of 
such  legislation  is  imminent,  it  must  pro- 
vide immunity  from  civil  and  criminal  pen- 
alties for  physicians  who  act  in  good  faith 
and  in  accordance  with  accepted  medical 
practice  and  must  not  require  physicians  to 
act  in  violation  of  their  own  personal  be- 
liefs, morals  and  conscience. 


12  (A- 81)  — Adopted 

Definition  of  a Hospice  Program 

Introduced  by  Alfred  J.  Kiessel,  M.D.  for  Board 

of  Trustees 

Defined  a hospice  program  as  follows: 

A hospice  is  a centrally  administered  pro- 
gram of  palliative  and  supportive  services 
providing  medical,  social,  psychological  and 
spiritual  care  for  terminally  ill  persons  and 
their  families.  Services  are  provided  by  a 
medically-supervised,  interdisciplinary 
team  of  professionals  and  volunteers.  Care 
is  offered  24  hours  a day,  7 days  a week, 
through  either  inpatient  settings,  home  care 
or  a combination  of  both.  Bereavement 
counseling  is  provided  for  the  survivors. 


30  (A-  81)  — Adopted 

Reimbursement  for  Emergency  Care  Rendered  in 
the  Physician ’s  Office 

Introduced  by  Joseph  R.  O’Donnell,  M.D.  for 
DuPage  County  Medical  Society 

Encouraged  insurance  carriers  that  offer  in- 
surance plans  which  cover  emergency  med- 
ical services  to  pay  for  such  services  regard- 
less of  where  they  are  rendered. 


32 (A-81 ) — Not  Adopted 
Peer  Review  Activities  by  County  Medical  Societies 
Introduced  by  Ernest  F.  Adams,  M.D.  for  Peoria 
Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  legal  counsel  to  “reconsider  the  earli- 
er opinion  discouraging  peer  review  ac- 
tivities by  county  medical  societies  to  see  if 
they  can  be  resumed.” 


Substitute  43  (A-  81)— Adopted 

Satellite  Emergency  Clinics 

Introduced  by  Joseph  R.  O’Donnell,  M.D.  for 

DuPage  County  Medical  Society 

Directed  ISMS  to:  (1)  Develop  a report  to 
the  membership  for  publication  in  the 
Illinois  Medical  Journal  on  hospital  satellite 
emergency  rooms  in  Illinois;  and  (2)  Intro- 
duce a similar  resolution  to  the  AMA 
House  of  Delegates. 

Filed  for  information  the  following  reports: 
Council  on  Medical  Services,  Council  on  Eco- 
nomics, Council  on  Mental  Health  and  Addic- 
tion, Illinois  Department  of  Public  Health,  Illi- 
nois Department  of  Mental  Health  and  Develop- 
mental Disabilities,  Department  of  Children  and 
Family  Services,  Illinois  Department  of  Correc- 
tions and  Department  of  Rehabilitation  Services. 


REFERENCE  COMMITTEE  E 


17(A-81)  — Adopted  as  Amended 
Delay  in  New  Physician  State  Licenses 
Introduced  by  Walter  D.  Stevenson,  III,  M.D.  for 
Adams  County  Medical  Society 

Directed  the  Society  to  “propose  a means  to 
the  Department  of  Registration  and  Educa- 
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tion  which  will  expedite  screening  and 
approval  of  new  physician  licenses,  building 
upon  present  statutory  provision  allowing  a 
physician  to  practice  in  cases  where  applica- 
tions are  complete,  screening  shows  no 
deficiencies,  and  issuance  of  a license  would 
not  occur  within  a reasonable  time,  so  that 
less  than  four  (4)  weeks  will  elapse  between 
receipt  of  a complete  application  and  action 
is  taken  to  notify  the  applicant  of  his  license 
status.” 


Substitute  20(A-81)  — Adopted 

Rescind  Use  of  the  Triplicate  Prescription  Form  in 

Illinois 

Introduced  by  James  Duesman,  M.D.  for  Rock 
Island  County  Medical  Society 

Directed  the  Board  of  Trustees  to:  (1)  Re- 
view all  drugs  currently  requiring  the  trip- 
licate form  and  make  recommendations  to 
the  Dangerous  Drugs  Commission  on  the 
appropriateness  of  their  inclusion;  and  (2) 
Recommend  to  the  Illinois  Department  of 
Registration  and  Education  and  the  Danger- 
ous Drugs  Commission  a review  of  the  cur- 
rent triplicate  prescription  program  to  see 
what  improvements  in  efficiency  can  be 
made  in  this  program. 


27  ( A-81 ) — Adopted  as  Amended 
Cardiopulmonary  Resuscitation 
Introduced  by  Ronald  Davis  for  ISMS  Student 
Business  Section 

Directed  ISMS  to  “support  legislation  in 
the  Illinois  General  Assembly  that  would 
encourage  basic  cardiac  life  support  training 
in  Illinois  high  schools.” 


29( A-8 1 ) —Referred  to  Board  for  Study 

Pre- Marital  Testing  for  Syphilis 

Introduced  by  Joseph  R.  O’Donnell,  M.D.  for 

DuPage  County  Medical  Society 

Referred  to  the  Board  of  Trustees  for  study 
a proposal  that  ISMS  actively  promote  the 
revocation  of  all  mandatory  premarital  test- 
ing for  syphilis. 


35(A-81)— Not  Adopted 
Repeal  of  Public  Act  78-282  (Pap  Smears) 
Introduced  by  Robert  F.  Hamilton,  M.D.  for 
Madison  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  “advocate  repeal  of  Public  Act  No. 
78-282,  and  forward  this  decision  to  the  Illi- 
nois General  Assembly.”  It  was  determined 
that  this  resolution  was  unnecessary  be- 
cause—upon  direction  of  the  House  last 
fall  — ISMS  has  initiated  legislation  to  “sun- 
set” the  existing  Cervical  Pap  Smear  law  by 
1986. 


Substitute  36(A-8D  — Adopted 
Abolishing  Health  Systems  Agencies 
Introduced  by  George  Wilkins,  M.D.  for  Madi- 
son County  Medical  Society 

Directed  ISMS  to  support  “legislative  ac- 
tivity by  the  American  Medical  Association 
repealing  the  Federal  Health  Planning  Act, 
Public  Law  93-641  and  Public  Law  96-79  as 
amended”;  and,  as  an  interim  measure,  to 
“introduce  a resolution  to  the  AMA  House 
of  Delegates  urging  the  AMA  to  seek  a leg- 
islative amendment  in  Congress  or  an  ad- 
ministrative exemption  removing  those 
portions  of  the  Health  Planning  Act  which 
impose  penalties  on  states  not  in  com- 
pliance with  Federal  SHPDA  designated  cri- 
teria.” 


Sub.  40(A-8D  — Adopted  in  Lieu  of  40( A-8 1 ) & 
41 (A-81) 

Tax  Credits  or  Deductions  in  Lieu  of  Direct  Reim- 
bursement for  Treatment  of  Public  Aid  Recipients 
Introduced  by  Dorothy  Hubler,  M.D.  for  Clark 
County  Medical  Society 

Tax  Consideration  for  Care  of  Medicaid  and  Med- 
icare Patients 

Introduced  by  Ronald  M.  Severino,  M.D.  for  Du- 
Page County  Medical  Society 

Mandated  that  ISMS  approve  in  principle 
“the  concept  of  amending  appropriate  state 
law  to  provide  physicians  with  the  option  of 
taking  state  income  tax  credits  or  deduc- 
tions in  lieu  of  direct  reimbursement  for  the 
treatment  of  Public  Aid  recipients”;  and  di- 
rected “that  a similar  resolution  calling  for 
federal  legislation,  dealing  with  federal 
income  tax  credits  or  deductions  for  treat- 
ment of  medicaid  patients,  be  introduced  to 
the  AMA  House  of  Delegates.” 
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Filed  the  following  reports  for  information:  Gov- 
ernmental Affairs  Council,  Medical  Legal  Coun- 
cil, Judicial  Panel  and  Department  of  Registra- 
tion and  Education. 


REFERENCE  COMMITTEE  F 


26(A-8D  — Referred  to  Board  for  Study 
Physician  Support  for  President  Reagan’s  Stand  on 
Medical  Care 

Introduced  by  Thomas  Meirink,  M.D.  for  St. 
Clair  County  Medical  Society 

Referred  to  the  Board  of  Trustees  for  study 
a proposal  that  ISMS:  (1)  Send  to  President 
Reagan  a letter  of  appreciation  for  his  deci- 
sion to  oppose  all  forms  of  National  Health 
Insurance,  and  for  his  wisdom  in  com- 
prehending the  evil  that  can  result  from 
government  interference  in  the  practice  of 
medicine;  (2)  Cooperate  with  the  President 
in  his  efforts  to  prevent  the  enactment  of 
any  NHI  plan;  (3)  Actively  support  the 
President’s  efforts  to  reduce  the  in- 
volvement of  the  federal  government  in  the 
practice  of  medicine;  and  (4)  Present  a sim- 
ilar resolution  in  the  AMA  House  of  Dele- 
gates. 


34(A-81)  — Adopted  as  Amended 
Opposing  Increase  in  55  mph  Speed  Limit 
Introduced  by  Ernest  Adams,  M.D.,  for  Peoria 
Medical  Society 

Mandates  ISMS  to  “go  on  record  as  op- 
posing an  increase  in  the  55  mile  per  hour 
speed  limit.” 


37(A-8D  — Adopted 

ISMS  Assistance  to  Medical  Staffs  in  Negotiations 
with  Hospital  Boards 

Introduced  by  Edward  Fesco,  M.D.  for  LaSalle 
County  Medical  Society 

Mandates  the  Board  of  Trustees  to  develop 
a resource  within  the  appropriate  council  to 
“provide  information  and  expertise  to  hos- 
pital medical  staffs,  to  equip  physicians  by 
education  and  training  to  appropriately  rep- 
resent themselves  in  dealing  with  hospital 
boards  and  administrations.” 


Filed  for  information  the  following  reports:  Illi- 
nois Foundation  for  Medical  Care,  Council  on 
Public  Relations  and  Council  on  Affiliate  Socie- 
ties 


SPECIAL  ACTION 


The  House  also  adopted  a special  memorial  reso- 
lution in  memory  of  William  M.  Lees,  M.D., 
former  chairman  of  the  ISMS  Board  of  Trustees, 
ISMS  second  vice  president  and  president  of  the 
Illinois  Council  on  Continuing  Medical  Educa- 
tion, who  had  died  on  March  28,  1981,  after  a 
long  illness.  The  memorial  resolution  cited  Dr. 
Lees’  pre-eminence  in  academic  and  professional 
areas  of  medical  practice,  public  service  efforts 
and  the  many  hours  he  devoted  to  further  ad- 
vance the  standards  of  medical  care. 


ELECT  OFFICERS, 
TRUSTEES,  AMA 
DELEGATES 


Election  of  Officers 

Dr.  Fred  Z.  White,  Chillicothe,  was  installed  as 
ISMS  president,  succeeding  Dr.  Herschel  Browns, 
Evanston. 

At  the  concluding  session  of  the  House,  1980-81 
officers  were  elected  unanimously.  They  are: 
Cyril  C.  Wiggishoff  M.D.,  Chicago,  president- 
elect; Robert  P.  Johnson,  M.D.,  Springfield,  1st 
vice  president;  Maynard  Shapiro,  M.D.,  Chicago, 
2nd  vice  president;  Eugene  P.  Johnson,  M.D., 
Casey,  secretary-treasurer;  Clifton  L.  Reeder, 
M.D.,  Chicago,  speaker  of  the  house  and  Julian 
W.  Buser,  M.D.,  Belleville,  vice  speaker  of  the 
house. 

Election  of  Trustees 

Elected  trustees  were:  John  J.  Ring,  M.D.,  first 
district;  Morris  T.  Friedell,  M.D.,  Henrietta  Herbol- 
sheimer,  M.D.,  and  Lawrence  L.  Hirsch,  M.D., 
third  district;  Robert  R.  Hartman,  M.D.,  sixth 
district;  Warren  D.  Tuttle,  M.D.,  ninth  district 
and  Thomas  Meirink,  M.D.,  tenth  district. 
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Judicial  Panel 

Eugene  P.  Johnson,  M.D.,  Casey,  was  elected  to 
another  term  on  the  ISMS  Judicial  Panel  and 
Allison  Burdick,  Jr.,  M.D.  was  chosen  to  complete 
the  unexpired  Judicial  Panel  term  of  Howard  C. 
Burk  head,  M.D. 

1982-83  Illinois  AMA  Delegates 

The  House  of  Delegates  elected  AMA  delegates 
and  alternates  to  serve  January  1,  1982  through 
December  31,  1983.  Elected  delegates  were 
Herschel  Browns,  M.D.,  Howard  C.  Burkhead, 
M.D.,  Jack  L.  Gibbs,  M.D.,  Theodore  Grevas, 
M.D.,  Morgan  M.  Meyer,  M.D.,  Maynard  I.  Shapi- 
ro, M.D.  and  Joseph  Skom,  M.D.  Alternate  Dele- 
gates elected  were  Alfred  Clementi,  M.D.,  Allan  L. 
Goslin,  M.D.,  Robert  C.  Hamilton,  M.D.,  Harold 


Lasky,  M.D.,  Arthur  Traugott,  M.D.,  Ronald  G. 
Welch,  M.D.,  Fred  Z.  White,  M.D.  and  Cyril  C. 
Wiggishoff,  M.D. 

No  Dues  Increase 

At  the  close  of  the  House,  Morris  T.  Friedell, 
M.D.,  chairman,  ISMS  Board  of  Trustees,  an- 
nounced that  no  dues  increase  was  anticipated  for 
the  coming  year.  It  was  further  noted  that  the 
Interim  Session  House  of  Delegates  will  meet 
November  7-8,  1981,  in  Springfield.  If  it  is  deter- 
mined that  an  interim  meeting  is  not  necessary, 
an  ISMS  leadership  conference  will  be  scheduled 
for  that  date.  The  1982  Annual  Meeting  of  the 
House  of  Delegates  was  tentatively  scheduled  for 
April  18-21,  1982. 


ATTENDANCE 


The  Credentials  Committee  recorded  attendance  of  the  1981  House  of  Delegates  as  follows: 


First  Session 

Second  Session 

Third  Session 

Officers  & Trustees 

24 

20 

21 

Speaker  & Vice  Speaker 

2 

2 

2 

District  1 

5 

6 

7 

District  2 

0 

1 

0 

District  3 

92 

79 

78 

District  4 

10 

10 

12 

District  5 

7 

7 

6 

District  6 

3 

4 

6 

District  7 

4 

3 

4 

District  8 

7 

7 

8 

District  9 

5 

6 

6 

District  10 

4 

4 

4 

District  1 1 

12 

12 

12 

District  12 

7 

8 

9 

Intern/Resident 

0 

0 

1 

Student 

1 

0 

0 

TOTAL 

183 

169 

176 
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Abstracts  of  Board  Actions 

(Continued from  page  273) 


1982  HOUSE,  BOARD  MEETING  DATES 

The  following  dates  and  locations  were  selected  for  Board  of  Trustees  and  House  of  Delegates 
meetings  in  1982: 

HOUSE  OF  DELEGATES 


Apr.  18-21 
Nov.  13-14 

BOARD  OF  TRUSTEES 

Jan.  or  Feb. 

Apr.  17-21 
June  26-27 
Sep.  11-12 
Nov.  12-14 


Palmer  House,  Chicago 
Sheraton  St.  Louis,  St.  Louis 


Washington  D.C.  or  Chicago 
Palmer  House,  Chicago 
The  Hamilton,  Itasca 
Arlington  Park  Hilton,  Arlington  Heights 
Sheraton  St.  Louis,  St.  Louis 
To  avoid  conflicts  with  the  annual  meeting  of  the  Illinois  Academy  of  Family  Physicians,  all 
future  spring  meetings  of  the  House  of  Delegates  will  be  held  in  April. 


ISMS  GOALS  FOR  1981-82 

The  Board  approved  a set  of  1981-82  goals  for  the  Society  and  suggested  activities  to  accomplish 
them.  The  goals— which  will  be  used  to  focus  ISMS  activities  and  measure  progress— will  be 
prioritized  by  the  Board  at  its  next  meeting: 

• Increase  ISMS  membership  at  all  levels  and  in  all  areas  of  the  medical  pro- 
fession. 

• Maximize  communication  with  the  membership. 

• Evaluate  existing  and  identify  potential  sources  of  new  direct  membership 
benefits. 

• Increase  the  effectiveness  of  medical  disciplinary  mechanisms. 

• Establish  ISMS  as  the  mechanism  through  which  the  unified  voice  of  medicine 
can  be  heard  on  public  policies. 

• Enhance  the  public  image  of  ISMS  and  the  medical  profession. 

• Establish  or  improve  continuing  physician  educational  activities  appropriate  to 
fulfilling  the  membership’s  socio-economic  and  scientific  needs. 

• Establish  a direct  relationship  with  the  Council  of  Medical  School  Deans  and 
with  each  Illinois  medical  school  and  their  affiliated  programs. 

• Maintain  involvement  with  graduate  educational  programs  within  the  state. 

® Make  continuing  medical  education  available  locally  throughout  the  state  so 
physicians  do  not  have  to  take  time  from  their  practice  to  compile  the  necessary 
CME  credits  for  relicensure. 

© Provide  financial  support  to  ICCME  to  assure  the  quality  and  accreditation  of 
programs. 

® Meet  the  medical  manpower  needs  of  Illinois  citizens  while  retaining  free  choice 
for  medical  school  graduates  of  where  and  how  to  practice. 

• Improve  accessibility,  availability  and  quality  of  medical  care. 

® Play  an  essential  role  in  formulating  public  policy  decisions  related  to  medical 
care. 

® Assure  Illinois  citizens  their  health  insurance  dollars  are  being  utilized  in  the 
most  cost  effective  manner. 

® Improve  the  effectiveness  of  Board  members  and  trustees  as  members  of  the 
Board  and  as  liaison  with  component  societies. 

® Evaluate  the  structures  of  the  state  and  component  medical  societies  to  deter- 
mine if  they  are  appropriate  to  meet  the  needs  of  the  membership. 
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• Maintain  a benevolence  fund  with  minimum  assets  of  $500,000  ....  maintain 
an  ISMS  permanent  reserve  fund  with  a balance  equal  to  50%  of  the  preceding 
year’s  revised  budgeted  expenses  ....  conduct  semi-annual  reviews  of  the 
ISMS  budget  and  continually  monitor  the  philosophy  and  performance  of  the 
Society’s  investment  advisors  ....  and  maintain  a reasonable  level  of  dues  by 
use  of  strong  fiscal  management.  Increases,  when  necessary,  should  be  suffi- 
cient to  carry  the  Society  through  five  years.  Excess  dues  in  the  first  few  years  of 
the  increase  should  be  held  in  a contingency  reserve  for  use  in  the  latter  years  of 
the  period. 

HOUSE  OF  DELEGATES  RESOLUTIONS 

The  Board  agreed  to  introduce  resolutions  at  the  1981  Annual  Meeting  urging  the  House  of 
Delegates  to  amend  the  bylaws  to: 

• Clarify  the  role  of  the  State  Peer  Review  Appeals  Committee. 

• Allow  the  Board  to  cancel  the  interim  session  of  the  House  of  Delegates  if  there 
is  not  sufficient,  relevent  business. 

• Clarify  procedures  for  filling  vacancies  on  the  Judicial  Panel. 

• Change  the  House  resolution  deadline  from  four  weeks  prior  to  the  meeting  to 
30  days  in  advance. 

• Bring  bylaws  into  conformity  with  the  Society’s  revised  policy  on  the  autonomy 
of  county  medical  societies. 

In  other  actions  concerning  resolutions,  the  Board  voted  to: 

• Submit  to  the  House  an  old  business  report  calling  for  adoption  of  a substitute 
resolution— in  lieu  of  Res.  80A-52  and  801-13— stating  that  when  physicians  are 
involved  in  human  experimentation  they  should  adhere  to  and  affirm  these 
standards:  (1)  Accepted  ethical  standards;  (2)  The  codified  regulations  of  the 
Department  of  Health  and  Human  Services  as  specified  in  Title  45  USC,  Section 
46;  and  (3)  Any  appropriate  Illinois  Statute  or  regulatory  requirement. 

• Introduce  a resolution  urging  the  House  to:  (1)  Approve  the  concept  that  ISMS 
recommendations  of  drugs  to  be  included  in  the  IDPA  Drug  Manual  be  based 
upon  effectiveness,  rather  than  cost;  (2)  Inform  IDPA  that— while  physicians 
will  continue  to  be  cost  conscious  in  all  aspects  of  medical  care— this  care  must 
be  based  upon  therapeutic  considerations;  and  (3)  Urge  IDPA  to  consult  ISMS 
regarding  potential  problems  raised  in  the  Department’s  cost  containment  pro- 
posal. 

The  Board  will  submit  a resolution  at  the  1981  Interim  Meeting  calling  for  adoption  of  a policy  on 
“Active  Treatment  of  Mental  Disability.” 

CME  ACCREDITATION 

ISMS  will  explore  the  feasibility  of  obtaining  accreditation  to  grant  Category  1 credit  for  CME 
programs  and  seek  accreditation  authority.  The  accreditation  would  allow  ISMS  more  freedom  in 
formulating  educational  programs  and  eliminate  the  need  to  secure  co-sponsors  for  programs  in 
order  to  offer  Category  1 credit. 

To  ensure  the  uniform  evaluation  of  CME  programs,  the  Board  adopted  the  following  guidelines 
to  govern  appointments  to  the  ISMS  Committee  on  CME  Accreditation: 

• Each  member  of  the  ISMS  Committee  on  CME  Accreditation  should  possess  a 
degree  of  expertise  in  continuing  medical  education  gained  from  either  (a) 
service  as  a CME  planner  in  a community  hospital  or  medical  society  or  medical 
school,  or  service  as  an  Illinois  CME  surveyor;  or  (b)  other  training  or  experi- 
ence that  provides  insight  into  the  elements  of  an  effective  learning  program  for 
medical  practitioners. 

ADMINISTRATIVE  MATTERS 

Acting  on  administrative  matters,  the  Board: 

• Recommended  that  the  Educational  & Scientific  Foundation  allocate  up  to 
$2,500  from  its  Publications  Improvement  Fund  for  a limited  Illinois  Medical 
Journal  readership  survey. 
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• Continued  to  retain  Winston  & Strawn  as  the  Society’s  legal  counsel. 

• Discontinued  ISMS  membership  in  the  U.S.  Chamber  of  Commerce  citing  a 
proposed  increase  in  annual  dues  from  $500  to  $2,700  over  the  next  three  years. 

• Declined  an  invitation  to  have  the  Educational  & Scientific  Foundation  receive 
and  administer  a foundation  grant  on  behalf  of  the  Crisis  Prevention  Institute, 

Inc. 

• Approved  for  distribution  to  hospital  medical  staffs  a set  of  guidelines— devel- 
oped by  ISMS  legal  counsel— focusing  on  legal  considerations  involved  in  draft- 
ing medical  staff  bylaws.  The  guidelines  also  will  be  published  in  the  Illinois 
Medical  Journal. 

APPOINTMENTS/NOMINATIONS 

Mr.  Alexander  Lerner,  Chicago,  was  named  the  Society’s  chief  administrative  officer,  succeed- 
ing Mr.  Roger  White  who  is  retiring.  Mr.  White  will  continue  to  serve  ISMS  as  a consultant  until 
June  30. 

Third  District  Trustee  Dr.  Morris  Friedell,  Chicago,  was  re-elected  Board  Chairman.  Named 
chairmen  of  Board  committees  were:  Drs.  Jere  Freidheim,  Chicago— Finance  Committee;  and 
Alfred  Kiessel,  Decatur— Policy  Committee. 

The  following  were  appointed  to  the  ISMS  Panel  for  the  Impaired  Physician:  Drs.  William 
Rouse,  Rockford;  and  Violet  Fggert,  Mary  Joan  McCabe  and  Craig  Showalter,  all  of  Chicago. 

Dr.  Marshall  Falk,  dean  of  the  Chicago  Medical  School,  was  nominated  for  appointment  to  the 
Illinois  Hospital  Licensing  Board  . . . and  Drs.  Morris  Friedell,  Chicago,  and  Edward  Cannady, 
Belleville,  were  appointed  ISMS  representatives  to  the  Illinois  White  House  Conference  on  Aging, 
May  27-28,  in  Urbana  ....  and  Dr.  Lawrence  L.  Hirsch,  Chicago,  was  nominated  for  appointment 
as  an  ISMS  representative  on  the  ICCME  Board  of  Directors.  ◄ 


— 

Pediatrician 

Board-Eligible 
or  Certified 

THE  MICHAEL  REESE  HEALTH 
PLAN,  an  expanding  HMO,  has  an 
opening  for  an  additional  well- 
qualified  Pediatrician  who  is  inter- 
ested in  an  ambulatory  pediatrics 
setting  with  a teaching  medical 
center  backup. 

EXCELLENT  salary  and  fringe 
benefits. 

IF  INTERESTED  please  contact 
Dr.  Stephen  Contro,  Medical  Di- 
rector. 


MICHAEL  REESE  HEALTH  PLAN 

3055  COTTAGE  GROVE 
CHICAGO  60616 
Phono  (312)  791-2852 


tqua I opportunity  omployor  m/I , 


HOSPITAL-BASED 

PHYSICIANS 

We  offer  to  bill  for  you  expertly 
at  moderate  cost. 

Your  patients  will  be  treated 
courteously,  your  account  con- 
fidentially. 

If  interested,  please  contact: 

John  Butler 
(312)  323-1661 

Illinois  Medical  Billing  Service 

23  North  Lincoln 
Hinsdale,  Illinois  60521 
(312)323-1661 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Northern  Illinois  Office 
T.  J.  PANDAK,  J.  C.  KUNCHES, 

L.  R.  GANNON,  and  W.  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 
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Pulse  of  the  ISMS  Auxiliary 


ISMSA  President's  Address 

By  Mrs.  Harold  Keegan/Kankakee 

The  following  is  the  text  of  Mrs.  Harold  Keegan’s  inaugural  statement  as  1981-82 
ISMSA  president. 


1981-82  ISMSA  Board 

Seated  (L-R)  Mrs.  Irvin  Blumfield,  Mrs.  Selig  Nodes,  Mrs.  Don  Hinderliter,  Mrs.  Harold  Keegan,  Mrs.  Julian  Buser  and  Mrs. 
Robert  Webb. 

Standing  (L-R)  Mrs.  M.W.  Hollowell,  Mrs.  Harlan  Failor,  Mrs.  Louis  Tisovec,  Mrs.  William  Hedges,  Mrs.  James  Wilson,  Mrs. 
E.  William  Lowry,  Mrs.  Wayne  Kassel,  Mrs.  George  Olander,  Mrs.  Karl  Reddies,  Mrs.  John  McLean,  Mrs.  Norman  Taylor, 
Mrs.  Stewart  Mauch,  Jr.,  Mrs.  Robert  Reardon,  Mrs.  Fred  Nathan,  Mrs.  Francis  Graft,  Mrs.  Charles  VanGorder,  Mrs.  Louis 
Tarsinosand  Mrs.  Barrett  Dick. 

Board  members  not  pictured  above:  Mrs.  Gamil  Arida,  Mrs.  Robert  Richardson,  Mrs.  Morris  Friedell,  Mrs.  Paul  R.  Stanley,  Mrs. 
Gerald  Fox,  Mrs.  John  Simonaitis,  Mrs.  Robert  Rockey,  Mrs.  J.D.  Winterhalter,  Mrs.  Leslie  Lindberg,  Mrs.  Alex  Spadoni,  Mrs. 
Jack  Brodsky,  Mrs.  Ronald  Severino,  Mrs.  Gene  Hoerr,  Mrs.  Alan  Taylor,  Mrs.  J.A.  Santiago. 


1980  brought  us  the  beginning  of  a new  dec- 
ade, one  which  offers  promise  in  these  troubled 
times.  There  is  so  much  to  accomplish  in  the  year 
ahead,  that  I,  as  your  president,  have  chosen  to 
continue  walking  down  the  Yellow  Brick  Road— 
by  “ taking  one  step  at  a time.  ” 

We  auxilians  are  a unique  group  of  individuals 


who  have  certain  responsibilities  to  our  com- 
munities, not  because  we  are  privileged  but  be- 
cause we  as  physicians’  spouses  choose  responsi- 
bility. We  stand  as  a strong  voice  in  many  ways. 
We  have  the  ways  and  means  to  accomplish  many 
tasks.  Each  task  can  take  us  down  several  roads. 
By  “taking  one  step  at  a time,  ” we  can  be  sure  to 
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fulfill  needed  ends. 

As  your  President,  in  this  year  ahead,  I will 
emphasize  strong  organization.  My  goal,  and  I 
need  your  support,  is  to  accomplish  procedure  so 
we  may  become  fully  organized.  In  order  to  stress 
continuity,  your  state  auxiliary  will  devote  as 
much  help  as  needed  to  develop  full  potential  in 
county  leadership.  In  order  to  take  this  “one 
step,”  there  will  be  leadership  seminars  in  Sep- 
tember and  November  and  a leadership  conflu- 
ence in  October.  However,  we  will  not  stop  there. 
Your  state  auxiliary  intends  to  pursue  strong  or- 
ganization and  will  look  toward  suggestions  and 
ideas  to  build  our  state  and  county  image  and 
function  to  its  potential. 

We  are  3,000  strong  in  Illinois;  80,000  strong 
nationwide.  We  definitely  are  a voice  to  be  heard. 
With  such  a membership,  we  can  influence  not 
only  legislation  but  also  the  notion  of  wellness  in 
the  minds  of  persons-at-large. 

Wellness,  too,  is  an  ongoing  educational  proj- 
ect. It  is  “one  step”  where  we  will  always  leave 
footprints.  Wellness  promotion  remains  primary. 
Projects  such  as  Shape  Up  For  Life,  CPR  instruc- 
tion, nutrition  awareness,  Vial  of  Life,  mental 
health  and  immunization  are  some  of  our  ongo- 
ing activities.  As  your  president,  I will  strive  to 
find  new  ways  and  means  to  bring  these  and  other 
wellness  activities  more  into  the  spotlight. 

As  ever,  your  auxiliary  will  remain  active  in 
support  of  AMA-ERF.  This  “one  step”  remains 
an  important  priority  in  our  medical  family.  With 
escalating  costs  in  medical  education,  our  fund 
raising  will  become  even  more  necessary.  We 
auxilians  are  in  a position  to  create  new  and  more 
effective  methods  to  insure  monies  for  AMA- 
ERF. 

1981  also  brings  us  the  Year  of  the  Disabled, 
something  that  is  special  to  me.  I hope  to  give 
emphasis  to  the  program  through  our  auxiliary.  If 
approved  for  the  fall  conference,  we  will  hold  in 
October  an  evening  of  entertainment  and  educa- 
tion. There  will  be  a youth  game,  an  OktoberFest 
with  food  and  drink,  and  speakers  from  the 
Olympics  and  Special  Olympics.  This  fun,  fitness 
and  information  event  will  be  held  in  Wilmette, 
Illinois. 

I’m  excited  to  be  your  president  this  year  and 
am  looking  forward  to  working  with  you.  So  get 
your  shoes  ready.  Before  you  know  it,  by  “taking 
one  step  at  a time,  ” we  just  might  find  ourselves 
covering  more  ground  than  we  planned. 
Wouldn’t  that  be  wonderful  ? 

It  is  my  pleasure  to  dedicate  this  auxiliary  year 
to  my  daughter,  Kim.  A 
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*Data  on  file  Parke-Davis  Marketing  Research  Dept. 
*Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 

PD  400-JA  0146  P-1  (1  81) 


TUCKS®  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOLHC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  225%:  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide,  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86°F  (1S°-30°C). 
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EKG 


( Continued  from  page  280) 

Answers:  1.  D,  E 2.  E 

This  tracing  is  difficult  because  the  P waves  of 
the  premature  atrial  beats  are  difficult  to  see, 
which  is  a common  problem.  A careful  examina- 
tion of  the  area  of  the  ST  segment  is  important.  In 
the  first  three  conducted  beats  of  the  first  strip, 
the  ST  segment  is  deformed  sharply  when  com- 
pared to  the  ST  segment  of  the  next  two  beats. 
There  is  an  ectopic  P wave  buried  on  top  of  the 
ST  segment  in  these  first  three  beats.  The  ectopic 
P waves  in  bigeminy  fail  to  conduct.  The  ectopic 
P waves  may  be  easier  to  see  when  they  do  con- 
duct. The  seventh  and  eighth  beats  of  the  second 
strip  have  a widened  QRS.  A careful  scrutiny  of 
the  ST  segment  preceding  these  two  beats  shows 
the  small  notch  of  the  ectopic  P wave.  These  two 
beats  show  aberrant  intraventricular  conduction. 
The  P wave  configuration  of  premature  atrial 
beats  is  different  from  the  sinus  P wave  and  relat- 
ed to  the  ectopic  site  on  the  atria.  The  PR  interval 
of  the  premature  atrial  beat  is  related  to  the  re- 
fractoriness of  the  atrioventricular  (AV)  node.  A 
premature  atrial  beat  that  occurs  very  early  in  the 
cycle  will  find  the  AV  node  still  refractory  from 
the  preceding  sinus  beat.  AV  nodal  disease  can 
also  prolong  the  AV  refractory  period.  The  return 
cycle  or  the  cycle  following  the  ectopic  P wave  is 
longer  than  a sinus  cycle  and  less  than  two  sinus 
cycles,  i.e.,  not  a compensatory  pause.  The  differ- 
ence between  the  non-compensatory  return  cycle 
and  the  sinus  cycle  has  been  used  to  calculate  the 
sino-atrial  conduction  time.  The  basic  sinus  rate 
here  was  75  beats  per  minute.  The  third,  fourth, 
and  fifth  beats  of  line  three  and  the  second,  third, 
and  fourth  beats  of  line  four  occur  at  a rate  of  95 
beats  per  minute.  A careful  examination  of  these 
beats  shows  ectopic  P waves  at  a rate  190  per 
minute  conducting  with  a two  to  one  ratio.  These 
are  short  bursts  of  atrial  tachycardia  with  2:1  AV 
block. 

All  of  the  statements  in  the  second  question 
are  true.  Premature  atrial  beats  can  often  lead  to 
atrial  tachycardia,  atrial  flutter,  or  atrial  fibrilla- 
tion. They  often  respond  to  treatment  for  conges- 
tive heart  failure.  However,  non-conducted  pre- 
mature atrial  beats  can  also  be  a clue  to  digitalis 
toxicity.  The  etiology  of  the  arrhythmia  in  our 
patient  was  not  determined  but  it  responded  to 
relatively  low  doses  of  quinidine.  ◄ 
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OBITUARIES 


*Allen,  Hubert  Lee,  Alton,  died  March  12,  1981, 
at  the  age  of  71.  He  was  a 1936  graduate  ofTulane 
University  School  of  Medicine,  New  Orleans. 
During  his  medical  career,  Dr.  Allen  served  on 
the  staff  of  St.  Joseph  Hospital,  Alton,  from 
1941-76. 

*Errico,  Silvio,  Moline,  died  March  28,  1981  at 
the  age  of  71.  He  was  a 1936  graduate  of  the 
Chicago  Medical  School  and  had  been  affiliated 
with  the  Moline  Public  Hospital  since  1938.  Dr. 
Errico  was  also  a former  president  of  the  hospital 
medical  staff  and  chairman  of  its  executive  com- 
mittee. 

*Robinson,  Benjamin,  Urbana,  died  April  9, 
1981,  at  the  age  of  58.  Dr.  Robinson  graduated 
from  the  University  of  Colorado  School  of  Medi- 
cine in  1949. 

*Rohde,  Walter,  Fisher,  died  March  22,  1981  at 
the  age  of  61.  He  was  a 1941  graduate  of 
Wurzburg  University,  Wurzburg,  Germany. 

**Rosenbaum,  Harold,  Chicago,  died  March  15, 
1981  at  the  age  of  91.  After  graduating  in  1916 
from  Rush  Medical  College,  Dr.  Rosenbaum  had 
been  affiliated  with  Children’s  Memorial  Hospital 
in  Chicago. 


* Indicates  ISMS  member 

**Indicales  ISMS  member  of  the  fifty  year  club 


- 

^7  tfp  ... 

& X 


- /W 


& 


x\\ 


06 


& 


& 


,0\^ 

Sl*'\  * 


o\»' 

,<\‘= 


PI)  400  JA  0140  P I (I  111) 


ILLINOIS  STATE  MEDICAL  SOCIETY 
POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago.  Illinois  60603 
312/782-1963 


Meet  your  1981-1982  IMPAC  Council. 


OFFICERS 


Cha  i rman 

1st  Vice  Chairman 
2nd  Vice  Cha  i rtna  n 
Secretary -Treasurer 
At  Large 


COUNCIL 


Herschel  Browns,  M.D. 

Howard  Burkhead,  M.D. 

James  L.  Cavanaugh,  Jr.,  M.D. 
Alfred  Clementi,  M.D. 

Louis  Dondanville,  M.D. 

Robert  D.  Dooley,  M.D. 

Edwi n L . Fall oon  , M.D. 

Mo  rr  i s T . Fr  i-edel  1 , 'M  . D . 
Theodore  Grevas , M.D. 

Don  HinderliteY,  M.D.’ 

Frank  J.  Jirka,  Jr.,  M.D. 

Mrs  . Earl  KJ  aren 
James  M.Laidlaw,  M.D. 

Tassos  P.  .Nassos , M.D. 

John  W.  Ovi  tz.,  Jr . , M.D. 
Edward  F.  Ragsdale,  M.p. 
Albert  W.  Ray, 'Jr.,  M.D. 
Michael  Ruane^'M.D.' 

Willard  C.-Scrivner,  M.D. 

P.  John  Seward,  M.D. 

Herbert  Sohn,  M.T). 

A.E.  Steer,  M.D.' 

Earl  Su  c kow , ,M . D . 

Fred  A.  Tworo'geV,  M.D. 

George  T.  Wilkins,  M.D. 


P.F.  Mahon,  M.D.,  Springfield 
Cyril  C.  Wiggishoff,  M.D.,  Chicago 
George  T.  Mitchell,  M.D.,  Marshall 
Clifton  L.  Reeder,  M.D.,  Wilmette 
Mrs.  Alan  Taylor,  Danville 
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The  contribution  supports  a political  action  committee  membership  in  IMPAC  for  candidates  for  public  office  in  Illinois  and  candidates  for 
federal  office  elsewhere  through  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor 
the  AMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  Copies  of  IMPAC  and  AMPAC 
reports  are  filed  with  and  are  available  for  purchase  from  the  Federal  Election  Commission,  Washington,  D.C.  Contributions  ore  subject  to  the 
limitations  of  FEC  regulations.  Sections  110.1,  110.2,  and  110.5  (Federal  regulations  require  this  notice).  IMPAC  reports  are  also  filed  with  the 
State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections,  1020  South  Spring  Street,  Springfield, 
Illinois  62704. 
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Membership  Forum 


Membership  Forum  is  intended  to  serve  as  a communication  tool  for  ISMS  Membership. 

The  Editors  encourage  comment  and  criticism  on  issues  of  the  day.  Material  published  in  this 
section  reflects  the  personal  opinions  of  individual  ISMS  members.  ISMS  cannot  accept  responsi- 
bility for  content.  Publication  does  not  reflect  official  policy  or  position  of  the  Illinois  State 
Medical  Society  or  the  Illinois  Medical  Journal.  The  right  to  edit  materials , which  should  be 
limited  to  300  words  or  less,  is  reserved. 

Correspondence  should  be  addressed  to:  IMJ,  55  E.  Monroe,  Suite  3510,  Chicago  60603. 


On  Hearing  Aids 

To  the  Editors: 

While  the  National  Hearing  Aid 
Society  (NHAS)  commends  the 
intent  and  most  of  the  contents  of 
the  article  “Hearing  Aids”  in  the 
December  issue  of  IMJ,  (Vol.  158, 
No.  6,  pages  392-394)  there  are 
some  inaccuracies  we  want  to  cor- 
rect. 

The  article  characterizes  hearing 
aid  specialists  in  a derogatory  way  as 
“businessmen,”  as  though  that 
somehow  makes  them  less  than  pro- 
fessional. The  hearing  aid  specialist 
is  a businessman  the  same  as  any 
professional  who  is  paid  for  his  serv- 
ices, including  doctors.  Hearing  aid 
specialists  are  professionals,  and 
have  been  recognized  as  such  by  the 
Food  and  Drug  Administration 
(FDA). 

To  refer  to  the  hearing  aid  special- 
ist who  renders  in-home  sales  and 
services  as  a “door-to-door  sales- 
man” is  inaccurate.  Calls  away  from 
the  office  fill  an  essential  need  of  the 
hearing  impaired  who  are  unable  to 
travel.  They  are  made  by  invitation. 
Literally  thousands  of  home-bound 
hearing  impaired  have  written  to  the 
FDA  pleading  that  any  possible  rul- 
ing not  disrupt  the  in-home  calls  of 
their  hearing  aid  specialists. 

The  article  incorrectly  states: 
“Dealers  often  called  themselves 
certified  hearing  aid  audiologists  un- 
til federal  legislation  forbad  this 
practice.  Certification  was  by  the 
industry,  not  any  public  body.”  The 


term  “audiologist”  has  been  in  use 
since  1935  to  describe  those  in- 
volved in  auditory  prosthesis  (hear- 
ing aids).  It  has  evolved  into  a ge- 
neric term  describing  those  engaged 
in  the  science  of  hearing,  and  is 
properly  used  with  a modifier  such 
as  “clinical,”  “medical,”  or  “hear- 
ing aid”  to  distinguish  which  branch 
of  hearing. 

The  professional  designation  of 
Certified  Hearing  Aid  Audiologist 
has  been  used  since  1948  to  make 
qualified  persons  easily  identifiable 
to  the  public.  There  is  no  federal 
legislation  forbidding  the  use  of  the 
title,  nor  is  it  unusual  for  a pro- 
fessional organization,  like  NHAS, 
to  be  the  certifying  body.  NHAS  is 
an  association  of  professional  per- 
sons involved  in  the  science  of  hear- 
ing. Certification  is  conferred  only 
to  those  who  have  met  exacting  re- 
quirements of  experience,  educa- 
tion, examination,  endorsement, 
ethics,  and  peer  review. 

Sincerely, 
Anthony  DiRocco 
Executive  Vice  President 
National  Hearing  Aid  Society 


Editor's  Note:  Mr.  DiRocco's  comments 
were  supported  by  a brief  note  from  the  Illi- 
nois Society  of  Hearing  Aid  Specialists. 
That  letter  advised  that  Mr.  DiRocco ’s  com- 
ments expressed  mutual  concerns.  The  au- 
thors ' response  follows. 


The  Authors  Respond 

To  the  Editors: 

The  main  purpose  of  the  article 
was  to  inform  primary  care  physi- 
cians that  help  for  their  hearing  im- 
paired patients  can  be  effectively  ob- 
tained in  many  cases.  With  that  in 
mind,  1 would  like  to  address  some 
of  the  issues  Mr.  DiRocco  raised. 

The  Federal  Trade  Commission 
states  (FTC  Hearing  Aid  Industry 
Staff  Report  Summary  issued  No- 
vember 1978  S.  440.8  Your  Title) 
that  an  audiologist  is  someone  who: 
(1 ) has  been  certified  as  an  audiolo- 
gist by  the  American  Speech  (Fan- 
guage)  Hearing  Association;  or  (2) 
currently  meets,  or  at  one  time,  met 
all  of  the  educational,  experience, 
and  testing  requirements  for  an 
ASHA  certificate;  or  (3)  has  a grad- 
uate degree  in  audiology  and  is 
qualified  as  an  audiologist  under 
state  law. 

In  my  opinion,  use  of  the  term 
audiologist  to  describe  or  identify 
someone  who  is  not  could  mislead 
the  consumer. 

The  FTC  summary  report  pointed 
out  that  the  NHAS  (National  Hear- 
ing Aid  Society  — identified  as  the 
retailer’s  organization)  certified  as 
competent  those  of  its  members 
who  passed  its  20  week  home  study 
course,  have  had  two  years  of  ex- 
perience in  the  business,  and  can 
obtain  the  necessary  endorsements 
from  a physician  and  from  two  other 
certified  NHAS  members.  The  FTC 
found  in  their  comprehensive  three- 


f or  May,  1981 


331 


year  study  that  less  than  one-third 
of  all  retail  salespersons  were  so 
qualified. 

1 am  pleased  to  see  more  audiolo- 
gists dispensing.  All  of  our  com- 
bined efforts  can  help  to  serve  the 
hearing  impaired.  The  more  knowl- 
edge the  hearing  impaired  consumer 
possesses,  the  greater  his  ability  to 
make  informed  choices. 

Sincerely, 
Jerry  Owens,  M.A.,  CCC 
Audiologist 
Decatur 


Some  Views  On 
Categorization 

To  the  Editors: 

I am  constrained  to  reply  to  the 
editorial  in  the  January  issue  of  IMJ, 
(Vol.  159,  No.  1,  pages  19-21)  writ- 
ten by  my  good  friend,  Dr.  Morris 
Friedell,  on  regionalization  of  med- 
ical care.  He  has  indeed  presented  a 
thoughtful  analysis  of  the  per- 


plexing problems  that  our  increas- 
ingly intricate  and  technologically 
oriented  society  has  thrust  on  our 
attempts  at  delivering  optimal  care 
to  the  most  people.  Two  points 
should  be  made  to  indicate  the  com- 
plexity of  the  situation  inherent  in 
Dr.  Friedell’s  remarks. 

First,  in  a Commentary  in  the 
Journal  of  the  American  Medical 
Association,  Vol.  24,  No.  16,  P. 
1723  written  by  Frey,  et  al.,  they 
state,  “Recent  reports  indicate  that 
20%  to  30%  of  patients  with  poten- 
tially salvageable  injuries  who  are 
delivered  alive  to  hospitals  die  un- 
necessarily.” Further  “In  addition 
to  errors  in  evaluation  and  manage- 
ment, the  preplanning,  mobiliza- 
tion, and  organization  of  hospital 
staffs  and  facilities  necessary  for  the 
care  of  such  patients  are  often 
inadequate.” 

Second,  Dr.  Friedell  quotes  fig- 
ures of  1500  deliveries  per  year  and 
75%  bed  occupancy  as  an  example 
set  in  the  joint  report  of  the  Ameri- 
can Medical  Association,  the  Amer- 
ican College  of  Obstetricians  and 


Gynecologists,  American  Academy 
of  Family  Practitioners,  and  Ameri- 
can Academy  of  Pediatrics  relating 
to  minimum  requirements  of  an  op- 
timal maternity  hospital.  Those 
numbers  were  discarded  some 
months  ago  by  the  Departments  of 
Health  of  the  State  of  Illinois,  and 
the  City  of  Chicago  as  it  was  recog- 
nized that  these  “number  games” 
had  no  necessary  relationship  to  the 
quality  of  maternal  and  infant  care 
rendered  by  a hospital  so  much  as  its 
staff  and  facilities. 

This  was  spelled  out  in  an  article 
written  for  Chicago  Medicine  by  the 
undersigned  in  Vol.  82,  No.  22,  No- 
vember 21,  1979.  We  are  all  agreed 
that  an  ideal  society  should  provide 
the  best  medical  care  to  all  its 
inhabitants.  The  problem  obviously 
lies  in  finding  the  least  expensive, 
least  traumatic,  and  most  direct 
route  to  that  end. 


Sincerely  yours, 
Alex  S.  Tulsky,  M.D. 

Chicago 


SOLVING  THE  PROTECTION  PUZZLE  FOR  YOU  . . . 

. . . WITH  INSURANCE  PLANS  DESIGNED  TO  MEET  YOUR  PERSONAL 
AND  PROFESSIONAL  NEEDS. 

TERM  LIFE  ACCIDENTAL  DEATH  & DISMEMBERMENT  HOSPITAL  INDEMNITY 


MAJOR  MEDICAL  EXCESS  MAJOR  MEDICAL  DISABILITY  INCOME 
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PLUS . . . ESTATE  PLANNING  SERVICES 


FOR  INFORMATION  CONTACT: 

ISMS  INSURANCE  PLANS  ADMINISTRATOR 
CORROON  & BLACK  OF  ILLINOIS,  INC. 

1 35  S.  LA  SALLE  ST.  CHICAGO  IL 
TELEPHONE:  312/621-4909 
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GREENBERG  RADIOLOGY  CLINIC 

For  the  first  time  in  one  office:  a complete,  new  diagnostic  facility 
with  state-of-the-art  equipment 

Computerized  Axial  Tomography 

Newest  generation  GE  8800  CT/T  total  body  scanner  with 
scout  view 

• head  and  orbits:  axial  and  coronal  capability 

• total  body:  neck,  thorax,  liver,  spleen,  pelvis,  pancreas, 
kidney,  adrenal,  retroperitoneum 

• special  bone  and  spine  procedures 

• reconstruction  capability 

• tumor  staging 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney,  thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  vivo  procedures 

Ultrasound 

Siemens  Digital  B-mode  and  Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gall  bladder,  liver,  pancreas,  kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


General  Diagnostic  Radiography 

Picker  X-Ray 

• Standard  Fluoroscope  image  intensification  with  TV 

• Standard  tomographic 

• standard  radiographic 

• specialized  procedures:  enteroclysis,  arthrography,  hys- 
terosalpingography,  etc. 

GREENBERG  RADIOLOGY  CLINIC 

1160  Park  Avenue  West,  Suite  2E-Highland  Park,  IL  60035, 433-0500 

Irving  H.  Greenberg,  M.D.  Brent  M.  Greenberg,  M.D.  Mark  Greenberg,  M.D. 

Diplomate,  American  Board  of  Radiology  Diplomate,  American  Board  of  Radiology  Diplomate,  American  Board  of  Radiology 

Diplomate,  American  Board  of  Nuclear 
Medicine 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of  650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
c HM  Motrin  400  mg 


Aspirin  650  mg  plus  codeine  60  mg 


Time  after  drug  administration  (hours)  Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin0 : ••••■ 
now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin®  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin.  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn* 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causa!  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


Clinics  for  Crippled 
Children  Listed  for 
June 

Forty  clinics  for  Illinois’  physically  handicapped  childrc 
have  been  scheduled  for  April  by  the  University  of  Illinoi 
Division  of  Services  for  Crippled  Children.  The  clinics  pr  . 
vide  diagnostic  orthopedic,  pediatric,  speech  and  hearii 
examination,  along  with  medical,  social  and  nursing  ser 
ices.  There  will  be  26  general  clinics,  11  cardiac  clinics  tv 
for  myelodysplasia  and  one  clinic  for  children  with  neur 
logical  problems.  Any  private  physician  may  refer  to  i 
bring  to  a convenient  clinic  any  child  or  children  for  who 
he  may  want  examination  or  consultative  services. 

1 Peoria  Myelodysplasia  — St.  Francis  Medical  Center 

2 Maryville  — Oliver  C.  Anderson  Hospital 

2  Park  Ridge  Cardiac  — AM  — Lutheran  General  Hospital 
2 Park  Ridge  General  — PM  — Lutheran  General  Hospital 

2 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

3 Carmi  — Carmi  Township  Hospital 

3  Springfield  Ped-Neuro  — St.  John’s  Hosp. 

3 Hinsdale  — Hinsdale  Sanitarium 

4 Sterling— Community  General  Hospital 

4 Lake  County  Cardiac  — Victory  Mem.  Hosp. 

5 Division  Cardiac— U.  of  I . at  the  Medical  Center 
8 Peoria  Cardiac— Si.  Francis  Medical  Center 

8  Belleville  — Belleville  Memorial  Hospital 
8 Chicago  Heights  Cardiac— St.  James  Hosp. 

8 Maywood— (Orth/Ped/Neuro)  — Loyola  Medical  Cent 

9 East  St.  Louis— C ommunity  Hospital 

10  Champaign-Urbana  — McKinley  Health  Service  Center  i 
10  Chicago  Heights  General  — St.  James  Hosp. 

10  Joliet  — St.  Joseph’s  Hospital 

11  Rockford  — St.  Anthony  Hospital 

11  West  Frankfort  — United  Mine  Worker’s  of  America 
Union  Hospital 

11  Aurora  Cardiac— Mercy  Center  for  Health  Care  Ser 
ices 

1 1 Kankakee  General— St.  Mary’s  Hospital 

15  Maywood  — (Ortho/Ped)  — Loyola  Med.  Center 

16  Rock  Island  Area  General  — Moline  Public  Hospital 

16  Decatur— Decatur  Memorial  Hospital 

17  Aurora  General  — Mercy  Center  for  Health  Ca 

Services 

18  Springfield  General— St.  John’s  Hospital 
18  Bloomington  — Mennonite  Hospital 

18  Elmhurst  Cardiac  — Memorial  Hospital  of  DuPaj 

County 

19  Kankakee  Cardiac— St.  Mary’s  Hospital 

22  Peoria  Cardiac— St.  Francis  Med.  Center 

22  Maywood— (Orth)  — Loyola  Medical  Center 

22  Chicago  Heights  Cardiac  — St.  James  Hosp. 

23  Peoria  — St.  Francis  Medical  Center 

24  Chicago  Heights  General  — St.  James  Hosp. 

24  Elgin  MM— Sherman  Hospital 

25  Anna  — Union  County  Hospital 

26  Evanston  — St.  Francis  Hospital 

29  Peoria  Cardiac  — St.  Francis  Med.  Center 
The  Division  of  Services  for  Crippled  Children  is  the  c 
ficial  state  agency  established  to  provide  medical,  surgici 
corrective  and  other  services  and  facilities  for  diagnosi 
hospitalization  and  after-care  for  children  with  cripplii 
conditions  or  who  are  suffering  from  conditions  that  m 
lead  to  crippling.  In  carrying  on  its  program,  the  Divisii 
works  cooperatively  with  local  medical  societies,  hospital 
the  Illinois  Children’s  Hospital-School,  civic  and  fratern 
clubs,  visiting  nurse  associations,  local  social  and  welfa 
agencies,  local  chapters  of  the  National  Foundation  ai 
other  interested  groups.  In  all  cases,  the  work  of  the  Dii 
sion  is  intended  to  extend  and  supplement,  not  supplai 
activities  of  other  agencies,  either  public  or  private,  state 
local,  carried  on  in  behalf  of  crippled  children. 


IMJ  Attention 


NEW  ISMS  EXECUTIVE  ADMINISTRATOR  NAMED  — Mr.  Alexander  R.  Lerner,  Chicago,  has 
assumed  the  post  of  ISMS  executive  administrator,  succeeding  Mr.  Roger  N.  White, 
who  has  retired.  The  appointment  was  made  by  the  ISMS  Board  of  Trustees  during 
the  Society’s  annual  meeting.  Mr.  Lerner  was  president  of  Governmental  Affairs, 
Inc.,  a consulting  firm  advising  public  and  private  sector  groups  on  government 
relations  and  implementation  of  administrative  policies.  A former  ISMS  staff  direc- 
tor, Mr.  Lerner  had  previously  served  as  assistant  director  of  the  AMA  Department 
of  Federation  Affairs  and  deputy  manager  of  Governor  Thompson’s  1978  re- 
election  campaign. 

JUBILANT  NEWS  FROM  SPRINGFIELD  — ISMS  made  major  progress  in  the  malpractice  arena 
this  month.  Three  crucial  bills  to  protect  physicians’  rights  in  malpractice  suits  have 
passed  Committee.  On  Wednesday,  April  29,  the  House  Judiciary  1 Committee  for- 
warded HB  1029,  HB  1 155  and  HB  1365  to  the  general  assembly. 

HB  1029,  sponsored  by  Lee  Daniels  (R-Elmhurst)  would  require  proof  that  the 
result  obtained  from  treatment  would  not  have  ordinarily  occurred  in  the  absence  of 
negligence,  in  order  to  invoke  the  res  ipsa  loquitur  (“the  thing  speaks  for  itself”) 
doctrine  in  medical  malpractice  cases.  The  Committee  passed  HB  1029  by  a 12/0 
vote. 

HB  1 155,  introduced  by  Rep.  Sam  Vinson  (R-Clinton)  is  intended  to  counter  the 
drastically  escalating  cost  of  professional  liability  insurance.  The  Committee  for- 
warded this  bill  to  the  floor  by  a vote  of  1 1/3. 

HB  1365,  sponsored  by  Rep.  Lee  Daniels  (R-Elmhurst)  would  amend  the  Medical 
Studies  Act  to  include  hospital  medical  staff  committees  among  the  data-generating 
entities  whose  reports  are  protected  from  discovery. 

Two  other  bills  relevant  to  malpractice  are  HB  1255  and  SB  273.  HB  1255  would 
have  provided  for  automatic  one  year  suspension  of  medical  license  when  a physi- 
cian is  convicted  of  malpractice  for  the  second  time,  or  reaches  a second  out-of- 
court  settlement  in  a malpractice  case.  Rep.  Jill  Zwick  (R-Dundee),  the  sponsor  of 
HB  1255,  agreed  not  to  call  the  bill  after  listening  to  ISMS  objections.  SB  273  would 
have  limited  the  use  of  expert  witnesses  in  medical  malpractice  cases.  The  sponsor. 
Sen.  William  Marovitz  (D-Chicago),  has  also  agreed  not  to  pursue  passage  of  that 
bill. 

A bill  to  provide  for  independent  nurse-midwives,  sponsored  by  Rep.  Richard 
Mautino  (D-Spring  Valley),  was  defeated  by  a vote  of  9/3  in  the  House  Health  and 
Family  Services  Committee.  Associations  joining  ISMS  in  opposition  to  that  bill  in- 
cluded the  American  College  of  OBGYN,  American  Hospital  Association  and  the  Il- 
linois Nurses  Association. 

Finally,  an  update  on  the  chiropractic  bills:  SB  242,  which  would  have  required 
mandatory  inclusion  of  chiropractic  insurance  benefits  in  all  BCBS  policies,  passed 
out  of  the  Senate  Public  Health,  Welfare  and  Corrections  Committee  and  now 
awaits  action  on  the  Senate  floor.  Two  similar  house  bills  that  were  introduced,  HB 
1 142  and  1526,  were  not  called  by  the  sponsor,  Rep.  Ronald  Stearney  (R-Chicago). 

MALPRACTICE  SUITS  UP  — A record  833  malpractice  suits  were  filled  against  Cook  County 
physicians  in  1980,  a 10%  increase  over  the  previous  high  of  758  filed  in  1975. 
Malpractice  suit  filings  had  dropped  in  1976-77,  but  increased  by  20%  in  1978  and 
48%  in  1979.  There  is  no  reporting  system  which  enables  an  assessment  of  statewide 
litigation  trends. 


DISCIPLINARY  RULES  ADOPTED  — Rules  and  regulations  pertaining  to  the  functioning  of  the 
Illinois  Department  of  Registration  and  Education  Medical  Disciplinary  Board  have 
been  promulgated.  These  identify  the  scope  of  activity  of  the  Board,  as  well  as  pro- 
cedures for  processing  complaints  and  discipline.  Included  in  the  regulations  are 
such  matters  as  guidelines  relating  to  advertising,  informal  conferences,  time  limits 
within  which  matters  must  be  processed  and  emergency  suspensions.  These  rules 
have  been  published  in  the  “Illinois  Register.”  Persons  interested  in  obtaining  a 
copy  of  the  rules  may  request  one  by  writing  either  the  Illinois  Department  of 
Registration  and  Education,  320  W.  Washington,  Springfield  62786  (217-785-0822); 
or  ISMS,  Division  of  Publications,  Medical-Legal  and  Mental  Health,  55  E. 
Monroe,  Suite  3510,  Chicago  60603  (312-782-1654). 

JAIL  HEALTH  PROGRAM  PROGRESS  — The  Campaign  County  Jail,  Urbana,  recently  became 
the  first  Illinois  county  correctional  facility  to  receive  two-year  national  accredita- 
tion of  its  health  care  system. 

One  of  16  Illinois  county  jails  participating  in  the  Illinois  Jail  Health  Program,  the 
Champaign  County  Jail  received  its  accreditation  after  an  ISMS  technical  advisory 
committee  surveyed  its  system  and  submitted  recommendations  to  the  AMA  Ad- 
visory Group  on  Accreditation. 

Accreditation  is  a secondary  goal  of  the  Illinois  Jail  Health  Program,  which  seeks 
to  upgrade  health  care  services  in  county  correctional  systems.  The  program  involves 
ISMS  assistance  to  jail  personnel  who  work  to  meet  AMA  standards  for  health  care, 
including  screening  for  contagious  disease,  regular  and  emergency  care  provisions, 
and  treatment  of  alcohol  and  drug  related  problems. 

NEW  JUDICIAL  COUNCIL  GUIDELINES  PUBLISHED  — A new  volume,  replacing  the  AMA 
Judicial  Council  Opinions  and  Reports,  is  now  available.  A companion  to  the  Prin- 
ciples of  Medical  Ethics  adopted  at  the  1980  AMA  Annual  Meeting,  Current  Opin- 
ions of  the  Judicial  Council  of  the  AMA  replaces  an  earlier  volume.  It  discusses  such 
issues  as  quality  of  life,  terminal  illness  and  allocation  of  health  resources  by  physi- 
cians. 

The  new  volume  may  be  obtained  by  writing  OP- 122,  AMA  Order  Dept.,  PO  Box 
821,  Monroe,  WI  53566.  Costs  are  $4  each  for  up  to  10  copies;  $3.50  each  for  1 1-49 
copies;  $2.75  each  for  more  than  50  copies  and  $5  each  for  copies  sent  to  other  coun- 
tries. 

ELIGIBILITY  REQUIREMENTS  CHANGED  — The  Advisory  Committee  on  Continuing  Medical 
Education  of  the  AMA  Council  on  Medical  Education  has  adopted  revised  eligibility 
policies  for  the  Physician’s  Recognition  Award.  All  physicians  who  hold  a valid  and 
current  license  issued  by  a US  licensing  jurisdiction,  or  are  engaged  in  residency 
training  in  an  accredited  US  program,  may  now  apply  for  the  award. 

HCFA  RECOGNIZES  JCAH  — Amended  Health  Care  Financing  Administration  regulations, 
designed  to  achieve  greater  uniformity  and  less  duplication,  certify  that  JCAH  insti- 
tutional planning  standards  for  hospitals  are  equivalent  to  the  Medicare  institutional 
planning  requirements.  JCAH-accredited  hospitals  will  no  longer  be  required  to 
undergo  state  agency  review,  except  for  validation  surveys.  (The  HCFA  report  states 
that  validation  surveys  are  conducted  only  on  some  accredited  hospitals  to  deter- 
mine that  they  do,  in  fact,  meet  standards.) 

SUCCESSFUL  HYPOTHERMIA  TREATMENT  REPORTED  — Physicians  at  the  University  of 
Chicago  have  successfully  demonstrated  a technique  to  save  the  lives  of  ill  and  elder- 
ly persons  suffering  from  hypothermia.  The  procedure  involves  rapid  rewarming  in 
water  circulating  at  104°F.  and  UC  statistics  report  that  19  of  20  accidental 
hypothermia  patients  rewarmed  with  this  method  have  survived.  More  information 
about  the  total  procedure  may  be  obtained  through  James  S.  Sweet,  University  of 
Chicago  Public  Information  Office:  (312)  753-4433. 
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CERTIFICATION 

Subscriber’s  Name  — 

DOE,  JOHN 

SMA-319444154 

Group  Number  — 

SMA121 

F C/S /M 

01-01-81 

SSN:  319-44-4154 
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Identification  Number 


Be  sure  to  give  your  local 
Blue  Cross  and  Blue  Shield  Plan 
these  three  pieces  of 
information! 


What  is  “Central  Certification?” 


The  “Central  Certification”  program  was  devel- 
oped to  provide  uniform  benfits  and  services  to  cer- 
tain Blue  Cross  and  Blue  Shield  members. 

It  is  primarily  used  to  handle  the  employees  of  a 
company  that  has  all  of  its  personnel,  payroll  and 
health  coverage  records  in  one  location,  but  whose 
employees  are  located  at  plants  and  offices  in  dif- 
ferent states,  or  they  travel  a great  deal  or  change 
location  frequently. 

Since  all  Blue  Cross  and  Blue  Shield  Plans  in  the 
nation-wide  system  may  not  have  the  exact  same 
benefits,  Central  Certification  was  established  to 
provide  standard  coverages  for  national  companies. 

All  records  are  kept  by  one  Plan,  commonly  re- 
ferred to  as  the  “Control  Plan,”  which  is  usually 
located  in  the  insured  company’s  headquarters  city. 


The  control  Plan  issues  special  identification  cards 
bearing  an  outline  of  the  United  States  to  all  em- 
ployees of  that  company,  regardless  of  the  location. 

However  please  be  advised  that  a Blue  Cross  and 
Blue  Shield  member  carrying  a Central  Certification 
card  should  be  treated  just  like  any  local  member. 
The  Central  Certification  card  should  be  accepted 
just  the  same  as  a card  from  the  local  Plan. 

THE  CARD 

The  Central  Certification  Card  — similar  to  the 
sample  at  the  top  of  the  page  — is  different  from  the 
regular  Blue  Cross  and  Blue  Shield  identification 
card.  Along  with  the  member’s  name  and  identifica- 
tion number,  the  card  also  contains  a six-character 
Group  Number.  The  three  letters  identify  the  com- 
pany where  the  member  works  and  the  three  numbers 
identify  the  Blue  Cross  and  Blue  Shield  Control  Plan. 
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When  a central  certification  subscriber  comes  to 
you  for  care,  treat  the  patient  exactly  as  you  would 
any  other  Blue  Cross  and  Blue  Shield  member.  Give 
your  local  Plan: 

the  name:  John  Doe 

the  identification  number:  SMA-319444154 

the  group  number:  SMA  121 

The  local  Plan  will  then  process  the  claim  for  that 
member. 

Special  Note:  Report  both  outpatient  cases  and  in- 
patient cases  to  your  local  Blue  Cross  and  Blue  Shield 
Plan.  Most  Central  Certification  members  have  com- 
prehensive coverage,  including  outpatient  benefits. 

After  the  patient  is  discharged,  or  has  received  out- 
patient services,  the  local  Blue  Cross  and  Blue  Shield 
Plan  will  reimburse  you  just  as  it  would  for  any  of  its 
local  subscribers. 


Central  Certification  is  a great  convenience  for  a 
company  with  employees  scattered  throughout  sev- 
eral states. 

In  almost  all  cases,  the  patient  lives  and  works  in 
your  community. 

Just  remember  that  the  Central  Certification 
member  — as  you’re  concerned  — is  exactly  the  same 
as  any  local  Blue  Cross  and  Blue  Shield  member. 

You  deal  only  with  your  local  Blue  Cross  and  Blue 
Shield  Plan. 

You  will  be  paid  by  the  local  Blue  Cross  and  Blue 
Shield  Plan. 


PLEASE  NOTE! 

There  are  several  major  Central  Certification 
groups  that  have  Blue  Cross  only  cards.  Their 
medical/surgical  benefits  are  covered  by  other  third 
party  carriers.  Following  is  a list  of  those  groups  with 
Blue  Cross  coverage  only  and  the  name  of  the  carrier 
that  covers  their  medical/surgical  benefits.  Claims 
should  be  forwarded  to  their  carriers  for  medi- 
cal/surgical services. 


Group  Name 

Group  ID 

Carrier 

Columbia  Broadcasting  System 

CBS303 

Prudential  - New  Jersey 

Eastman  Kodak  Corporation 

EKC304 

Metropolitan 

General  Electric  Corp. 

GEC 

Metropolitan 

International  Business  Machines 

90600 

Prudential 

Owens  Illinois  Glass 

OIG337 

Aetna 

Time,  Incorporate 

TLE303 

Traveler’s 

Western  Electric  Corp. 

WER303 

Traveler’s 

Westinghouse  Corporation 

WXB363 

Equitable 

HEALTH  DEPARTMENT  SAYS  MEASLES  ON  DECLINE 


The  following  is  a message  from  the  Illinois 
Department  of  Public  Health: 

During  the  period  1974  - 1977,  a steady  increase  in 
the  incidence  of  measles  was  observed.  However, 
during  the  past  three  measles  seasons  (1978,  1979  and 
1980)  a dramatic  decline  in  reported  measles  in- 
cidence has  occurred  in  Illinois. 

Measles  morbidity  decreased  78.6%  (from  1644 
cases  to  353  cases)  in  1980  compared  to  the  same 
period  in  1979.  Many  factors  are  undoubtedly  in- 
volved in  this  decrease,  including  the  natural  period- 
icity of  measles  and  the  exhaustion  of  susceptibles  in 
some  areas.  Nonetheless,  it  is  fair  to  state  that  the  in- 
creased level  of  activity  in  both  immunization  service 
delivery  and  surveillance  outbreak  containment  have 
played  major  roles. 

The  present  programmatic  and  epidemiologic 
situation  in  the  United  States,  as  well  as  Illinois, 
seems  uniquely  favorable  for  the  interruption  of 
measles  transmission.  Measles  immunization  among 
school-age  children  is  at  the  highest  level  ever. 


However,  in  spite  of  high  immunization  levels, 
measles  outbreaks  are  still  a possibility.  The  Center 
for  Disease  Control  believes  that  intensive  surveil- 
lance and  rapid  outbreak  containment  procedures 
can  eliminate  the  indigenous  transmission  of  measles 
in  the  United  States  within  a few  years. 

The  private  physician  plays  a key  role  in  the  suc- 
cess of  this  program.  As  the  number  of  cases  con- 
tinues to  decline,  every  case  becomes  more  impor- 
tant. Therefore,  each  suspect  case  of  measles  should 
be  reported,  by  telephone,  to  the  Local  or  State 
Health  Department.  A professional  epidemiologist 
will  investigate  each  case  to:  identify  source-spreads 
and  identify  susceptibles  who  might  need  immuniza- 
tion or  immune  serum  globulin.  A follow-up  report 
will  be  sent  to  you  for  your  records. 

For  additional  information  regarding  this  pro- 
gram, contact  your  local  Health  Department  or  the 
Illinois  Department  of  Public  Health,  Immunization 
Division,  535  West  Jefferson  Street,  Springfield,  Il- 
linois, 62761,  (217)  785-1455. 


(This  report  is  a service  to  the  physicians  of  Illinois) 


Volume  159,  No.  6 


CONTENTS 

June  1981 

(USPS  258-160) 

400 

Accumulative  Index,  Volume  1 59 

375 

Violence:  The  Ugly  Face  of  Am|:  let- 

amine  Abuse 

By  V.  Siomopou/os,  M.D. 

Clinical  Articles 

Case  Reports 

367 

New  Approaches  to  Breast  Reconstruc- 
tion 

By  Peter  McKinney,  M.D.  and  Bruce  L. 
Cunningham,  M.D. 

378 

Spontaneous  Early  Rupture  of  a Preg- 
nant Uterus 

By  Pedro  A.  Poma,  M.D.  and  Christos 
Rekkas,  M.D. 

371 

The  Mechanical  Cornpicker 

President's  Page 

By  Nathan  Nachlas,  M.S.  and  James  D. 
Schlenker,  M.D. 

353 

The  Price  of  Principle 

Fred  Z.  White,  M.D.,  President 

Microfilm  copies  of  current  as  well  as  some  back  issues  of  the  Illinois  Medical  Journal  may  be  purchased  from 
Xerox  University  Microfilm,  300  North  Zeeb  Road,  Ann  Arbor,  Mich.  481 06. 


Contents  of  IMJ  are  listed  in  the  Current  Contents/ 
Clinical  Practice 

Copyright,  1981,  the  Illinois  State  Medical 
Society.  All  material  subject  to  this  copyright 
may  be  photocopied  for  the  noncommercial  pur- 
pose of  scientific  or  educational  advancement. 

Subscription  $12.00  per  year,  in  advance, 
postage  prepaid  for  the  United  States,  Cuba, 
Puerto  Rico,  Philippine  Islands  and  Mexico. 
$1 5.00  per  year  for  all  foreign  countries  included 
in  the  Universal  Postal  Union.  Canada  $12.50, 
U.S.  Single  current  copies  available  at  $1.00 
($1.25  by  mail),  back  issues  $1.50.  IMJ — Illinois 
Medical  Journal  (USPS  258-160)  is  published 
monthly  by  the  Illinois  State  Medical  Society,  55 
East  Monroe,  Suite  3510,  Chicago,  IL,  60603. 
(312)  782-1654.  Second  Class  postage  paid  at 
Chicago,  IL,  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  the 
Illinois  Medical  Journal,  55  East  Monroe,  Suite 
3510,  Chicago,  IL  60603.  Subscribers:  Please  no- 
tify Journal  office  of  any  address  change,  with  old 
mailing  label  if  possible. 


Pharmaceutical  advertising  must  be  approved  by 
the  ISMS  Publications  Committee.  Other  advertising 
accepted  after  review  by  Publications  Committee  or 
Board  of  Trustees.  All  copy  or  plates  must  reach  the 
Journal  office  by  the  fifteenth  of  the  month  preceding 
publication.  Rates  furnished  upon  request. 

Original  articles  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed  only 
to  the  Illinois  Medical  Journal.  The  ISMS  denies 
responsibility  for  opinions  and  statements  expressed 
by  authors  or  in  excerpts,  other  than  editorial  or  allied 
views  or  statements  which  reflect  the  authoritative  ac- 
tion of  the  ISMS  or  of  reports  on  official  actions, 
policies  or  positions.  Views  expressed  by  authors  do 
not  necessarily  represent  those  of  the  Society;  any 
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The  Illinois  Medical  Journal  is  published  by  the  Il- 
linois State  Medical  Society  as  an  educational  and 
professional  information  magazine  and  distributed  as 
a benefit  of  membership  in  the  Illinois  State  Medical 
Society.  Its  intent  is  to  keep  members  current  in 
medical  knowledge  as  a part  of  a continuing  medical 
education  program.  Socioeconomic  matters,  affecting 
as  they  do  a changing  pattern  in  the  proper  delivery  of 
medical  care,  are  considered  an  inherent  element  in 
medical  education. 
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The  Price  of  Principle 


When  we  endorse  a principle,  we  frequently  are  aware  that  a “fiscal  note”  will  be  attached.  That  was 
the  case  when  the  House  of  Delegates  recently  voted  to  retain  unified  membership.  The  House 
overwhelmingly  supported  the  principle  of  a unified  voice  of  organized  medicine— county,  ISMS  and 
AM  A— recognizing  several  costs  were  involved. 

Had  de-unification  occurred,  individual  members  would  have  paid  less  dues  if  they  chose  to  discon- 
tinue AMA  membership.  If  experiences  in  other  similar  states  can  be  accurately  extrapolated  to  Illionis, 
de-unification  might  have  signaled  membership  increases  for  ISMS  and  county  societies.  Here— in  an 
open,  upfront  way— were  easily  identified  costs  analyzed  and  accepted  by  the  House. 

In  some  instances,  we  have  struggled  to  develop  and  support  principles  when  the  cost  was  not 
obvious.  In  others,  we  may  not  have  expected  acceptance  of  the  principle  and,  therefore,  the  resultant 
cost. 

Co-payment  is  a classic  example.  We  long  have  supported  the  principle,  but  its  pragmatic  application 
by  Medicaid  to  office  and  hospital  emergency  room  visits  could  pose  enormous  problems.  Another 
principle  favored  by  many  is  diminished  goverment  spending  on  both  the  state  and  federal  levels. 
Again,  there  are  pitfalls.  The  reduction  could  affect  medical  education,  hospitals  and  even  physician 
payments. 

If  an  issue  or  principle  is  worthwhile,  it  must  merit  financial  as  well  as  vocal  support.  As  with  unified 
membership,  we  must  be  ready  to  pay  the  price  of  the  principle  and  be  sure  the  principle  is  worth  that 
price.  -4 


Fred  Z.  White,  M.D.,  President 
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Clinics  for  Crippled  Children 
Listed  for  July 

Forty-one  clinics  for  Illinois’  physically  handicapped 
children  have  been  scheduled  for  July  by  the  University  of 
Illinois,  Division  of  Services  for  Crippled  Children.  The 
clinics  provide  diagnostic  orthopedic,  pediatric,  speech  and 
hearing  examination,  along  with  medical,  social  and  nurs- 
ing services.  There  will  be  28  general  clinics,  10  cardiac 
clinics,  one  for  children  with  neurological  problems  and  two 
for  myelodysplasia.  Any  private  physician  may  refer  to  or 
bring  to  a convenient  clinic  any  child  or  children  for  whom 
he  may  want  examination  or  consultative  services. 

1 Hinsdale  Sanitarium 

2 Springfield  General— St.  John’s  Hospital 

2 Effingham  — St.  Anthony  Memorial  Hosp. 

2 Lake  County  Cardiac— Victory  Memorial  Hospital 

6 Peoria  Myelodysplasia— St.  Francis  Medical  Center 

7 Quincy— St.  Mary’s  Hospital 

7  DuQuoin  — Marshall  Browning  Hospital 
7 Danville  — Lake  View  Hospital 
7 Belleville— St.  Elizabeth’s  Hospital 
7 Park  Ridge  Cardiac— AM  — Lutheran  General  Hospi- 
tal 

7 Park  Ridge  General  — PM  — Lutheran  General  Hospi- 
tal 

7 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

8 Champaign-Urbana  — McKinley  Health  Service 

Center 

8  Chicago  Heights  General  — St.  James  Hosp. 

8 Joliet— St.  Joseph’s  Hospital 

9 Sterling— Community  General  Hospital 

9  Macomb  — McDonough  Health  Department 
9 Kankakee  General— St.  Mary’s  Hospital 
9 Aurora  Cardiac— Mercy  Center  for  Health  Care 
Services 

10  Division  Cardiac— U.  of  I.  at  the  Medical  Center 
13  Peoria  Cardiac— St.  Francis  Med.  Center 
13  Chicago  Heights  Cardiac— St.  James  Hosp. 

13  Maywood—  (Orth/Ped/Neuro)  — Loyola  Medical  Cen- 

ter 

14  East  St.  Louis— Community  Hospital 

14  Peoria  — St.  Francis  Medical  Center 

15  Springfield  Ped-Neuro— St.  John’s  Hosp. 

15  Aurora  MM  — Mercy  Center  for  Health  Care  Services 

15  Evergreen  Park  — Little  Company  of  Mary  Hospital 

16  Elmhurst  Cardiac  — Memorial  Hospital  of  DuPage 

County 

17  Kankakee  Cardiac— St.  Mary’s  Hospital 

20  Maywood— (Orth/Ped)— Loyola  Medical  Center 

21  Rock  Island  Area  General  — Moline  Public  Hospital 
21  Alton  — Alton  Memorial  Hospital 

21  Decatur— Decatur  Memorial  Hospital 

22  Rockford— St.  Anthony  Hospital 

22  Chicago  Heights  General  — St.  James  Hospital 

22  Elgin  General— Sherman  Hospital 

23  Centralia  — St.  Mary’s  Hospital 

27  Peoria  Cardiac— St.  Francis  Med.  Center 
27  Chicago  Heights  Cardiac— St.  James  Hosp. 

The  Division  of  Services  for  Crippled  Children  is  the  offi- 
cial state  agency  established  to  provide  medical,  surgical, 
corrective  and  other  services  and  facilities  for  diagnosis, 
hospitalization  and  after-care  for  children  with  crippling 
conditions  or  who  are  suffering  from  conditions  that  may 
lead  to  crippling.  In  carrying  on  its  program,  the  Division 
works  cooperatively  with  local  medical  societies,  hospitals, 
the  Illinois  Children’s  Hospital-School,  civic  and  fraternal 
dubs,  visiting  nurse  associations,  local  social  and  welfare 
agencies,  local  chapters  of  the  National  Foundation  and 
other  interested  groups.  In  all  cases,  the  work  of  the  Divi- 
sion is  intended  to  extend  and  supplement,  not  supplant, 
activities  of  other  agencies,  either  public  or  private,  state  or 
local,  carried  on  in  behalf  of  crippled  children. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
didinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  Indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinlum  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium'*  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  Indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothlazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Llbrax,  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also  encountered: 
Isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms. 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
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Guest  Editorial 


Ethical  and  Practical  Concerns  In 
Hospice  Care 

By  Lawrence  L.  Hirsch,  M.D. /Chicago 


The  following  was  first  presented  as  a lecture  at  a conference  on  death  and  dying 
which  was  jointly  sponsored  by  ISMS  and  the  American  Society  of  Law  and  Medicine. 


Some  years  ago,  I heard  a story  that  continues 
to  haunt  me;  it  comes  to  mind  whenever  the  topic 
of  a terminally  ill  person  arises.  It  is  told  that 
when  an  eskimo  reaches  the  state  where  pro- 
ductivity is  below  consumption,  the  eldest  son 
lovingly  places  the  oldster  on  a sled  and,  with  his 
eldest  son,  finds  a relatively  sheltered  area  a few 
days’  travel  from  the  igloo.  Here  the  ailing  one  is 
placed  with  a blanket  as  threadworn  as  he;  a token 
amount  of  food  is  placed  alongside.  With  ten- 
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derness,  and  in  silence,  the  son  and  grandson 
depart.  Upon  returning  home,  the  youngster  is 
told,  “And  thus  you  must  do  for  me.” 

This  brief  but  moving  vignette  contains  several 
implicit  values  which  determine  ethical  positions 
which,  in  turn,  lead  to  practical  concerns.  First  is 
the  question  of  productivity  versus  consumption. 
This  value  occurs  in  all  cultures,  although  the 
concept  of  productivity  varies.  Reference  could 
be  to  crafting  of  tangible  items  for  use  in  the 
economy,  to  representing  a source  of  wisdom  and 
counsel,  to  signifying  a mystic  link  to  the  past,  or 
to  unique  combinations  of  specific  qualities  iden- 
tified over  time  and  lost  in  time.  Consumption 
becomes  a serious  concern  in  situations  of  mar- 
ginal or  severely  limited  resources  where  distri- 
bution, especially  to  the  young,  forces  a decision. 
Emotional  pain  is  eased  by  pragmatic  action 
cloaked  in  ritual  and/or  custom.  I suggest  that  we 
in  the  United  States— indeed,  all  of  spaceship 
Earth  — are  rapidly  approaching  this  terrifying 
situation. 

Second  is  the  question  of  filial  piety.  Without 
delving  into  the  psychodynamics,  or  a theologic 
consideration  of  this  value,  I believe  that  we  all 
recognize  the  implications  of  parent/child  bond- 
ing. Wilson’s  development  and  espousal  of  the 
new  field  of  sociobiology  explains  family  love  on 
the  basis  of  survival  value.  He  shows  that  all  life 
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forms  tend  to  display  altruism  in  direct  relation- 
ship to  shared  genes.  Darwin’s  formulation  is 
somewhat  widened,  so  that  transmittal  of  genes, 
and  not  the  phenotype,  is  fundamental  to  “sur- 
vival of  the  fittest.”  Next  in  importance  are  shel- 
ter and  food.  Separation  of  these  into  distinct  val- 
ues is  to  recognize  and  emphasize  their  symbolic 
significance.  One  of  the  unique  qualities  of  man  is 
the  ability  to  manipulate  symbols,  to  place  ab- 
stracts in  a concrete  form.  Our  celebration  of  life 
transitions,  including  our  celebration  of  death, 
are  such  symbolic  acts.  Tradition,  customs  and 
ritual  are  each  related  to  this  value. 

And  finally,  we  consider  perpetuation  of  the 
system.  Strictly  speaking,  culture  is  not  heritable, 
but  it  does  have  surviving  qualities.  Much  of  the 
greatness,  as  well  as  the  problems,  of  our  civiliza- 
tion is  due  to  man’s  ability  to  pass  on  informa- 
tion, from  generation  to  generation,  with  varying 
amounts  of  change.  Implicit  is  the  admonition, 
“If  it  ain’t  broke,  don’t  fix  it!”  I believe,  and 
mean  to  demonstrate,  that  the  values,  ethics,  and 
practical  concerns  of  hospice  care  are  sub- 
stantially the  same  as  those  involved  in  the  pur- 
ported eskimo  tradition. 

Briefly,  hospice  care  is  a response  to  the  need 
to  attend  to  the  terminally  ill  and  their  families. 
Death  is  a social,  or  tribal,  event.  We  try  to  un- 
derstand and  explain  death.  It  is  disrupting,  it  is 
mysterious,  it  is  intriguing,  it  is  fearsome.  Too 
often,  it  generates  guilt  in  those  close  to  the  cen- 
tral figure.  As  in  birthing,  we  are  re-discovering  a 
need  to  participate  in  an  awesome  process.  The 
hospice  can  be  of  much  help  in  addressing  this 
feeling. 

The  word  hospice  derives  from  the  concept  of 
hosting  or  providing  food,  lodging,  and  rest  for 
the  traveler.  It  is  akin  to  hospital,  hotel,  and  hos- 
tel. During  the  crusades,  various  religious  orders 
maintained  hospices  along  the  routes  between 
Europe  and  the  battle  areas.  In  fact,  until  the 
modern  hospice  movement  became  somewhat 
more  common,  the  hospice  was  associated  with 
religious  overtones. 

A hospice  program  can  be  implemented  in  the 
home,  in  a specific  area  of  a hospital,  in  a skilled 
nursing  facility,  or  in  a special  entity.  But  storm 
clouds  of  controversy  gather  when  we  look  closer 
and  find,  perhaps,  that  there  are  some  value-la- 
den words  masquerading  as  innocent  descriptors. 
How  have  we  established  the  “need?”  What  is 
subsumed  under  “attending  to?”  How  is  “termi- 
nally ill”  defined?  Do  we  mean  nuclear  or  ex- 
tended family?  Is  there  a “program”  that  can 
really  be  applied  in  the  various  sites  enumerated? 
Our  ability  to  determine  the  ethical  “ought”  will 
depend  upon  how  we  answer  these  and  other  very 


sticky  questions.  Our  common,  everyday  experi- 
ence, will  alert  us  to  the  realization  that,  even  if 
we  agree  on  the  “oughts,”  there  are  many  possi- 
ble tactics  to  accomplish  these  strategies. 

Specifically,  what  services  should  be  available 
in  the  hospice?  If  the  objective  is  to  make  the 
dying  process  comfortable— physically,  emotion- 
ally, socially,  and  financially— we  shall  have  to  be 
critical  of  the  “do  everything”  mentality.  Not  too 
long  ago,  the  physician’s  armamentarium  was 
severely  limited  and  pitifully  ineffective.  Under 
such  conditions,  it  was  understandable  that 
“everything”  should  be  done.  It  was  implied  that 
the  patient  should  not  be  ignored,  that  the  ritual 
of  care  and  caring  should  be  meticulously  fol- 
lowed, and  that  the  exercise  was  a preparation  for 
the  inevitable  death.  Technology  has  progressed 
much  more  rapidly  than  has  the  public’s  apprecia- 
tion of  that  change.  The  media  have  been  unable 
to  present  miracle-like  events  in  their  true  per- 
spective. The  same  words,  “everything  should  be 
done,”  now  mean  something  quite  different; 
they  seem  to  demand  the  miracles  so  glowingly 
chronicled  by  feature  writers.  Undoubtedly,  ina- 
bility to  fulfill  this  expectation  is  part  of  the  cause 
of  hostility  toward  physicians. 

If  we  can  truly  identify  the  person  who  will  be 
dead  in  a year  or  less,  regardless  of  medical  inter- 
vention, and  if  the  patient  and  the  family  under- 
stand the  circumstances,  and  if  all  are  amenable 
to  a given  program,  then  the  hospice  can  be 
brought  into  action.  In  each  case,  we  must  deter- 
mine how  much  of  an  “active  regimen”  will  be 
continued.  Hospice  programs  should  not  be 
equated  with  a cessation  of  treatment  that  has 
been  found  to  be  meritorious.  Radiation,  anti- 
mitotics,  and  other  agents  that  have  significant 
unpleasant  or  noxious  side  effects  should  be  care- 
fully weighed  against  their  positive  potential  and, 
if  found  wanting,  discontinued. 

Both  physicians  and  patients  place  a high  value 
on  freedom  from,  or  relief  of,  pain.  It  is  com* 
monly  accepted  that  the  physician  ought  to  pre- 
scribe appropriate  medication  in  adequate 
amount  to  obtund  pain.  Narcotics,  the  best  pain 
relievers,  cause  respiratory  problems,  constipa- 
tion, and  some  torpor.  I refuse  to  consider  the 
question  of  possible  addiction  in  the  terminal  pa- 
tient. Practically,  is  this  stance  justified?  I think 
so.  Although  there  is  much  controversy,  I am 
convinced  that  a person  who  takes  a narcotic  for 
pain  is  unlikely  to  become  addicted.  If  the  narcot- 
ic is  taken  for  the  euphoric  effect,  addiction  is 
almost  inevitable.  In  either  case,  in  the  terminal, 
or  dying  patient,  I believe  that  addiction  is  not  an 
ethical,  or  medical,  problem. 
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But  to  what  extent  should  a patient  be  “snowed 
under?”  Granted  that  various  combinations  of 
non-narcotics  can  be  used,  and  that  mixtures  of 
narcotic  extenders  are  valuable,  there  often 
comes  a time  when  heavy  doses  of  physiologic 
depressors  are  necessary  to  control  pain.  Clinical 
judgement  coupled  with  good  rapport  must  be 
determinants. 

I have  some  serious  reservations  as  to  the 
appropriateness  of  intensive  speech  therapy,  re- 
peated laboratory  determinations,  and  frequent 
modification  of  medical  management.  The  basic 
premise,  if  you  recall,  is  that  a hospice  is  to  serve 
the  terminal  patient,  the  person  who  has  been 
carefully  evaluated  and  found  to  be  beyond  the 
curative  power  of  modern  medicine.  What  re- 
mains to  be  done  is  twofold:  ease  the  dying  pro- 
cess, and  help  the  family  to  cope. 

Invariably,  people  talk  of  “death  with  dignity.” 
Too  often,  this  value  becomes  an  empty  cliche 
that  is  equivalent  to  the  contrived  Hollywood 
death  scene.  It  conjures  a sterile  patient  in  a ster- 
ile bed  in  a sterile  hospital,  with  sterile  nurses 
speaking  softly  to  teary-eyed  family  members  and 
a sterile  physician  looking  noble.  Occasionally, 
there  is  a sterile  clergyman  silently  mumbling  a 
sterile  prayer.  I believe  that,  in  order  for  death  to 
be  dignified,  it  must  be  compatible  with  the  life- 
style of  the  person  undergoing  this  momentous 
life  action.  Anything  else  becomes  a mockery  and 
tends  to  increase  latent  guilt  feelings  of  partici- 
pants in  this  rite  of  passage.  Guilt  is  not  reserved 
for  family  members. 

Those  involved  in  patient  care  tend  to  look 
upon  the  dying  patient  as  a personal  defeat,  and 
upon  death  as  a blow  to  professional  integrity. 
Apparently,  physicians,  nurses,  technicians,  and 
the  clergy  read  newspapers  and  watch  television. 
Perhaps  I can  best  illustrate  death  with  dignity  by 
reminding  you  of  the  so-called  Symbianese  Lib- 
eration Army— they  died  after  a shoot-out,  in  a 
blazing  apartment.  Violently.  Yet,  from  their 
point  of  view,  it  was  a death  with  dignity!  They 
died  the  way  they  lived.  I certainly  do  not  suggest 
using  a house  as  a funeral  pyre.  But  I do  urge 
acceptance  of  death  as  part  of  life— especially  for 
the  survivors.  In  a less  complicated  time  the 
home  was  the  hospice,  the  family  faced  death 
many  times  and  at  various  stages.  Now,  for  the 
most  part,  only  the  older  person  dies;  and  usually 
in  an  artificial  setting. 

In  our  usual  American  entrepreneurial  tradi- 
tion, we  seem  to  be  heading  toward  a com- 
mercialization of  death  even  before  the  funeral 
home  is  rented.  There  are  pitfalls  we  must  avoid. 
Perhaps  the  most  dangerous  trap  is  to  assume 
that  once  hospice  care  is  initiated,  the  problem  is 


solved;  that  somehow  the  person  will  die  out  of 
sight,  and  the  survivors  will  be  magically  re- 
turned to  their  usual  activities  as  if  nothing  had 
happened.  Not  so!  In  order  for  the  hospice  con- 
cept to  work,  the  basic  values  of  family  interac- 
tion must  be  strong  enough  to  avoid  purchase  of 
surrogate  care  and  require  that  significant  others 
participate.  But  given  a dying  patient  who  does 
not  need  skilled  nursing  care,  is  not  bed  ridden,  is 
legally  competent,  whose  family-support  system 
needs  augmentation  for  a predictably  progressive 
but  lingering  illness;  how  can  the  system  prevent 
abuse?  As  long  as  hospice  programs  are  con- 
trolled by  dedicated  people  and  are  controllably 
small,  and  as  long  as  third  party  payers  are  not 
overly  involved,  we  can  maintain  the  notable  suc- 
cesses of  hospice  care.  What  I fear  is  the  enter- 
prising attorney  and  imaginative  judge  who,  in 
concert  but  without  a conspiracy,  will  open  the 
avenues  for  the  hospice  to  become  a semi-charnel 
warehouse. 

Another  serious  problem,  assuming  a solution 
to  the  previous  difficulty,  is  personnel.  Volun- 
teers, people  who  have  experienced  a smooth 
hospice  program,  have  been  a strong  and  valua- 
ble asset  in  maintaining  continuity  of  most  hos- 
pices. Even  the  most  dedicated  and  highly  moti- 
vated volunteer  will  reach  a limit  of  availability. 
The  obvious  alternative  is  to  develop  a new  class 
of  “professional  helper.”  But  this  really  defeats 
the  intimacy  of  the  hospice  concept.  No  matter 
how  “professional”  this  postulated  helper  may 
be,  how  dedicated  and  expert,  there  is  an  endur- 
ance limit.  A thicker  and  thicker  shell  develops, 
the  interactions  become  encounters  and  self- 
survival demands  emotional  disengagement.  No, 
this  alternative  is  not  a recommended  one.  Time 
and  experience  are  needed  to  work  this  out. 

The  cost  factor  is  closely  related.  As  a physi- 
cian, I am  more  concerned  with  quality  care  than 
cost  containment.  But  as  a realistic  citizen  in  a 
troubled  economic  era,  I am  well  aware  of  the 
fiscal  realities  of  our  time.  I am  also  cognizant  of 
the  probable  fact  that  as  hospices  become  a mat- 
ter of  law  and  right,  there  will  be  a veritable 
flooding  of  all  available  programs  and  a demand 
for  more.  Our  population  is  aging  and  the  produc- 
tive work  force  is  decreasing.  There  is  no  doubt 
that  an  increasing  portion  of  the  health  care  dollar 
will  be  channeled  in  this  direction.  Perhaps  the 
total  system  will  shift  from  heavy  use  of  acute 
facilities  to  more  ambulatory  care;  perhaps  the 
people  of  this  country  will  opt  for  a more  healthy 
(preventive)  life  style;  perhaps  defensive  medi- 
cine will  be  unnecessary  as  the  courts  recognize 
wholesale  abuse  of  the  legal  system;  perhaps 
families  will  become  able,  and  willing,  to  have 
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loved  ones  die  at  home.  Perhaps  .... 

As  hospices  proliferate,  and  they  certainly  will, 
there  properly  arises  the  matter  of  care  evalua- 
tion. Several  models  come  to  mind.  An  ideal 
method  would  be  for  the  participants— givers  and 
receivers  of  care— to  mutually  oversee  the  pro- 
cess. In  a sense,  this  is  a variation  and  extension 
of  the  multiple  inter-personal  relationships  that 
must,  of  necessity,  exist.  It  is,  really,  a sophisti- 
cated application  of  the  philosophy  of  free  enter- 
prise and  a function  of  the  marketplace.  But  I fear 
that  this  will  not  happen  because  of  the  contem- 
porary trend  toward  regulation.  Consequently 
much  time,  effort,  personnel,  and  other  resourc- 
es will  be  expended  on  building  a “system”  of 
directives  and  an  ocean  of  paper  defining  the 
obvious  and  dehumanizing  what  should  be  a sen- 
sitive and— in  a way— a beautiful  experience. 

It  is  curious  that  our  youth-oriented  culture  has 
become  death  focused.  In  less  than  400  years— 
Virginia  Dare  was  born  in  1587  — we  have 
reached  a stage  that  Europe  did  not  reach  in  less 
than  two  millennia.  In  fact,  it  has  only  been  in  the 
last  50  years  or  so  that  we  have  aged.  Not  only  our 
population  but  also  our  social  institutions,  our 
industry,  and  our  thinking  have  aged.  Death,  for 
a long  interval,  was  accepted  but  ignored  in  the 
excitement  and  frenzy  of  building  the  New 


Jerusalem.  But  construction  is  complete  and 
there  is  no  place  to  go.  The  ovens  of  the  Holo- 
caust and  the  clouds  over  Japan  signaled  a world- 
wide crass  destruction  of  life.  To  top  it  off,  Sput- 
nik forced  the  realization  that  Heaven  is  space, 
and  Hell  is  on  Earth.  There  is  no  place  to  go; 
death  has  become  obscene;  life  must  be  con- 
tinuous. In  a significant  way,  the  hospice  is  a ve- 
hicle to  return  to  reality.  Most  of  us  will  freely 
concede  that  all  human  life  must  terminate.  Peo- 
ple die.  We  resist,  strongly,  our  own,  personal 
death.  I do  not  die.  The  hospice  can  demonstrate 
that  each  individual  must  have  a clear  under- 
standing of  his  or  her  own  cosmic  view:  theistic, 
deistic,  agnostic,  or  atheistic. 

If  I had  to  capsulate  the  ethical  and  practical 
concerns  of  hospice  care  I would  merely  refer  you 
to  your  concept  of  your  family  and  its  support 
system.  Recall  the  eskimo’s  comment  to  his  son: 
“And  this  you  must  do  for  me.”  Not  “to  me,” 
but  “for  me.”  This  statement  contains  all  the 
ethical  and  moral  imperatives  involved.  It  is 
based  on  a clear  cut  value  system  based  in  surviv- 
al. Each  of  us  must  put  into  practice  what  our 
individual,  sociocultural  situation  demands.  The 
hospice,  if  it  is  necessary,  is  merely  another  tool. 
It  should  only  be  used  when  other  tools  are  not 
applicable,  and  only  if  it  can  do  the  job  appropri- 
ately, and  better.  ◄ 
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Pack  your  bag 
and  come  to  Bethesda 


...for  all  these  good  reasons. 


A Relaxed  Environment.  With  140  beds,  Be- 
thesda is  a relatively  small  hospital.  And  our 
size  has  definite  advantages.  Our  daily  routine 
is  less  hectic,  less  institutionalized.  It’s  friendly 
and  informal  here... without  a lot  of  red  tape 
and  “politics.” 

Excellent  Facilities  and  Services.  Bethesda  is  a 
not-for-profit  acute  care  hospital . . . modem,  fully- 
accredited  and  well-equipped. 

We’re  small  in  size  but  not  in 
capability.  For  example,  our 
laboratory  has  a computer- 
ized analysis  system 
that  handles  the  chemis- 
try studies  of  three 
other  hospitals  in  ad- 
dition to  our  own. 

Personalized  Patient 
Care.  Your  patients  will 
receive  very 
individualized  attention 
at  Bethesda.  Our  nurs- 
ing units  are  easily  man- 
ageable. The  largest 
has  just  31  beds. 

Round- 
the-Clock 
Physician 
Coverage. 

Licensed 
physicians  are 
always  on  duty 
to  handle  emer- 
gency needs  of  the 
hospital  and  our  24-hour 
Emergency  Department. 


Referral-Appointment  Service.  We  have  a very 
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The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


This  month’s  Viewbox  was  contributed  by  Richard  E.  Marsan,  M.D.,  associate  pro- 
fessor of  radiology,  Loyola  University  Stritch  School  of  Medicine. 


The  patient  is  a 60  year  old  female  who  had  a cholecystectomy  several  years  before  this  hospitalization. 
She  now  presents  with  painless  jaundice,  respiratory  failure,  and  sepsis.  The  bilirubin  is  15.8mg%  direct. 
Alkaline  phosphatase  is  1760  units,  LDH  347  units,  SGOT  82  units,  SgPT  63  units.  Ultrasound 
demonstrates  dilated  bile  ducts.  The  pancreas  was  not  successfully  visualized.  Obstructive  jaundice  due  to 
stones  in  the  common  duct  was  suspected  clinically. 

A percutaneous  cholangiogram  was  done  and  is  illustrated  in  Figure  1. 


Figure  1 


Questions 

This  patient  should  be  treated  by: 

1.  Pancreaticoduodenal  resection 

2.  Choledochojejunostomy 

3.  Percutaneous  biliary  drainage 

4.  Radiation  therapy 


(Continued  on  page  395) 
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New  Approaches 
To  Breast  Reconstruction 

By  Peter  McKinney,  M.D.,  F.A.C.S.  And 
Bruce  L.  Cunningham,  M.D. /Chicago 

Requests  for  reconstruction  of  the  female  breast  have  become  more  common  following 
extirpative  surgery  for  breast  carcinoma.  Formerly,  breast  reconstruction  was  a multi- 
staged  endeavor,  often  with  less  than  satisfactory  results.  Recent  understanding  of  the 
physiology  of  musculocutaneous  flaps  has  provided  plastic  and  reconstructive  surgeons  a 
reliable  technique  that  allows  reconstruction  with  better  results  than  the  earlier  multi- 
staged  procedures.  By  employing  the  latissimus  dorsi  myocutaneous  flap  and  a standard 
silicone  prosthesis,  more  satisfactory  breast  reconstructions  have  become  possible.  Pre- 
operative planning  prior  to  the  extirpative  surgical  procedure  will  further  improve  these 
results. 


Loss  or  disfigurement  of  the  female  breast  can 
induce  profound  emotional  and  sexual  disrup- 
tion.1-3 Fortunately,  earlier  diagnosis  of  the  dis- 
ease, recognition  of  the  importance  of  body  im- 
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age,  and  improved  reconstructive  methods  have 
influenced  medical  opinion  as  to  the  advisability 
and  feasibility  of  restoring  the  breast.  Recent  ad- 
vances in  our  understanding  of  the  physiology  of 
arterialized  musculocutaneous  island  flaps4  have 
considerably  shortened  the  stages  of  reconstruc- 
tion and  greatly  improved  results. 

Following  radical  or  modified  radical  mas- 
tectomy, the  reconstructive  surgeon  is  faced  with 
several  problems.  The  most  immediate  is  a short- 
age of  skin  and  subcutaneous  tissue.  An  im- 
portant consideration  is  that  reconstruction  of  the 
breast  should  include  restoration  of  the  nipple/ 
areolar  complex  and  the  anterior  axillary  fold.5 
The  direction  of  the  original  scar  also  is  im- 
portant. Generally,  the  transverse  incision  is  pre- 
ferred, as  it  lies  in  the  bra  line,  but  it  is  often 
carried  too  far  toward  the  sternum,  restricting 
certain  types  of  clothing. 
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Timing  of  Reconstruction 

Some  centers  offer  immediate  breast  recon- 
struction, but  this  has  limited  acceptance.  In  our 
opinion,  the  timing  of  reconstruction  should  be 
based  upon  the  stage  of  the  disease.6-9 

In  our  center,  patients  with  Stage  I disease  wait 
three  to  six  months  before  reconstruction.  This 
period  allows  for  a thorough  histological  exami- 
nation, and  for  the  scar  to  soften.  An  important 
consideration  is  that  it  gives  the  patient  time  to 
come  to  terms  with  her  loss  and  develop  realistic 
expectations.  A patient  who  expects  reconstruc- 
tive surgery  to  restore  a normal  breast  is  likely  to 
be  disappointed.  Reconstruction  for  patients  with 
Stage  II  and  III  disease  generally  begins  six  to 
twelve  months  following  completion  of  any  sub- 
sequent therapy. 

Reconstruction  for  patients  with  Stage  IV  dis- 
ease is  not  entirely  contraindicated  but  must  be 
undertaken  with  full  realization  of  the  likelihood 
of  further  difficulty  from  the  tumor.  In  the  event 
that  initial  therapy  is  not  curative,  recurrence  of 
the  disease  is  most  likely  at  a distant  site  rather 
than  the  chest  wall;  therefore,  reconstruction  of 
the  breast  does  not  alter  the  final  outcome  of  the 
disease.10-12 

When  anterior  chest  wall  skin  coverage  is  ade- 
quate, and  if  the  pectoralis  muscle  remains  intact, 
and  is  not  fibrotic,  subcutaneous  or  submuscular 
pockets  may  be  dissected  to  accommodate  sili- 
cone mammary  prostheses.  For  some  patients 
this  relatively  simple  operation  is  sufficient,  and 
volume  symmetry  is  achieved  by  wearing  a bras- 
siere. Nipple  and  areolar  complex  can  be  con- 
structed at  the  same  time  or  six  to  eight  weeks 
after  implantation  of  the  prosthesis.13 

The  most  common  problem  in  reconstruction 
is  contraction,  as  the  scar  capsule  around  the  im- 
plant may  produce  a change  in  the  shape  of  the 
breast  as  well  as  hardening.5  Where  there  is  radia- 
tion-damaged skin,  subcutaneous  placement  of  a 
prosthesis  may  be  too  risky.  For  these  patients, 
use  of  a flap  is  recommended. 

If  skin  coverage  is  inadequate,  either  from 
radiation  changes  or  following  wide  resection, 
skin  and  subcutaneous  tissue  may  be  added  from 
local  flap  rotation.14’15  This  gives  better  padding 
over  the  prosthesis  and  a more  natural-appearing 
breast.  In  the  past  these  flaps  required  numerous 
stages,  necessitating  multiple  hospital  ad- 
missions. Recent  developments  in  understanding 
of  flap  physiology,  however,  have  allowed  the 
plastic  surgeon  to  offer  one-stage  coverage  with 
skin  and  subcutaneous  tissue.  It  is  now  recog- 
nized that  the  skin  is  in  large  measure  nourished 
by  the  blood  vessels  perforating  from  the  under- 


Figure  1 

Anatomy  of  the  latissimus  dorsi  muscle.  Note  the  vascular 
pedicle  (thoracodorsal  artery).  On  the  right  is  simulated  the 
skin  island  overlying  the  muscle.  Reproduced  by  permission 
of  Sandra  Koperski 


lying  skeletal  muscle.16  Isolating  the  neurovascu- 
lar bundle  or  “leash”  has  allowed  transfer  of  the 
entire  muscle  with  appropriate  skin  in  a more 
reliable  manner  than  skin  flaps  alone. 

Anatomy 

Incorporating  the  vascular  supply  to  the  la- 
tissimus muscle  allows  transposition  of  skin  and 
muscle  bulk  as  a myocutaneous  unit.  This  per- 
mits the  surgeon  to  reconstruct  major  deficits  in 
skin  and  soft  tissue  of  the  breast  in  one  stage 
without  a delay  procedure.17’18  The  muscle  takes 
its  origin  from  the  lower  sixth  thoracic,  the  lum- 
bar, and  sacral  vertebrae  and  from  the  iliac  crest 
(Figure  1).  This  broad,  fan-shaped  muscle  inserts 
into  the  intertubercular  groove  of  the  humerus. 
The  blood  supply  from  the  thoracodorsal  artery,  a 
terminal  branch  of  the  subscapular  artery,  enters 
the  deep  aspect  of  the  muscle  in  company  with 
the  thoracodorsal  nerve.  The  vessel  can  reliably 
be  found  10cm  from  the  insertion  of  the  muscle. 
When  possible,  it  should  be  preserved  during  the 
extirpative  surgical  procedure.  The  muscle  func- 
tions to  extend,  adduct  and  medially  rotate  the 
arm  (Figure  1).  In  most  patients  a change  in  di- 
rection of  the  muscle  poses  no  problem,  as  by 
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Figure  2 

Reconstructed  chest  wall.  Note  that  the  repositioning  of  the 
latissimus  dorsi  muscle  creates  an  anterior  axillary  fold. 
The  lumbar  perforators  are  now  at  the  superior  edge  of  the 
flap.  Reproduced  by  permission  of  Sandra  Koperski 


preserving  the  nerve  the  muscle  still  functions. 

For  breast  reconstruction,  the  latissimus  dorsi 
muscle  is  helpful  in  three  ways.  First,  if  additional 
skin  is  required,  transfer  of  a cutaneous  island 
measuring  as  large  as  12x20cm  can  be  created 
and  yet  the  donor  site  can  still  be  closed  primarily 
and  designed  so  that  most  of  the  scar  can  be  con- 
cealed in  the  line  of  a brassiere.  Second,  where 
adequate  skin  coverage  exists,  the  muscle  alone 
can  be  used  to  provide  subcutaneous  padding. 
Third,  the  edges  of  the  muscle  can  be  used  to 
simulate  the  anterior  axillary  fold  for  those  pa- 
tients who  have  lost  the  pectoralis  major  muscle. 

Technique 

With  the  patient  in  the  lateral  recumbent  posi- 
tion, the  vascular  pedicle  is  isolated  with  the  aid 
of  a Doppler  probe  through  an  incision  that  can 
be  incorporated  into  the  creation  of  the  elliptical 
skin  island.  Using  preoperative  markings,  the  size 
of  the  chest  wall  defect  is  determined,  and  an 
island  of  skin  of  appropriate  dimension  is  iso- 
lated, retaining  its  muscular  attachment.  The  la- 
tissimus muscle  is  separated  from  its  origins.  This 
flap  of  muscle  and  skin  is  then  tunneled  through 
the  axilla  to  the  chest  wall  and  sutured  to  the 
midline,  sternum  and  deltoid.  The  segment  of 
skin  fits  into  the  incised  breast  scar.  At  the  same 
time,  a silicone  prosthesis  is  placed  beneath  the 
flap  to  simulate  the  breast  mount.  The  cutaneous 


Figure  3 

Cross-section  of  the  reconstruction  demonstrating  the  mus- 
cle flap  and  skin  island  covering  the  silicone  pros- 
thesis. Reproduced  by  permission  of  Sandra  Koperski 


island,  if  needed,  is  designed  on  the  muscle  to  fit 
into  either  a transverse  or  an  oblique  mastectomy 
scar  (Figures  2 and  3). 

It  is  possible  to  reconstruct  the  nipple  and  areo- 
lar complex  at  the  time  of  the  initial  procedure. 
However,  we  feel  it  is  advisable  to  do  this  at  a 
second  stage,  because  scar  contracture  from  the 
flap  may  result  in  displacement  of  the  nipple  (Fig- 
ures 4 and  5). 

Management  of  the  opposite  breast  depends 
upon  the  age  of  the  patient,  the  family  history  and 
the  patient’s  wishes.  Subcutaneous  mastectomy 
for  the  other  breast  seems  to  lower  the  risk  of 
carcinoma,  especially  in  patients  with  a strong 
family  history  of  this  disease.19-21  In  lower  risk 
patients  the  opposite  breast  can  be  elevated  and 
made  smaller  if  necessary  (Figures  4 and  5). 

Bostwick’s  study22  of  60  reconstructions  em- 
ploying the  latissimus  dorsi  flap  reported  no  flap 
loss  even  in  patients  with  radiation  and  extensive 
axillary  dissections.  The  flap  is  so  reliable  that  a 
breast  prosthesis  can  be  placed  at  the  time  of 
initial  rotation.  Ligation  of  the  thoracodorsal  ar- 
tery has  not  prevented  use  of  the  latissimus  flap. 


for  June,  1981 


369 


Figure  5,  a,  b 

After  reconstruction  using  the  myocutaneous  flap,  the  patient  needed  no  treatment  for  the  contralateral  breast. 


as  it  may  survive  on  the  collaterals  at  its  inser- 
tion, but  we  make  a plea  for  preservation  of  this 
artery  whenever  this  is  consistent  with  good  ex- 
tirpative technique. 

Summary 

Reconstruction  of  the  female  breast  following 
major  extirpative  surgery  has  significantly  im- 
proved. The  latissimus  dorsi  flap  provides  the 
plastic  surgeon  a reliable  technique  that  allows  a 


rapid  reconstruction  with  better  results  than  the 
earlier  multistaged  procedures.  Preoperative 
planning  prior  to  the  extirpative  surgery  will  fur- 
ther improve  these  results.  ◄ 
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50  Years  Later 


The  Mechanical  Cornpicker 


By  Nathan  Nachlas,  M.S.  and  James  D.  Schlenker,  M.D. /Chicago 

With  the  advent  of  the  corn  combine,  the  incidence  of  cornpicker  injuries  has  declined 
over  the  past  20  years.  As  the  result  of  increased  storage  costs  for  shelled  corn  from  the 
combine,  the  cornpicker  and  its  associated  injuries  may  again  become  prevalent.  Three 
patients  are  presented  in  order  to  illustrate  injury  severity  and  the  poor  prognosis  despite 
early  aggressive  reconstructive  procedures.  Prevention  of  these  injuries  through  safety 
counseling  is  most  important. 


The  first  power  takeoff  driven  cornpicker  was 
marketed  in  this  country  in  1929.  This  machine 
provided  a major  agricultural  advancement  and 
quickly  gained  popularity  over  the  ensuing  25 
years.  Through  a series  of  snapping  rollers  and 
belts,  the  machine  serves  to  snap  the  ear  of  corn 
off  the  cornstalk,  and  then  proceeds  to  a dehusk- 
ing  step.  It  gives  as  finished  product  dehusked 
ears  of  corn. 

Concomitant  with  this  revolution  of  the  corn 
processing  industry  was  the  appearance  of  a newly 
described  mutilating  injury  of  the  upper  extremi- 
ty. First  described  by  Hardin  and  Robinson  in 
1950, 1 and  later  by  Maxim,  et  al,2  Bruner,3  Mel- 
vin,4 and  most  recently  by  Campbell  etal,5  injury 
results  when  the  farmer  attempts  to  free  clogged 
cornstalks  from  the  snapping  roller.  Once  the 
rollers  are  freed,  the  machine  responds  by  sud- 
denly restarting,  often  entrapping  the  farmer’s 
fingers,  hand,  and  or  forearm  (Figure  1).  The 
injury  produced  is  a combination  crush,  avulsion, 
and  thermal  injury. 

Treatment  of  these  injuries  includes:  (1)  teta- 
nus prophylaxis;  (2)  surgical  debridement  and 
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Design  and  direction  of  rotation  of  the  snapping  rollers  are 
illustrated.  The  hand  is  being  dragged  and  crushed  between 
the  rollers. 


irrigation  of  wounds;  (3)  immediate  restoration 
of  vascularity,  including  fasciotomy  and  repair  of 
vessels  as  required  and  (4)  appropriate  skin  cov- 
erage with  either  skin  grafts  or  flaps. 

We  present  three  patients  with  cornpicker  inju- 
ries to  illustrate  the  severity  of  injury  and  poor 
prognosis  despite  current  methods  of  treatment. 

Patient  No.  1 

A 57-year-old  man  suffered  a cornpicker  injury 
to  the  left  hand.  The  skin  was  avulsed  circumfer- 
entially over  the  digits  and  the  little  finger  was 
amputated  at  the  proximal  interphalangeal  joint. 
The  neurovascular  bundles  of  the  digits  were 
intact  (Figure  2). 

After  initial  debridement,  the  fingers  and  the 
thumb  were  buried  in  a subcutaneous  pocket  in 
the  abdomen  (Figure  3).  Three  “delay”  proce- 
dures were  performed  in  order  to  release  the 
hand  from  the  abdomen.  With  each  “delay,”  the 
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Figure  4 

Patient  No.  1:  Two  weeks  after  application  of  split  thick- 
ness skin  grafts  to  the  palmar  aspect  of  the  fingers.  Full 
thickness  abdominal  skin  covers  the  dorsum  of  these  fin- 
gers. 


hand.  The  metacarpophalangeal  joints  have  full 
motion  but  the  interphalangeal  joints  have  very 
limited  motion. 

This  man  was  able  to  extricate  his  hand  from 
the  cornpicker  before  the  hand  and  forearm  had 
been  dragged  between  the  rollers.  Implanting  the 
hand  in  adipose  tissue  immediately  beneath  the 
skin  of  the  abdomen  was  an  easy,  rapid  and  se- 
cure method  of  preserving  exposed  tendons  and 
other  soft  tissues.  The  adipose  tissue  surrounding 
the  denuded  digits  as  well  as  the  abdominal  skin 
over  the  dorsum  of  the  digits  became  adherent  to 
and  progressively  more  dependent  upon  vascular 
supply  from  the  digits  after  each  “delay”  proce- 
dure.6"9 After  releasing  the  hand  from  the  abdo- 
men, the  full  thickness  abdominal  skin  provided 
durable  coverage  over  the  dorsum  of  the  digits. 
The  split  thickness  skin  grafts  which  were  applied 
to  the  adipose  tissue  over  the  palmar  aspect  pro- 
vided a good  tactile  surface  for  the  digits. 

Patient  No.  2 

This  28-year-old  man  suffered  a cornpicker 
injury  to  the  right  forearm.  The  result  was  avul- 
sion of  skin  and  muscle  over  the  anterior  surface 
of  the  proximal  forearm  and  a crushing  thermal 
injury  by  the  roller,  which  was  in  contact  with  the 


incisions  were  extended  further  around  the  digits. 
Each  procedure  was  separated  by  ten  days  and  the 
hand  was  released  from  the  abdomen  six  weeks 
after  injury.  Full  thickness  abdominal  skin  was 
preserved  on  the  dorsum  of  the  thumb  and  fin- 
gers. Fatty  tissue  from  the  abdomen  which  was 
adherent  to  the  palmer  aspect  of  the  digits  was 
trimmed  and  covered  with  split  thickness  skin 
grafts.  These  skin  grafts  took  completely  and  he 
was  started  on  vigorous  physical  therapy  (Figure 
4).  Two  months  later,  a remaining  syndactyly 
between  the  index  and  middle  fingers  was  re- 
leased. He  has  regained  partial  use  of  his  left 


Figure  2 

Patient  No.  1:  Avulsion  of  skin  from  the  thumb  and  fingers 
with  partial  amputation  of  the  little  finger.  The  neurovascu- 
lar bundles  are  intact. 


Figure  3 

Patient  No.  1:  Degloved  portions  of  the  fingers  were  buried 
in  a subcutaneous  pocket  in  the  abdomen. 
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Figure  5 


Patient  No.  2:  Avulsion  of  skin  and  muscle  over  the  anteri- 
or surface  of  the  forearm  with  interruption  of  the  ulnar  and 
radial  arteries. 


Figure  6 


Patient  No.  2:  Anterior  defect  on  the  arm  is  covered  with  a 
transverse  abdominal  flap.  The  defect  over  the  dorsum  of 
the  forearm  has  been  successfully  covered  with  a split 
thickness  skin  graft  (arrow). 


dorsal  surface  of  the  arm  (Figure  5).  The  hand 
was  noted  to  be  severely  ischemic  on  initial 
examination. 

At  surgery,  he  was  found  to  have  interruption 
of  the  radial  and  ulnar  arteries  and  the  median 
and  radial  nerves  in  the  proximal  forearm.  After 
debridement,  the  radial  and  ulnar  arteries  were 
repaired  with  vein  grafts  taken  from  the  cephalic 
vein  distally  in  the  same  arm.  The  necrotic  skin 
over  the  dorsum  of  this  arm  was  debrided  and  the 
entire  exposed  area  was  covered  with  split  thick- 
ness skin  grafts.  The  damaged  nerves  were  not 
repaired. 

The  skin  graft  took  well  over  the  dorsum  of  the 
arm  but  poorly  over  the  anterior  aspect  because 
of  muscle  necrosis  and  infection  with  Pseu- 
domonas aeruginosa.  Despite  treatment  with 
appropriate  antibiotics,  rupture  of  the  repaired 
ulnar  artery  occurred  which  required  ligation. 
The  radial  artery  remained  patent.  Three  weeks 
after  injury,  the  anterior  defect  was  covered  with 
an  abdominal  flap  (Figure  6).  Two  weeks  after 
initial  placement  of  the  abdominal  flap,  the  flap 
required  revision  and  advancement  of  its  inset. 


Figure  7 

Patient  No.  3:  The  defects  on  the  opposite  sides  of  the  fore- 
arm have  been  covered  with  superiorly  and  inferiorly  based 
abdominal  flaps. 


The  flap  was  divided  four  weeks  later. 

Although  the  arm  has  been  salvaged,  there  is 
considerable  functional  loss  as  a result  of  injury  to 
the  muscles  and  the  radial  and  median  nerves. 
Additional  procedures  including  nerve  grafting 
and  tendon  transfers  will  be  required  to  restore 
function  to  this  extremity. 

The  patient  demonstrates  the  difficulty  in  esti- 
mating the  extent  of  the  initial  injury.  As  a result 
of  progressive  tissue  necrosis  and  infection,  cov- 
erage of  the  defect  initially  with  split  thickness 
skin  grafts  and  later  with  an  abdominal  flap  was 
associated  with  complications.  The  rollers  pro- 
duced avulsion  and  crushing  of  tissue  on  the 
anterior  surface  and  crushing  and  thermal  injury 
on  the  dorsal  surface.  The  exposure  of  opposing 
surfaces  of  the  forearm  to  several  modalities  of 
tissue  destruction  (crush,  avulsion  and  thermal 
injury)  made  the  initial  treatment  particularly 
difficult.  The  infection  was  a result  of  heavy  con- 
tamination at  the  time  of  injury  combined  with 
the  presence  of  necrotic  tissue. 

Patient  No.  3 

This  45-year-old  man  suffered  a cornpicker 
injury  to  his  right  forearm.  After  initial  debride- 
ment the  ulnar  artery  was  repaired  with  a vein 
graft.  The  defect  on  the  dorsal  surface  of  the 
forearm  was  covered  with  a thoracoepigastric  flap 
and  that  on  the  volar  surface  of  the  forearm  was 
covered  with  an  inferiorly  based  abdominal  flap 
(Figure  7).  Five  days  later,  an  additional  debride- 
ment of  necrotic  tissue  was  necessary.  Despite 
the  initial  successful  revascularization  of  the 
hand,  necrosis  occurred.  Two  weeks  after  the 
injury,  an  amputation  at  the  level  of  the  wrist  was 
necessary.  Eventually,  four  months  after  the  orig- 
inal injury,  an  amputation  through  the  proximal 
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third  of  the  forearm  was  necessary.  He  is  being 
rehabilitated  with  an  upper  extremity  prosthesis. 

This  patient  demonstrates  the  frequent  need 
for  an  amputation  after  this  type  of  injury  despite 
heroic  efforts  at  revascularization  of  the  hand  and 
flap  coverage. 

General  Discussion 

We  are  now  in  the  50th  anniversary  of  the 
introduction  of  power  takeoff  driven  mechanical 
cornpickers.  Following  the  peak  of  related  inju- 
ries in  the  mid- 1950’s,  there  has  been  a pro- 
gressive decline  over  the  past  20  years.  In  fact, 
agricultural  accidents  related  to  cornpicking  de- 
clined from  300  per  year  in  Illinois  in  the  1 950’s 
to  less  than  20  per  year  in  the  late  1960’s. 

The  decline  in  cornpicker  injuries  has  been  at- 
tributed to  three  factors.10  First,  the  nature  of  the 
corn  plant  itself  has  changed  from  a 16  foot  tow- 
ering structure,  very  difficult  to  mechanically 
harvest,  to  a smaller,  more  easily  harvested  plant. 
Second,  safety  counseling  has  become  more 
widespread  over  the  past  25  years,  largely  as  a 
result  of  efforts  of  Extension  Safety  Specialists 
who  now  conduct  75-85%  of  such  safety  teaching 
in  Illinois.  An  aggressive  approach  has  been  uti- 
lized to  reach  25  counties  to  discuss  the  potential 
hazards  of  the  corn  harvesting  process.  Third,  the 
popularity  of  the  cornpicker  has  decreased  since 
the  1950’s  following  the  advent  of  the  corn  com- 
bine. This  machine  differs  from  the  cornpicker  in 
that  it  shells  the  corn,  which  is  then  stored  in  a 
bin.  The  corn  combine  has  the  advantages  of  de- 
creasing production  costs  of  corn  grain  as  well  as 
sharply  decreasing  the  number  of  related  injuries. 
The  combine  is  a more  powerful  machine  than 
the  older  cornpickers  and  less  often  becomes 
plugged. 

One  would  hope  that  with  the  advent  of  the 
corn  combine,  injuries  such  as  those  described 
above  would  soon  become  obsolete.  In  fact,  last 
year  there  were  approximately  100,000  corn  com- 
bines in  the  state,  representing  95%  of  corn  har- 
vesting machinery.  However,  the  shelled  corn 
from  the  combine  requires  an  environment 
with  less  than  1 5%  humidity  because  of  its  inabili- 
ty to  tolerate  moisture  as  well  as  the  eared  corn 
produced  from  the  cornpicker  machinery  toler- 
ates humidity.  Over  the  past  four  years,  farmers 
have  found  that  the  rising  storage  costs  of  the 
combine  produced  shell  corn  offset  the  initial 
savings.  As  a result,  the  cornpicker  has  become 
relatively  more  economical.  We  may  expect  to 
see  a larger  number  of  cornpicker  injuries  if  this 
equipment  returns  to  the  field. 

On  the  basis  of  our  experience,  the  severity  of 
cornpicker  injuries  with  the  triad  of  crush,  avul- 


sion and  thermal  damage  makes  the  initial  assess- 
ment of  tissue  damage  difficult  and  renders  func- 
tional reconstruction  a surgical  dilemma.  In  a re- 
cently published  series  from  the  Mayo  Clinic, 
despite  medical  care  within  four  hours  of  injury  in 
96%  of  patients,  over  half  of  these  patients  devel- 
oped wound  infections  irrespective  of  anti- 
biotics.5 Furthermore,  while  only  4%  of  the  pa- 
tients suffered  amputation  of  the  entire  hand  at 
the  time  of  injury,  with  32%  suffering  single  or 
multiple  digit  loss  or  mid-palmar  amputation, 
these  statistics  increased  to  25%  and  45%  respec- 
tively on  follow-up,  with  an  additional  7%  requir- 
ing mid-forearm  amputation. 

Emphasis  in  treatment  of  cornpicker  injuries 
must  remain  with  their  prevention.  The  typical 
setting  for  these  injuries  is  the  wearied  farmer, 
approaching  the  end  of  the  work  day,  when  damp 
husks  have  an  increased  probability  of  plugging 
the  machine  and  the  farmer  has  an  inclination  to 
free  the  machine  without  ensuring  the  proper 
safety  precautions.  With  the  probability  that  the 
mechanical  cornpicker  will  again  rise  in  populari- 
ty, the  necessity  of  safety  prevention  teaching 
cannot  be  overemphasized.  ◄ 
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Violence:  The  Ugly  Face 
Of  Amphetamine  Abuse 

By  V.  Siomopoulos,  M.D. /Chicago 


The  amphetamines  are  synthetics  with  central 
and  peripheral  sympathomimetic  actions.  Their 
central  effects  include  euphoria,  psychomotor 
excitation,  insomnia,  anorexia  and,  in  sensitive 
individuals,  after  chronic  oral  or  intravenous  use 
or  a single  large  dose,  suspiciousness,  irritability, 
aggressiveness,  stereotyped  behavior  and  mis- 
interpretations of  reality  with  or  without  delu- 
sional ideas  and  hallucinations.1"3  Independent  of 
the  development  of  psychotic  symptomatology, 
abuse  of  amphetamines  may  lead  to  aggressive 
and  antisocial  behavior,3"6  a fact  that  became 
apparent  in  this  country  in  the  late  1960s  when 
amphetamine  abuse  reached  almost  epidemic 
proportions.4  Today,  although  there  is  no  evi- 
dence of  epidemic  amphetamine  abuse  in  this 
country,  amphetamines  and  amphetamine-like 
substances  are,  according  to  informal  statistics, 
used  extensively  by  young  polydrug  abusers  in 
large  metropolitan  areas.  In  view  of  the  fact  that 
small,  but  substantial,  amounts  of  these  sub- 
stances are  provided  through  prescriptions  of 
weight  reducing  compounds,  the  author  of  this 
paper  believes  that  the  general  physician  should 
be  alerted  once  again  to  the  inherent  dangers  in 
use  of  these  drugs. 

During  the  years  1974-1976,  working  at  the 
Forensic  Unit  of  the  Illinois  State  Psychiatric  In- 
stitute, this  author  evaluated  psychiatrically  a 
large  number  of  individuals  who  were  found  by 
the  Cook  County  Criminal  Court  unfit  to  stand 
trial  on  various  felony  charges.  Most  of  these 
individuals  gave  history  of  extensive  drug  abuse. 
Generally,  they  would  use  any  euphoria-inducing 
substance  (narcotics,  marijuana,  barbiturates, 
LSD,  amphetamines,  cocaine,  phencyclidine)  al- 
though many  expressed  preference  for  certain  of 
these  substances. 

The  vast  majority  of  these  individuals  refused 
to  discuss  the  charges  against  them,  and  valid 
information  concerning  the  relationship  between 
drug  abuse  and  the  alleged  crimes  could  not  be 
obtained.  Yet,  a significant  number  of  these  pa- 
tients not  only  admitted  the  charges  against 
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them,  but  also  gave  history  of  substance  abuse 
during  the  24  hours  preceding  perpetration  of  the 
crime.  The  psychiatric  diagnosis  in  most  of  these 
cases  was  schizophrenia  and  antisocial  per- 
sonality, while  the  drugs  involved  most  fre- 
quently were  amphetamine  and  amphetamine- 
like substances. 

The  following  vignettes  represent  a characteris- 
tic sample  of  cases  in  which  such  a direct  relation- 
ship between  amphetamine  abuse  and  criminal 
behavior  was  found. 

Report  of  Cases 

Case  One— A 27-year-old  single  black  man  was 
admitted  for  evaluation  of  his  need  for  mental 
treatment  after  he  was  found  unfit  to  stand  trial 
on  a charge  of  unlawful  use  of  a weapon.  He  had 
long-standing  history  of  drug  abuse,  but  no  prior 
psychiatric  hospitalizations.  He  had  begun  exclu- 
sive use  of  amphetamines  about  six  months  be- 
fore his  arrest.  About  a week  prior  to  the  incident 
that  led  to  his  arrest,  he  began  injecting  intrave- 
nously large  amounts  of  phenmetrazine  (up  to 
l,500mg.  daily)  and  methylphenidate  (up  to 
300mg.  daily).  A few  days  later  he  developed  the 
delusional  idea  that  he  was  followed  in  the  streets 
of  the  city  by  strangers.  In  the  evening  before  his 
arrest,  believing  that  he  was  going  to  be  assassi- 
nated, he  resorted  to  an  abandoned  house  in  or- 
der to  escape  from  his  “persecutors”.  Sub- 
sequently, using  rags  and  gasoline,  he  made  small 
balls  of  inflammable  mass,  (Molotov  cocktails)  a 
weapon  he  was  planning  to  use  against  his  “per- 
secutors” as  soon  as  they  would  enter  the  house. 
He  remained  alert  throughout  the  night  waiting 
for  his  “enemies.”  The  next  day  he  came  out  of 
the  house  carrying  the  original  weapon  in  a plastic 
bag,  but  his  suspicious  behavior  attracted  the  at- 
tention of  the  guards  of  a nearby  factory,  who 
placed  him  under  arrest. 

Case  Two— A 26-year-old  single  white  man  was 
arrested  on  the  charge  of  attempted  murder  and, 
after  he  was  found  unfit  to  stand  trial,  was  re- 
ferred to  the  Illinois  State  Psychiatric  Institute  for 
an  evaluation  of  his  need  for  mental  treatment. 
He  denied  any  prior  psychiatric  treatment,  but  he 
admitted  use  of  a variety  of  illicit  drugs  (marijua- 
na, LSD,  amphetamines,  cocaine)  since  the  age 
of  20.  For  several  months  before  his  arrest  he  was 
using  exclusively  amphetamines  (60-90mg.  dai- 
ly) orally.  Then  gradually  he  became  irritable, 
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quarrelsome,  suspicious.  Suspecting  some  sort  of 
“conspiracy”  against  him  by  his  co-workers,  he 
bought  and  brought  with  him  a sharp  instrument 
for  self-defense  in  case  of  an  attack  by  the  “con- 
spirators.” Believing  that  he  was  followed,  he 
would  go  to  work  by  a different  route  each  time. 
About  a week  before  the  arrest  incident  he 
bought  a gun  for  more  effective  self-defense. 
During  this  week,  in  order  to  alleviate  his  mount- 
ing anxiety,  he  increased  the  number  of  amphet- 
amine tablets  he  was  taking  daily.  On  the  day  of 
his  arrest,  while  he  was  in  the  car  of  a co-worker, 
he  was  seized  by  the  idea  that  the  men  in  the 
group  were  going  to  assassinate  him  and  acting 
upon  this  belief,  he  took  out  his  gun  and  started 
shooting  at  them 

Case  Three— A 20-year-old  single  white  man 
with  a history  of  amphetamine  abuse  since  early 
adolescence  was  arrested  on  the  charge  of  un- 
lawful use  of  weapon.  He  had  been  arrested  three 
times  in  the  past  for  burglarizing  drug  stores  in 
search  of  amphetamines.  There  was  no  history  of 
prior  psychiatric  treatment.  About  two  weeks  be- 
fore the  arrest  incident  he  was  dismissed  from  his 
job  as  a file  clerk,  because  he  became  involved  in 
a physical  fight  with  a co-worker.  Looking  for  a 
job  he  went  to  a nearby  convent,  where  he  had 
worked  in  the  past,  but  he  was  turned  down  im- 
mediately, apparently  because  of  his  rude  behavi- 
or. To  alleviate  feelings  of  sadness  and  humili- 
ation generated  by  this  incident,  he  took  an  un- 
determined number  of  tablets  one  after  the  other 
upon  returning  home.  A few  hours  later  he  began 
experiencing  auditory  hallucinations— “voices” 
in  a foreign  language,  the  sound  of  a siren.  Then, 
excited,  irritable,  unable  to  sleep,  he  became  pre- 
occupied with  feelings  of  vengeance  against  the 
nuns.  Around  3:00a.m.  he  returned  to  the  con- 
vent carrying  a shotgun.  At  first,  he  shot  at  the 
lights  of  the  door,  but  he  failed,  then  he  shot 
repeatedly  at  the  door.  Apparently,  he  was  unable 
to  break-in  and  shortly  after  was  arrested  by  the 
police,  while  outside  the  convent. 

Case  Four— This  is  the  case  of  a 43-year-old 
white  married  man  accused  of  murder.  He  had 
history  of  alcoholism  and  drug  abuse  and  had 
spent  three  years  in  the  state  penitentiary  for 
molesting  a minor.  The  crime  was  committed  af- 
ter excessive  drinking  and  subsequent  intake  of 
undetermined  number  of  amphetamine  tablets. 
Returning  home  by  bus  he  shot  and  killed  an- 
other passenger,  whom  he  did  not  know,  believ- 
ing momentarily  that  the  latter,  as  he  moved  his 
hand  into  the  inside  pocket  of  his  coat,  was  going 
to  draw  a gun  and  kill  him.  There  was  no  history 


of  prior  psychiatric  treatment. 

Case  Five— A 24-year-old  single  white  man, 
hospitalized  in  the  past  twice  with  the  diagnosis  of 
paranoid  schizophrenia,  was  found  unfit  to  stand 
trial  on  the  charge  of  murder.  An  amateur  printer 
and  photographer,  he  had  used  a variety  of  psy- 
chedelic drugs  believing  that  these  substances 
would  enhance  his  sensibility  and  improve  the 
quality  of  his  art.  For  several  weeks  before  the 
arrest  incident  he  was  preoccupied  with  the  delu- 
sional belief  that  “certain”  individuals  motivated 
by  jealousy  of  his  success  as  an  artist,  were  or- 
ganizing a “conspiracy”  against  him.  He  sudden- 
ly “realized”  that  the  deaths  in  the  past  year  of 
two  close  relatives  and  two  friends  of  his  were  not 
a mere  coincidence,  but  part  of  an  organized 
“plot”  against  him  and  his  family,  and  reached 
the  conclusion  that  the  “conspirators”  were  pre- 
paring his  own  assassination.  On  the  day  of  the 
arrest  incident,  after  taking  six  amphetamine  tab- 
lets, he  went  to  a friend’s  party.  There,  upon 
seeing  an  individual  carrying  a pan  full  of  boiling 
water,  the  idea  came  to  him  that  this  person  be- 
longed to  the  group  of  “conspirators”  and  was 
going  to  pour  the  boiling  water  on  his  head. 
Therefore,  using  a gun  he  carried  for  self-de- 
fense, he  killed  the  man. 

Case  Six—  A 20-year-old  single  white  man  with 
history  of  amphetamine  abuse  since  age  14  was 
arrested  for  attempted  murder.  He  had  been  us- 
ing the  drug  orally,  five  to  six  tablets  of  un- 
determined strength  daily.  He  reported  that  after 
continuous  use  of  the  drug  for  several  weeks  he 
would  become  irritable,  suspicious  and  prone  to 
become  involved  in  Fights  with  others.  Abstain- 
ing from  its  use  for  several  weeks,  he  would  feel 
depressed,  emotionally  empty,  and  often  think  of 
suicide.  The  victim  of  the  crime  for  which  he  was 
arrested  was  his  own  mother.  Upon  seeing  him 
taking  the  drug,  she  attempted  to  advise  him 
against  its  use  but  this  infuriated  the  patient,  who 
grabbed  a fork  and  attacked  her  with  it  inflicting 
serious  wounds  on  her  face  and  other  parts  of  her 
body. 

There  was  no  history  of  prior  psychiatric  treat- 
ment or  prior  arrests. 

Case  Seven— This  is  the  case  of  a 22-year-old 
single  white  man  who  began  using  methamphet- 
amine  and  barbiturates  about  5 years  prior  to  his 
most  recent  arrest  for  burglary  of  a drug  store.  He 
had  been  arrested  twice  before  on  similar  charges. 
There  was  no  history  of  prior  psychiatric  treat- 
ment. His  pattern  of  amphetamine  intake  consist- 
ed of  intravenous  injections  of  methamphet- 
amine  three  to  four  times  daily  for  several  days, 
followed  by  a two  to  three  day  interval  of  rest.  He 


376 


Illinois  Medical  Journal 


was  using  for  that  purpose  usually  30  tablets  of  15 
mg.  strength  which  he  was  dissolving  into  boiling 
water.  Subsequently,  he  would  inject  the  solution 
after  removal  of  the  coating  with  a piece  of  cot- 
ton. He  reported  that  shortly  before  his  arrest,  he 
used  to  stay  up  all  night  taking  his  radio  apart  and 
putting  it  back  together  repeatedly.  There  was  no 
evidence  of  delusional  or  hallucinatory  experi- 
ences. 

Case  Eight—  A 31 -year-old  single  white  man 
with  a history  of  three  previous  arrests  and  con- 
victions for  burglary  was  arrested  once  again  for 
burglary  of  a drug  store.  A former  heroin  user,  he 
had  begun  to  use  amphetamines  about  three 
months  before  his  arrest.  The  burglary  was  at- 
tempted in  search  of  amphetamines,  the  last  sup- 
plies of  which  he  had  used  a few  hours  before  the 
incident.  His  drug  intake  pattern  consisted  pri- 
marily in  intravenous  injection  of  phenmetrazine. 
He  described  his  mental  state  after  intake  of  the 
drug  as  follows:  “It  gives  me  self-confidence  ...  I 
think  fast,  I talk  fast  ...  it  increases  my  sexual 
drive  ...  I can  have  sex  with  three  or  four  girls 
one  after  the  other  on  the  same  night.  I feel  the 
whole  world  is  mine.”  There  was  no  evidence  of 
delusions  or  hallucinations. 

Discussion 

In  each  case  described  above  the  use  of  am- 
phetamines was  associated  with  emotional  labili- 
ty, euphoria  and  irritability.  Misinterpretations  of 
reality  and  delusional  ideas  in  the  absence  of  pre- 
existent schizophrenic  illness  were  present  in 
three  cases  (cases  one,  two,  four).  Hallucina- 
tions, specifically  auditory  hallucinations,  were 
described  only  by  one  patient  (case  three)  after 
he  consumed  large  amounts  of  phenmetrazine 
orally.  Stereotyped  behavior  was  noted  in  the  his- 
tory of  one  case  (case  seven)  in  which,  however, 
psychotic  symptoms  were  absent.  History  of  hy- 
persexuality was  given  in  only  one  case  (case 
eight).  In  at  least  one  case  (case  six)  the  patient 
most  likely  resorted  to  the  use  of  amphetamines 
in  order  to  relieve  overt  depressive  symptoma- 
tology. 

Methylphenidate,  an  amphetamine  derivative 
that  was  originally  thought  to  have  only  anorexic 
properties,  was  associated  with  delusions  of  per- 
secution after  intravenous  use  for  several  days  in 
one  case  (case  one)  and  auditory  hallucinations 
after  a single  large  oral  dose  in  another  case  (case 
three).  Cases  seven  and  eight  represent  examples 
in  which  psychological  dependence  on  the  drug 
led  indirectly  to  minor  violations  of  the  law. 

Concerning  the  relationship  between  amphet- 
amine abuse  and  criminal  behavior,  most  in- 


vestigators agree  that  amphetamines  cause  emo- 
tional lability,  suspiciousness  and  impulsivity 
which  could  lead  to  aggressive  and  antisocial 
behavior.  It  is  not  uncommon  for  the  ampheta- 
mine abuser  to  carry  weapons  of  all  kinds  for 
“self-protection”  and  “self-defense”  against  his 
many  “enemies”  as  illustrated  by  the  first  five 
cases.  In  the  case  of  the  schizophrenic  patient 
who  abuses  amphetamines,  the  drug  would  pro- 
bably further  impair  the  patient’s  poor  contact 
with  reality  and  weak  ego  controls  and  increase 
the  likelihood  of  violent  behavior.  This  is  illus- 
trated by  case  five.  Although  the  drug  was  not 
apparently  responsible  for  the  delusions  of  this 
patient,  the  crime  probably  would  not  have  oc- 
curred if  the  patient  had  not  used  amphetamines. 

The  “criminogenic”  effect  of  amphetamines 
has  been  attributed  by  Grinspoon  and  Hedblom6 
to  the  properties  of  these  drugs  to  (1)  focus  atten- 
tion on  immediate  stimuli,  a property  which 
tends  to  make  the  individual  react  in  a reflex- 
like manner;  (2)  cause  psychomotor  stimulation 
which  tends  to  lead  to  immediate  action  and  (3) 
increase  the  tendency  of  the  individual  to  assume 
a “personal  orientation”  in  life,  frequently  mis- 
interpretating  actions  of  others  as  directed  against 
him.  From  the  pharmacological  point  of  view,  the 
psychomotor  excitation,  affective  arousal  and 
paranoid  symptomatology  of  amphetamine  abuse 
have  been  attributed  to  release  of  norepinephrine 
and  dopamine  in  functionally  important  receptor 
sites  in  the  central  nervous  system.8 

Independent  of  the  possible  causes  of  the 
“criminogenic”  effects  of  amphetamines,  the 
cases  reported  above  show  once  again  that 
amphetamine  abuse  may  easily  set  up  conditions 
in  which  criminal  behavior  is  likely  to  occur.  ◄ 
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Case  Reports 


Associated  with  !UD  Insertion 

Spontaneous  Early  Rupture 
Of  A Pregnant  Uterus 

By  Pedro  A.  Poma,  M.D.  and  Christos  Rekkas,  M.D. /Chicago 

Uterine  rupture  is  rare  but  fraught  with  severe  complications.  Awareness  of  spontane- 
ous uterine  rupture  may  assist  in  decreasing  the  high  complication  rate.  Uterine  rupture 
is  commonly  associated  with  a previous  breach  in  the  uterine  wall.  Cesarean  sections, 
hysterotomies,  uterine  manipulation  and  curettage  are  procedures  which  may  affect  the 
integrity  of  the  uterine  wall. 

A case  of  spontaneous  uterine  rupture  at  15th  week  of pregnancy  in  a patient  who  had 
difficulties  with  an  intrauterine  device  (IUD)  is  described.  The  purpose  of  this  report  is  to 
underline  another  predisposing  factor  to  uterine  rupture. 


Uterine  rupture  is  a relatively  rare 
but  frightful  experience  associated 
with  high  mortality,  especially  when 
the  diagnosis  and  treatment  are  de- 
layed. Most  uterine  ruptures  occur 
toward  the  end  of  pregnancy.  These 
ruptures  are  commonly  associated 
with  labor  in  patients  with  previous 
uterine  scars  (such  as  those  from 
cesarean  sections,  hysterotomies, 
myomectomies,  and  cornual  resec- 
tions), and  with  the  improper  use  of 
oxytocics,  with  operative  vaginal 
deliveries,  unrecognized  maternal 
and  fetal  anomalies  and  inadequate 
labor  management.1 

Uterine  rupture  before  the  onset 


of  labor  is  more  rare,  and  more 
commonly  overlooked.  Obvious 
causes  of  uterine  rupture  include 
blunt  or  penetrating  trauma,  the 
first  usually  more  difficult  to  diag- 
nose because  it  is  associated  with  an 
asymptomatic  interval.2  Pre- 
disposing factors  for  uterine  rupture 
include  adenomyosis,  uterine  con- 
genital anomalies,  degenerating  my- 
omas, cornual  pregnancies,  uterine 
wall  invasion  by  trophoblastic  tis- 
sue, severe  uterine  infection,  histo- 
ry of  vigorous  currettage  and  deep 
cervical  lacerations.3 

There  are  also  several  cases  de- 
scribed in  the  literature  of  uterine 


rupture  during  the  second  trimester 
of  pregnancy.  In  these  cases,  rup- 
ture was  associated  with  the  use  of 
oxytocics  in  patients  with  or  without 
uterine  scars.4,5  It  is  easy  to  assume 
that  all  previously  mentioned  causes 
may  contribute  to  uterine  rupture  at 
any  stage  of  pregnancy. 

The  following  report  describes  the 
case  of  a patient  with  spontaneous 
uterine  rupture  at  the  15th  week  of 
pregnancy.  The  patient  had  pre- 
viously used  an  IUD. 


Report  of  a Case 

A 25-year-old  woman,  Para  1001 
was  admitted  with  a diagnosis  of  Hy- 
permesis  Gravidarum.  Her  last 
menstruation  had  begun  on  Sep- 
tember 1,  1974.  She  complained  of 
vomiting  accompanied  by  abdomi- 
nal cramps,  and  the  passage  of  loose 
stools  had  ensued  three  hours  be- 
fore admission.  She  appeared  pale. 
Her  weight  was  99.8Kg;  her  blood 
pressure  180/100mmHg;  her  pulse 
100/minute.  There  was  abdominal 
guarding,  and  a “vague”  infraum- 
bilical  palpable  mass  was  described. 
The  bowel  sounds  were  present.  Her 
hemoglobin  was  10.4gm,  hematocrit 
32%,  Group  O Rh  positive. 

Seven  hours  later,  the  diagnosis 
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Figure  1 


of  acute  abdomen  was  considered. 
Gynecological  consultation  was 
sought  15-hours  later.  Then,  blood 
pressure  was  106/70mmHg  and 
pulse  124/minute.  The  abdominal 
mass  was  noted  at  5cm  above  the 
umbilicus.  The  cervix  was  closed 
and  there  was  no  evidence  of  bleed- 
ing or  bulging  of  the  cul-de-sac. 

A blood  transfusion  was  begun 
following  the  diagnosis  of  hemoperi- 
toneum.  Hemoglobin  was  8.5gm 
and  hematocrit  24%  before  lap- 
arotomy. Through  an  infraumbilical 
vertical  incision  the  hemoperito- 
neum  was  confirmed.  The  uterus 
showed  a fundal  rent,  and  a normal 
appearing,  17.5cm  female  fetus  was 
found  free  in  the  abdominal  cavity; 
her  weight  was  96gm.  The  fetus  was 
attached  by  an  18cm  umbilical  cord 
to  the  placenta  (still  in  the  intrauter- 
ine cavity  implanted  in  the  posterior 
wall)  through  the  fundal  laceration 
(Figure  1).  After  the  placenta  was 
removed,  the  ragged  edges  of  the 
5cm  fundal  laceration  were  excised 
and  closed  with  two  layers  of  con- 
tinuous and  one  of  interrupted  size 
“0”  chromic  catgut. 

The  patient  was  given  five  units  of 
compatible  pack-cells.  On  histologic 
examination  the  uterine  wall  edges 
were  found  to  be  unremarkable;  pla- 


centa was  bloodless  with  some  hy- 
dropic villi  at  histological  study. 

Review  of  records  showed  that  in 
1970,  this  patient  delivered  a male 
infant  3120gm.  Her  pregnancy  was 
complicated  by  excessive  weight 
gain  and  arterial  hypertension.  She 
had  a spontaneous  vaginal  delivery, 
without  evidence  of  lacerations;  the 
uterine  cavity  was  not  explored.  The 
postpartum  course  and  check-up 
were  unremarkable.  She  returned  to 
have  a Lippes  Loop  D inserted, 
which  had  to  be  removed  2 months 
later  because  of  pain  and  bleeding 
since  insertion.  She  took  oral  con- 
traceptives for  the  following  18 
months  and  then  they  were  discon- 
tinued due  to  arterial  hypertension. 
In  June,  1973,  a Daikon  shield  was 
inserted;  she  tolerated  it  for  the  fol- 
lowing 12  months  despite  the  pain 
and  bleeding.  After  this  device  was 
removed  she  discontinued  con- 
traception. She  had  no  previous  his- 
tory of  curettage,  other  pelvic  sur- 
gery or  infection. 

This  patient  was  discharged  on 
the  seventh  postoperative  day  and 
her  follow-up  was  uneventful.  Dur- 
ing 1978  she  became  pregnant  again 
and  delivered  vaginally  without 
complication,  except  arterial  hyper- 
tension. 


Discussion 

Uterine  rupture  during  pregnancy 
is  presently  rare,  but  incidence  is 
likely  to  increase  in  conjunction 
with  incidence  of  cesarean  section 
and  hysterotomy.  Uterine  rupture, 
which  occurs  during  labor  or  abor- 
tion, usually  occurs  at  the  lower 
uterine  segment.  The  rupture  be- 
fore labor  and  earlier  in  pregnancy 
almost  always  occurs  at  the  corpus.3 
Bleeding  of  the  lower  uterine  seg- 
ment rupture  may  be  evident 
through  the  vagina,  although  the 
parametrium  commonly  becomes 
infiltrated.  Bleeding  of  the  upper 
segment  rupture  is  intra-abdominal 
bleeding.  Thus,  uterine  rupture  dur- 
ing the  first  half  of  pregnancy  is 
commonly  considered  a “rupture 
ectopic  pregnancy.” 

A fast  pulse  is  an  important  and 
reliable  sign  of  uterine  rupture.  The 
diagnosis  should  always  be  consid- 
ered in  the  presence  of  a fast  pulse, 
even  with  a normal  hemoglobin  val- 
ue, because  this  value  falls  slowly 
and  may  be  deceiving. 

Felmus  and  coworkers3  reviewed 
the  literature  (1850-1953)  and  sum- 
marized 116  cases,  adding  five  new 
cases  of  spontaneous  uterine  rup- 
ture of  an  intact  uterus  before  the 
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onset  of  labor.  Twenty-three  per- 
cent of  their  121  cases  had  had  pre- 
vious uterine  manipulation  (cu- 
rettage which  removed  considerable 
amount  of  myometrial  tissue  or 
manual  removal  of  the  placenta).  In 
28%  of  their  cases,  the  rupture  oc- 
curred before  six  months’  gestation. 

Our  search  of  the  literature  failed 
to  find  additional  cases  of  spontane- 
ous rupture  of  a pregnant  uterus  be- 
fore the  onset  of  labor  without  the 
association  of  well-known  etiologi- 
cal and  predisposing  factors.  There 
were  some  exceptions  such  as  the 
case  of  spontaneous  rupture  at  the 
twentieth  week,6  and  another  at 
24th  week  with  a dead  fetus  reten- 
tion for  2.5  years.7 

After  a review  of  the  multiple  out- 
patient and  inpatient  records  in  our 
case,  none  of  the  reported  etiologi- 
cal and  predisposing  factors  could  be 
identified.  The  only  information  of 
etiological  importance  is  that  related 
to  secondary  effects  related  to  this 
patient’s  IUD  insertion.  Pain  and 
bleeding  finally  required  IUD  re- 
moval. 

Another  Case 

Bateman8  presented  a patient  with 
spontaneous  uterine  fundal  rupture 
at  the  22nd  week  of  a twin  gestation. 
His  patient  had  an  antecedent  of 
uterine  perforation  during  a cu- 
rettage for  incomplete  abortion.  She 
also  had  the  history  of  a possible 
mole.  The  incidence  of  uterine  per- 
foration during  curettage  varies  ac- 
cording to  the  physician’s  experi- 
ence. The  incidence  is  higher  with 
less  experience,  and  the  occurrence 
of  perforation  may  not  even  be  rec- 
ognized. Many  uterine  perforations 
probably  go  unreported.  The  inci- 
dence of  perforation  in  elective 
abortion  cases  varies  from  0.04%  to 
1.5%.9  The  uterine  sound  is  com- 
monly the  perforating  instrument.9 
It  is  worth  noting  that  Nathanson,  in 
order  to  decrease  the  incidence  of 
uterine  perforation  during  termi- 
nation of  pregnancies,  does  not 
accept  patients  with  uterine  scars  or 
with  histories  of  three  or  more  cu- 
rettages for  any  reasons.9  He  also 
emphasizes  the  increased  risk  of 
perforation  associated  with  close- 
space  pregnancies. 

The  incidence  of  uterine  per- 
foration during  IUD  insertion 


(whether  this  occurs  while  probing 
the  uterus  with  a sound,  with  the 
IUD  applicator  or  with  the  IUD 
itself)  is  also  difficult  to  determine 
precisely.  This  is  a one-person  pro- 
cedure, almost  impossible  to  check 
and  difficult  to  teach,  unless  severe 
complications  develop.  The  accept- 
ance of  the  fact  that  uterine  per- 
forations indeed  occur  during  IUD 
insertion  helps  tef  explain  the  pres- 
ence of  extrauterine  IUDs,  rather 
than  merely  accepting  the  theory  of 
the  “wandering  loop’’  working  its 
way  throughout  the  uterine  wall. 
Uterine  perforation  during  insertion 
is  painless.  Some  patients  may  re- 
main asymptomatic  for  prolonged 
periods,  as  occurred  to  the  patient 
described  by  Saronwala  and  cowork- 
ers.10 This  patient  had  an  IUD  re- 
moved by  suprapubic  cystotomy 
seven  years  after  its  insertion.  Ex- 
trauterine devices  should  be  re- 
moved as  soon  after  diagnosis  as  is 
possible. 

Uterine  perforations  dan  be  either 
incomplete  or  complete  (perforation 
though  the  entire  thickness  of  the 
uterine  wall).  Pain  and  bleeding  are 
commonly  expected  after  this  com- 
plication. Recently,  laparosco- 
pictrocar  and  electrocautery  uterine 
fundal  injury  have  been  associated 
with  spontaneous  rupture  of  a 
primigravid  uterus  during  the  third 
trimester11  affirming  the  etiological 
importance  of  myometrial  wall  in- 
jury. 

When  uterine  rupture  occurs,  the 
retraction  of  uterine  musculature  af- 
ter extrusion  of  its  contents  often 
prevents  total  exsanguination.  Fun- 
dal rupture  is  somewhat  removed 
from  the  main  blood  supply,  which 
allows  less  bleeding  than  in  cases  of 
cornual  pregnancy. 

Due  to  our  patient’s  age  and  par- 
ity, the  uterine  laceration  was  su- 
tured. She  has  since  successfully  de- 
livered vaginally.  Suture  of  uterine 
laceration  should  be  considered:  (a) 
when  the  patient’s  condition  is 
poor;  (b)  when  suturing  is  techni- 
cally feasible;  (c)  when  there  is  no 
infection  or  extensive  necrosis  and 
(d)  when  the  patient  is  young  and 
desires  more  children.  In  sub- 
sequent pregnancies,  these  patients 
should  have  elective  cesarean  sec- 
tions soon  after  fetal  maturity  is  evi- 
dent.12 


Uterine  perforations  occur  more 
often  than  is  reported.  Cases  similar 
to  that  described  here  are  apt  to  oc- 
cur even  more  frequently  as  inci- 
dence of  curettage  and  IUD  use 
increase. 

Spontaneous  uterine  rupture  dur- 
ing pregnancy  must  be  also  consid- 
ered in  patients  who  have  symp- 
toms compatible  with  abortion  or 
hemoperitoneum  and  also  in  those 
who  have  histories  of  intrauterine 
manipulation,  including  IUD  inser- 
tions. A 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis’ 


Xtophiltl'  tnflUin- 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S. 
pneumoniae  or  H.  influenzae. 8 
Note:  Cedor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever.  See  prescribing 
information. 
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Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 
Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients . 

Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients). 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported.  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40). 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200).  [io3osor] 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  * (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS. 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY.  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  ANDTHERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE). 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
betaken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics.  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur. 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drua  for 
use  in  human  pregnancy  has  not  been  established . 

The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus. 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established. 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacteria!  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulyules1®,  250  and  500  mg 


EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity  Stritch  School  of  Medicine 


This  patient  is  a sixty-three  year  old  man  who  complained  of  an  intermittent,  irregular 
heart  beat.  He  had  taken  some  propranolol  in  low  doses  and  found  that  it  worsened  his 
palpitations.  There  were  no  associated  symptoms.  His  physical  examination  demonstrat- 
ed a mid-systolic  click  and  a late  systolic  murmur.  An  echocardiogram  demonstrated  a 
mitral  valve  prolapse.  A multistage  exercise  ECG  test  was  ordered.  The  ECG  strip  shown 
is  from  the  end  of  exercise  to  the  early  recovery  period. 


Questions: 

1.  The  ECG  shows: 

a.  Accelerated  idioventricular  rhythm. 

b.  Cycle  dependent  bundle  branch  block. 

c.  Paroxysmal  supraventricular  tachycardia. 

d.  Frequent  premature  ventricular  beats,  a 
couplet  of  ventricular  beats  and  a short 
run  of  multifocal  ventricular  tachycardia. 

e.  Exercise  induced  ST  segment  depression. 

2.  The  following  statement  (s)  is/are  true: 

a.  This  valvular  abnormality  is  alleged  to  re- 
sult from  fibromyxomatous  degeneration 


of  the  mitral  valve. 

b.  Mitral  valve  prolapse  has  been  associated 
with  atrial  septal  defects,  rheumatic  heart 
disease,  coronary  artery  disease,  idiopath- 
ic hypertrophic  subaortic  stenosis,  as  well 
as  skeletal  deformities. 

c.  Mitral  valve  prolapse  has  been  described 
in  over  20%  of  healthy  females  with  the 
use  of  the  echocardiogram. 

d.  Sudden  death  has  been  described  in  1.4% 
of  patients  with  mitral  valve  prolapse  and 
arrhythmias. 

e.  All  of  the  above. 


(Continued  on  page  406) 
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**Blumklotz,  Bruno,  Chicago,  died  March  29, 
1981  at  the  age  of  82.  He  was  a 1924  graduate  of 
the  Friedrick-Wilhelmes  University  Medical 
School,  Berlin,  Prussia. 

*Boysen,  Raymond  Theodore,  Rock  Island,  died 
April  27,  1981  at  the  age  of  74.  He  was  a 1936 
graduate  of  the  Chicago  Medical  School. 

*Chechile,  Dominic  T.,  Chicago,  died  April  30, 
1981  at  the  age  of  70.  He  was  a 1939  graduate  of 
the  Loyola  University  Stritch  School  of  Medicine. 

**Cottle,  Maurice,  Chicago,  died  May  5,  1981  at 
the  age  of  85.  He  was  a 1929  graduate  of  the 
University  of  Illinois  Medical  School. 

*Danilevicius,  Zenonas,  Chicago,  died  April  15, 
1981  at  the  age  of  66.  He  was  a 1938  graduate  of 
the  Kaunas  Medical  Institute,  Kaunas,  Lithuania. 

*Fisk,  Kenneth,  New  Mexico,  formerly  of  Ben- 
senville,  died  January  16,  1981  at  the  age  of  78. 
He  was  a 1932  graduate  of  the  Chicago  Medical 
School. 

**Helwig,  Alvin,  Tinley  Park,  died  April  29, 
1981.  He  was  a 1906  graduate  of  the  University  of 
Illinois. 

*Hempel,  Warren  V.,  Alton,  died  April  18,  1981 
at  the  age  of  70.  He  was  a 1943  graduate  of  the  St. 
Louis  University  School  of  Medicine. 

*Karwoski,  Agnes  L.,  Chicago,  died  March  6, 
1981  at  the  age  of  66.  Dr.  Karwoski  was  a 1939 
graduate  of  the  Loyola  University  Stritch  School 
of  Medicine. 

**Kearney,  James  Francis,  Chicago,  died  April 
14,  1981  at  the  age  of  78.  He  was  a 1929  graduate 
of  the  Loyola  University  Stritch  School  of  Medi- 
cine. 

*KeIly,  Frank  B.,  Chicago,  died  April  18,  1981, 
at  the  age  of  88.  He  was  a 1921  graduate  of  Rush 
Medical  School. 

*Patt,  John  Edward,  Chicago,  died  March  27, 
1981,  at  the  age  of  72.  He  was  a 1937  graduate  of 
the  Loyola  University  Stritch  School  of  Medicine. 

*Payne,  Helen  V.,  Chicago,  died  March  22,  1981 
at  the  age  of  64.  Dr.  Payne  was  a 1942  graduate  of 
Harvard  University. 

*Ramsay,  Samuel  W.,  Chicago,  died  January  1, 


1981  at  the  age  of  84.  He  was  a 1924  graduate  of 
the  Loyola  University  Stritch  School  of  Medicine. 

**Rappaport,  Ben  Z.,  Highland  Park,  died  April 
26,  1981  at  the  age  of  84.  He  was  a 1923  graduate 
of  the  University  of  Illinois. 

*Shufflebarger,  Forrest  G.,  Chicago,  died  March 
17,  1981  at  the  age  of  76.  He  was  a 1936  graduate 
of  Northwestern  University. 


**Somers,  Harry  V.,  Chicago,  died  March  23, 
1981  at  the  age  of  83.  He  was  a 1925  graduate  of 
the  Loyola  University  Stritch  School  of  Medicine. 

**Tarnawski,  Alex,  Elgin,  died  April  27,  1981  at 
the  age  of  84.  He  was  a 1930  graduate  of  the 
Loyola  University  Stritch  School  of  Medicine. 

*Weissman,  Louis,  Chicago,  died  April  16,  1981 
at  the  age  of  66.  He  was  a 1940  graduate  of  the 
Chicago  Medical  School. 


*Zajdzinski,  Sigmund  V.,  Chicago,  died  April 
21,  1981  at  the  age  of  78.  He  was  a 1932  graduate 
of  the  Chicago  Medical  School. 


* Indicates  ISMS  member 

"""Indicates  ISMS  member  of  the  fifty  year  club 


SPECTRUM 

EMERGENCY  CARE,  INC., 
HAS  EMERGENCY  MEDICINE 
OPPORTUNITIES 
THROUGHOUT  THE 

MIDWEST 


Director  and  Clinical  positions  available 

Guaranteed  annual  income  with  production- 
based  bonus  (i.e.  fee-for-service) 

Professional  liability  insurance  provided 

Scheduling  and  patient  volumes  according  to 
individual  desires 

No  on-call  involvement,  your  free  time  is  just 
that  - free 

Continuing  medical  education  bonus  program 


• Support  of  experienced  specialists  in  all 
aspects  of  your  practice 

For  further  details  send  your  credentials  in  complete 
confidence  to  970  Executive  Parkway,  St.  Louis,  MO 
63141  or  for  more  immediate  consideration  call  Michelle 
Grimm  toll-free  at  1-800-325-3982. 
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The  Art  of  Professionism 

By  David  Olive,  M.D. /Evanston 
Delegate,  ISMS/RPS 


The  title  “professional”  is  a prominent  stand- 
ard of  achievement  in  our  society.  The  historic 
“respectability”  of  a white  collar  job  has  been 
replaced  by  the  desire  to  become  a professional.  If 
one  examines  the  etymology  of  the  word  pro- 
fession, it  becomes  apparent  that  medicine  was 
one  of  the  first  groups  to  gain  professional  recog- 
nition in  the  sense  that  the  term  is  used  today.  It 
is  also  clear  that  medicine  has  often  served  as  the 
norm  by  which  all  other  professional  groups  are 
judged.  Analysis  of  the  development  of  medicine 
as  a profession  has  produced  criteria  by  which  the 
term  is  defined. 

The  pioneer  sociological  work  on  the  subject  of 
professions  was  by  Carr-Saunders  and  Wilson  in 
1933.  They  and  others  have  concluded  that  the 
key  attributes  of  a profession  are  (1)  possession 
of  specialized  techniques  for  giving  service  to 
those  served;  (2)  acquiring  the  techniques 
through  a substantial  program  of  intellectual 
study;  (3)  basing  the  techniques  upon  a body  of 
scientific  knowledge  with  ongoing  research;  (4) 
the  ability  to  enforce  standards  and  control  access 
to  the  occupation  and  (5)  reimbursement  by  sala- 
ries or  fees  for  service,  rather  than  making  a prof- 
it. More  peripheral  characteristics  include  author- 
ity, prestige,  and  a code  of  ethics. 

Notably  missing  from  the  criteria  is  creation  of 
specialized  terminology.  This  is  one  area  in  which 
medicine  has  excelled.  In  an  attempt  to  empha- 
size its  differences  from  other  competing  groups, 
medicine  originally  resorted  to  Latin.  Today,  the 
obfuscation  is  couched  in  Latin-derived  scientific 
terminology.  At  no  point  was  the  objective  of 
such  specialized  terms  to  provide  a better  under- 
standing for  patients.  The  effect  was  just  the  op- 
posite, to  help  create  the  “mystique  of  medi- 
cine.” Much*of  this  mystique  has  been  incorpo- 
rated into  educational  programs,  with  the  result 
that  medical  education  now  includes  an  initiation 
into  the  secrets  of  the  profession  and  a develop- 
ment of  an  “in  group”  point  of  view.  Evidence  of 
such  is  seen  in  the  use  of  terms  such  as  “eryth- 


ematous”rather than  the  equally  descriptive 
“red.”  Patients  don’t  scratch  an  “itch”,  they 
scratch  “pruritis.”  It  appears  that  the  mystique  of 
medicine  is  as  strong  as  ever.  Moreover,  as  anx- 
iety regarding  professional  status  increases, 
members  of  the  profession  appear  to  adhere  even 
more  rigidly  to  such  nonprofessional  devices. 

Recently,  there  has  been  a push  by  other 
groups  involved  in  health  care  to  attain  pro- 
fessional status.  Interestingly,  among  the  initial 
tacks  taken  by  such  groups  of  workers  is  the  crea- 
tion of  a unique,  elitist  terminology.  “Patients,” 
according  to  the  nursing  profession,  become  “cli- 
ents.” Why?  Ostensibly  because  the  term  is  less 
unidirectional;  less  condescending  than  patient. 

But  in  fact,  client  is  defined  as  a person  de- 
pending upon  another,  whereas  a patient  is  a per- 
son receiving  care  or  treatment  (Webster’s  New 
World  Dictionary,  Second  College  Edition).  It 
appears  that  nursing  has  discarded  a term  closely 
aligned  with  their  intent  in  favor  of  one  which  is 
much  less  acceptable  in  definition.  However,  a 
great  deal  of  importance  is  seen  in  the  fact  that 
client  is  a new  and  different  term,  a word  which 
helps  set  the  nursing  profession  apart  from  medi- 
cine. Similar  thinking  results  in  surveys  used  in 
patient  research  being  termed  “tools”  by  nurs- 
ing, and  “instruments”  by  social  workers. 

Such  unnecessary  semantic  equivocation  might 
be  termed  the  art  of  “professionism;”  that  is,  an 
attempt  to  define  a profession  by  sleight  of  hand. 
If  those  in  medicine,  nursing,  social  work,  and 
other  health  care  groups  truly  believe  that  they 
are  professionals,  they  must  recognize  that  utiliz- 
ing such  a technique  only  obscures  the  real 
issues.  Specialized  language  for  its  own  sake  is 
merely  professionistic  impersonation,  and  no 
group  relying  upon  such  a device  will  ever 
achieve  professional  recognition  when  examined 
with  scrutiny.  The  time  has  come  for  such  groups 
to  promote  their  professionalism  along  estab- 
lished, accepted  criteria.  After  all,  these  criteria 
are  the  real  strength  of  the  profession.  A 
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Introducing 

TELEPORT 

The  really  portable  telephone! 


• Just6'/2  inches  tall. 

• Weighs  less  than  one  pound. 

• Standard  telephone  dial. 

• Combination  speaker-mouthpiece, 

• Places  and  receives  calls  through 
standard  phone  lines. 

• Rechargeable  flat-pack  battery 
(easily  removable). 

• Rugged  metal-framed 
polycarbonate  case. 


IT'S  AS  PORTABLE  AS  A PAGER.  But 

Teleport  is  a fully  functional  telephone. 

With  the  unique  Teleport,  you  can 
conduct  normal  phone  calls— even  long 
distance— from  anywhere  in  your  city. 
Ftom  your  car,  a restaurant,  a sports  arena, 
literally  anywhere.  Teleport  uses  readily 
available  radio  frequencies  to  place  and 
receive  calls  via  standard  phone  lines. 

TO  PLACE  A CALL:  Just  key  in  your 
code  number,  wait  for  a dial  tone,  then 
place  your  call  as  you  normally  would. 

TO  RECEIVE  A CALL:  Tfeleport  sounds  a 
tone  just  like  a pager.  But  you  can  answer 
Teleport  like  a telephone. 


Technical  Communication  Design 

P.O.  Box  2484 
Springfield,  Illinois  62705 


TELEPORT 

The  really 

portable 

telephone! 


217-546-9576 


Write  or  call  for  further  information. 


Illinois  Society,  American  Association 
of  Medical  Assistants 


AAMA,  ILLINOIS  SOCIETY 
25th  ANNUAL  CONVENTION 

Over  200  Medical  Assistants  convened  at  the  Sheraton  Homewood  Inn  recently  for  a very  successful 
convention.  The  educational  sessions  were  well  attended  and  Continuing  Education  Units  (CEU)  were 
awarded  to  the  participants. 


Mary  Lu  Ostrowski,  CMA,  president,  Illinois  Society, 
AAMA  (L)  and  Elaine  Kaiser,  CMA,  immediate  past  presi- 
dent. 


Dr.  Leslie  Schwartz,  physician  advisor  (R)  and  Magda 
Brown,  member,  Board  of  Trustees. 


Dr.  Thomas  Harwood,  physician  advisor,  Illinois  Society 
and  Master  of  Ceremonies,  Inaugural  Banquet,  and  Mrs. 
Harwood. 


Luella  Mitchell,  (L)  Illinois  Society  speaker  of  House  of 
Delegates  with  Dr.  Tibor  Czeisler,  president,  South  Cook 
County  Branch,  Chicago  Medical  Society,  and  Mrs.  Czeis- 
ler. 


Dr.  Robert  Hartman,  ISMS  liaison  & physician  advisor, 
and  Mrs.  Hartman. 


Dr.  & Mrs.  Eugene  Scherba  and  Dr.  Basiiio  Bolumen,  phy 
sician  employers  and  guests. 
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Surgery 


Medicine 


Fiberoptic  Colonoscopy 

For:  Surgeons.  Internists.  FP's.  Lecture,  August  5 (2  Vi 
days),  Chicago.  Speaker:  Herand  Abcarian,  MD 
Sponsor:  Cook  County  Graduate  School  of  Medicine, 
707  S.  Wood  St.,  Chicago  60612  Fee:  $400.  Reg. 
limit:  40.  Credit:  Category  1,15  hours.  Contact: 
Robert  Baker.  MD.  Phone:  312/733-2800 


Surgery 

Coagulation  Problems  Related  to  Preoperative  Pro- 
cedures 

For:  MD’s.  Lecture.  August  7,  Chicago.  Speaker:  Hau 
Kwaan,  MD.  Sponsor:  Grant  Hospital,  550  W.  Webster, 
Chicago  60614  Credit:  Category  1,  1 hour.  Contact: 
Robert  Mutterperl,  DO. 


SEPTEMBER 

Chest  Diseases 

Symposium  on  Pulmonary  Diseases 

For:  MD's.  Symposium,  Sept.  4,  1 1,  18  & 25,  Oak  Park. 

Sponsor:  Oak  Park  Hospital,  520  S.  Maple  Ave.,  Oak 

Park.  Fee:  none.  Reg.  limit:  none.  Credit:  Category  1,4 

hours.  Contact:  Charles  Weigel,  MD.  Phone:  312/366- 

7870. 


Hypnosis 

Workshops  on  Clinical  Hypnosis 

For:  MD's.  Workshop,  Sept.  17-20,  St.  Louis,  MO. 
Sponsor:  American  Society  of  Clinical  Hypnosis,  Educa- 
tion and  Research  Foundation,  2400  E Devon  Ave., 
Suite  218,  Des  Plaines  60018.  Fee:  $295.  Reg.  limit: 
none.  Credit:  Category  1,  25  hours;  AAFP  Elective,  25 
hours.  Contact:  William  Hoffman,  Jr  Phone:  3 1 2/297- 
3317. 


Internal  Medicine 

Internal  Medicine  of  the  1980's 
For:  Internists,  FP’s,  GP’s.  Workshop,  Sept.  21-23, 
Chicago.  Speaker:  Ruy  Lourenco,  MD  Sponsor:  U of  I, 
CME,  1 853  W.  Polk  St..  Rm.  144,  Chicago  6061 2.  Reg. 
deadline:  9/7.  Reg.  limit:  200  Fee:  $250.  Credit: 
Category  1,18  hours;  AAFP  Elective,  18  hours. 
Contact:  Sue  Korienek.  Phone:  312/996-8025 


Medicine 

Clinical  Refresher  Course 

For:  GP's.  Course,  Sept.  23-26,  Chicago  Marriott  Hotel 
Sponsor:  Chicago  College  of  Osteopathic  Medicine. 
5206  S.  University  Ave.,  Chicago  60615.  Reg.  dead- 
line: 9/22.  Fee:  $200.  Reg.  limit:  none.  Credit:  AOA, 
21  hours.  Contact:  Marie  Kowalsky.  Phone:  312/947- 
4600 


Medicine 


Breast  Cancer  Update 

For:  MD's.  Lecture,  Sept.  25,  Chicago.  Speaker:  Barry 
Goldsmith,  MD.  Sponsor:  Grant  Hospital,  550  W. 
Webster,  Chicago  60614.  Fee:  none.  Credit:  Category 
1 , 1 hour.  Contact:  Robert  Mutterperl,  DO. 


Medicine 

Office  Dermatology 

For:  MD’s.  Symposium,  Sept  29.  7:00  p.m.,  Vandalia. 
Sponsor:  SIU  School  of  Medicine,  801  N.  Rutledge,  Rm. 
4241,  Springfield  62708.  Reg.  limit:  none  Credit: 
Category  1,  4 hours.  Contact:  Lorraine  Stephenson. 
Phone:  217/782-771  1. 


Stroke  Symposium 

For:  MD's.  Symposium,  Sept.  23,  1:00  p.m.,  Nashville. 
Sponsor:  SIU  School  of  Medicine,  801  N.  Rutledge,  Rm. 
4241,  Springfield  62708  Reg.  limit:  none  Credit: 
Category  1,  4 hours.  Contact:  Lorraine  Stephenson. 
Phone:  217/782-7711. 

Medicine 

Perinatal  Workshop 

For:  MD's.  Symposium,  Sept  18-19,  Springfield 
Sponsor:  SIU  School  of  Medicine,  801  N.  Rutledge,  Rm. 
4241,  Springfield  62708  Reg.  limit:  none  Credit: 
Category  1,  4 hours  Contact:  Lorraine  Stephenson. 
Phone:  21 7/782-7711, 

Medicine 

Cardiology  Symposium  for  Physicians  and  Nurses 
For:  MD's,  RN's.  Symposium,  Sept.  17,  3:00  p.m  , 
Quincy  Sponsor:  SIU  School  of  Medicine,  801  N.  Rut- 
ledge, Rm.  4241,  Springfield  62708.  Reg.  limit:  none 
Credit:  Category  1,  4 hours.  Contact:  Lorraine 
Stephenson  Phone:  217/782-771 1 . 

Medicine 

Nuclear  Medicine 

For:  MD's.  Symposium,  Sept.  1 6,  Marion.  Sponsor:  SIU 
School  of  Medicine,  801  N Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none  Credit:  Category 
1 , 4 hours.  Contact:  Lorraine  Stephenson.  Phone:  217/ 
782-7711. 

Medicine 

Caring  for  the  Older  Patient 

For:  MD's.  Symposium,  Sept  12,  1:00  p.m..  Flora 
Sponsor:  SIU  School  of  Medicine,  801  N Rutledge,  Rm. 
4241,  Springfield  62708  Reg.  limit:  none  Credit: 
Category  1,  4 hours.  Contact:  Lorraine  Stephenson 
Phone:  217/782-771  1 

Medicine 

Adult  and  Childhood  Anemias 

For:  MD's.  Symposium,  Sept.  10,  9:00  a m..  East  St. 
Louis.  Sponsor:  SIU  School  of  Medicine,  801  N Rut- 
ledge, Rm.  4241,  Springfield  62708.  Reg.  limit:  none. 
Credit:  Category  1,  3 hours  Contact:  Lorraine 
Stephenson  Phone:  2 1 7/782-77 1 1 . 

Pediatric  Neurology 

Pediatric  Neurology  in  Daily  Clinical  Practice 
For:  MD's.  Seminar,  Sept.  30,  Maywood  Sponsor: 
CME,  Loyola  University  of  Chicago,  Stritch  School  of 
Medicine,  2160  S First  Ave  , Maywood  60153  Fee: 
$125.  Credit:  Category  1, 6 hours;  AAFP  Prescribed,  6 
hours.  Contact:  Linda  Gunzburger,  PhD.  Phone:  312/ 
531-3236 


ADVANCE  NOTICE 
Ninth  Illinois  Congress  on  CME 
September  11-12,  1981 
Brochure  available  after  June  1 5 


Guide  To  Audiovisual 
Resources 

1981  Edition 

This  guide  lists  video  tapes 
and  films  useful  in  continu- 
ing education  for  physicians, 
nurses,  and  other  health 
workers— plus  information 
on  content,  source,  and  cost. 
Cost  of  the  Guide  is  $1 8.00; 
order  from  . . . 

American  Hospital 
Publishing,  Inc. 

21 1 E.  Chicago  Avenue 
Chicago,  IL  60611 


PA  TIENT-PROBLEM 
INVENTORY 

Research  repeatedly  shows  that 
physicians  want  most  to  learn 
about  the  kind  of  patient  problems 
each  confronts.  This  data  is  invalu- 
able to  the  successful  CME  planner; 
you  can  learn  one  effective  proce- 
dure to  collect  this  information  from 
Patient-Problem  Inventory:  Plan- 
ning CME  Programs  That  Fit  Staff 
Interests.  Price;  $5.00  postpaid 
(60%  discount  to  ISMS  members). 
Includes  sample  log  and  summary 
sheets  for  your  reproduction. 

Order  your  copy  today  from  . . . 

Illinois  Council  on  CME 
55  E.  Monroe  St.,  Suite  3610 
Chicago,  IL  60803 


The  Medical  Library  and  CME 


Medicine 

Advance  Life  Support  Other  Than  ACLS 

For:  MD’s.  Symposium,  Sept.  26,  Ina.  Sponsor:  SIU 

School  of  Medicine,  801  N.  Rutledge.  Rm.  4241, 

Springfield  62708  Reg.  limit:  none.  Credit:  Category 

1 , 4 hours.  Contact:  Lorraine  Stephenson.  Phone:  217/ 

782-7711. 


Medicine 


Every  physician  reads  voraciously;  good  CME  programs  take  advan- 
tage of  this  habit  by  supplementing  formal  sessions  with  good  informa- 
tion sources. 

An  ICCME  reprint.  The  Medical  Library— Crucial  Tool  for  CME,  offers 
helpful  suggestions  on  how  to  insure  that  necessary  reading  materia)  is 
available  to  your  colleagues.  Copies  are  available  only  to  ISMS  members 
and  Illinois  CME  sponsors;  $1/copy  postpaid.  Order  yours  today  from  . . . 


New  Advances  in  Cardiac  Emergencies 
For:  MD's.  Symposium,  Sept.  23,  6:00  p.m.,  Wood  Riv- 
er. Sponsor:  SIU  School  of  Medicine,  801  N.  Rutledge, 
Rm.  4241,  Springfield  62708.  Reg.  limit:  none.  Credit: 
Category  1,  4 hours.  Contact:  Lorraine  Stephenson. 
Phone: 21 7/782-7711. 


Illinois  Council  on  CME 
55  E.  Monroe  St.,  Suite  3510 
Chicago,  IL  60603 
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Pulse  of  the  ISMS  Auxiliary 


The  First  60  Days 

From  The  Desk  of  the  President 

By  Bonnie  Keegan,  ISMSA  President 


As  I try  taking  one  step  at  a time  and  step  into 
the  shoes  of  my  predecessor,  I find  that  travel 
down  the  Yellow  Brick  Road  is  filled  with  many 
side  trips. 

Immediately  after  the  Annual  Meeting,  I began 
traveling  to  out-of-state  conventions  in  the  North 
Central  Region.  This  travel  is  necessary  to  pro- 
vide cohesiveness  of  our  region  (which  includes 
Indiana,  Iowa,  Kansas,  Michigan,  Minnesota, 
Missouri,  Nebraska,  North  Dakota,  Ohio,  South 
Dakota  and  Wisconsin)  and  to  share  ideas  and 
programs  to  promote  health  awareness  and  well- 
ness. The  future  holds  the  possibility  of 
launching  simultaneous  programs  and  the  use  of 
mass  media  coverage.  The  auxiliary  can  and  will 
be  making  a larger  impact  on  health. 

I have  had  the  opportunity  through  travel  to 
meet  the  Medical  Society  officers  of  the  North 
Central  Region  and  to  observe  each  state’s  health 
program.  I have  observed  that  the  introduction  of 
the  “Shape-Up  for  Life”  program  has  increased 
our  own  and  also  the  public’s  awareness  of  good 
health  and  wellness.  This  is  very  apparent  in  each 
state. 

The  numbers  in  the  Auxiliary  are  slowly 
increasing.  Our  membership  in  Illinois  has 
increased  this  past  year  enough  to  gain  another 
delegate  (voice)  at  the  1981  AMAA  meeting. 
Those  who  have  been  elected  to  represent  Illinois 
are  shown  in  the  next  column. 


Mrs.  Harold  Keegan  (Bonnie)  Chairman 
Mrs.  Harlan  Failor  (Pat) 

Mrs.  Don  Hinderliter  (Diane) 

Mrs.  Gamil  Arida  (Ann) 

Mrs.  Joseph  Cari  (Elaine) 

Mrs.  Donald  De  Pinto  (Irene) 

Mrs.  R.  Samuel  Hoover  (Sheila) 

Mrs.  Wayne  Kassel  (Lynn) 

Mrs.  Earl  Klaren  (Jane) 

Mrs.  William  Simmons  (LaVerne) 

Mrs.  Irvin  Blumfield  (Barbara) 

Mrs.  Selig  Hodes  (Evelyn) 

Issues  of  this  annual  meeting  will  be  child  re- 
straint safety,  membership  and  cost  containment. 

We,  3200  spouses,  can  be  a formidable  voice  in 
future  legislative  decisions  concerning  health 
care.  I have  met  some  very  dynamic  and  articu- 
late auxilians  and  see  a place  for  them  in  future 
legislative  efforts. 

I have  attended  the  meetings  of  Will-Grundy, 
Du  Page  and  Cook  Counties  and  find  that  all  are 
facing  change.  I feel  part  of  our  responsibility  will 
be  to  support  the  auxiliaries  as  they  face  changing 
times  in  health. 

These  60  days  have  enlightened  me  to  the  fact 
that  there  is  a tremendous  amount  of  business 
that  must  be  conducted.  I am  learning  to  cope 
(stress  management)  and  will  keep  heading  down 
that  road  “one  step  at  a time”.  ◄ 
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Figure  2 


; 


In  this  patient,  a very  poor  surgical  candidate, 
biliary  drainage  was  established  by  the  percutane- 
ous introduction  of  a drainage  catheter  immedi- 
ately following  the  percutaneous  cholangiogram. 
The  catheter  was  successfully  advanced  past  the 
apparent  point  of  obstruction  and  positioned 
within  the  duodenum.  Multiple  side  holes  in  the 
catheter  above  the  obstructive  lesion  permit 
entrance  of  bile  into  the  catheter.  This  will  allow 
drainage  of  bile  both  externally  into  a collection 
bag  and  internally  into  the  patient’s  gastrointesti- 
nal tract  to  aid  in  maintenance  of  a relatively  nor- 
mal nutritional  status  and  electrolyte  balance. 

At  the  time  cholangiography  was  done,  Filling 
defects  compatible  with  stones  were  not  present 

(Continued  on  page  396) 
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♦Data  on  file  Parke-Davis  Marketing  Research  Dept. 
♦♦Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrtiolds  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue,  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOmC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%:  bismuth  resorcin  compound, 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil,  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnanry 
See  -WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol  HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositones. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86°F  (1S  -30C). 
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but  the  appearance  of  the  common  duct  suggest- 
ed a neoplastic  etiology  for  the  obstruction.  The 
duodenal  sweep  also  appeared  abnormal.  For 
these  reasons,  a pancreatic  cancer  was  suspected 
and  the  patient  will  probably  not  undergo  further 
definitive  surgery.  Percutaneous  biopsy  of  the 
pancreas  could  be  used  to  establish  the  diagnosis. 

Percutaneous  opacification  of  the  gallbladder 
was  reported  by  Burcharth  and  Miller  (Germany, 
1920).  Percutaneous  transhepatic  cholangiogra- 
phy was  introduced  by  Huard  and  Do  Xuan-Hop 
(Vietnam,  1937).  Opacification  of  the  biliary  tract 
by  these  two  approaches  gained  only  limited 
acceptance  in  the  evaluation  of  the  jaundiced  pa- 
tient because  of  associated  complications  such  as 
hemorrhage,  sepsis,  bile  peritonitis  and  death, 
and  also  because  of  the  relatively  complicated 
procedures  (surgery  or  peritonedscopy)  required 
to  puncture  and  inject  the  gallbladder.  Many  au- 
thors have  reported  experiences  with  these  basic 
techniques.  Whether  or  not  they  favored  the 
procedure  in  evaluation  of  the  jaundiced  patient 
depended  on  success  in  opacifying  the  biliary  tree 
and  complications  encountered.  Many  recom- 
mended that  the  procedure  be  done  only  just  be- 
fore taking  the  patient  to  the  operating  room  for 
definitive  surgery  to  avert  bile  peritonitis. 

In  1964,  Wiechel  of  Sweden  reported  his 
experience  using  percutaneous  cholangiography.1 
His  technique  included  use  of  a sheathed  needle 
and  a lateral  rather  than  subcostal  puncture  site. 
These  modifications  eliminated  or  diminished 
the  risk  of  gallbladder  puncture  and  laceration  of 
the  liver  as  a consequence  of  respiratory  motion. 
Additionally,  the  sheath  could  be  left  in  place  in 
the  liver  for  prolonged  periods  of  time  to  promote 
drainage  of  bile  externally  as  well  as  prevent 
hemorrhage  from  the  puncture  site.  Finally,  sur- 
gery could  be  postponed  in  the  poor  risk  patient 
until  his  general  condition  could  be  improved.  He 
reported  successful  opacification  of  the  biliary 
tree  in  over  90%  of  patients  studied. 

In  1974,  Molar  and  Stockum  reported  their 
experience  extending  diagnostic  PTC  to  a ther- 
apeutic modality.2  These  authors  advocated 
angiographic  techniques  to  advance  drainage 
catheters  further  into  the  biliary  tree  after  per- 
cutaneous cholangiography  as  well  as  advancing 
drainage  catheters  past  an  obstructing  lesion  if 
present.  In  1976,  Burcharth  and  Nielbo  (and  in 
1978,  Burcharth  alone)  reported  their  results  us- 
ing similar  techniques.3  4 
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The  placement  of  a very  flexible  catheter  deep 
in  the  biliary  tree  allowed  introduction  of  contrast 
material  in  adequate  concentrations  to  permit 
very  accurate  assessment  of  the  point  of  obstruc- 
tion in  the  biliary  tree  and  its  probable  cause.  In 
selected  patients,  a long  term  external  and/or 
internal  drainage  could  be  established.  In  patients 
deemed  inoperable,  jaundice  and  pruritis  could 
be  relieved  without  subjecting  the  patient  to 
surgical  procedures  accompanied  by  considerable 
morbidity  and  mortality.  It  was  no  longer  nec- 
essary that  patients  with  operable  lesions  be  rou- 
tinely rushed  to  surgery. 

In  1974,  a technique  of  percutaneous  cholangi- 
ography using  a very  fine  gauge,  flexible  needle 
was  introduced  by  Okuda,  et  al,  of  Japan.5  The 
advantage  of  this  method  over  those  previously 
described  was  the  very  low  complication  rate.  The 
work  of  these  authors  heralded  a resurgence  of 
interest  in  applications  of  percutaneous  cholangi- 
ography in  diagnosis  of  the  jaundiced  patient.  Us- 
ing this  type  of  needle  many  authors  have  now 
reported  visualization  of  virtually  100%  of  ob- 
structed ducts  and  70%  or  more  of  non-dilated 
ducts.6  7 Obviously  it  was  not  long  before  this 
technique  was  combined  with  a drainage  pro- 
cedure as  advocated  by  earlier  and  contemporary 
authors.  Today  this  combined  approach  is  prac- 
ticed in  many  radiology  departments  throughout 
the  world  and  a variety  of  benign  and  malignant 
conditions  involving  the  biliary  tree  have  been 
successfully  treated  or  palliated.  In  benign  condi- 
tions, drainage  is  established  prior  to  definitive 
surgery,  allowing  time  for  the  patients’  nutrition- 
al status  to  improve  and  for  superimposed  cho- 
langitis to  clear.  Benign  strictures  have  been  suc- 
cessfully dilated  through  this  portal,  and  ductal 
stones  have  been  removed.  In  patients  with  ma- 
lignant disease,  successful  drainage  of  the  ob- 
structed biliary  tree  will  frequently  bring  relief  of 
jaundice  and  pruritis.  More  importantly,  per- 
cutaneous drainage  can  obviate  the  need  to 
embark  upon  surgery  associated  with  relatively 
high  rates  of  morbidity  and/or  mortality  when 
there  is  no  prospect  of  prolonging  life.8'11 
Lengthy  and  expensive  hospitalizations  can  be 
minimized,  allowing  patients  who  have  a limited 
life  expectancy  to  return  home  with  relief  of 
symptoms  due  to  biliary  obstruction.  ◄ 
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ERRATA— Last  month’s  Doctor’s  News  erroneously  reported  the  newly  elected  officers  of  the 
Illinois  State  Medical  Insurance  Exchange  Board  of  Governors.  Fredric  D.  Lake, 
M.D.,  Evanston,  was  re-elected  chairman  of  the  Board  of  Governors;  Robert  R. 
Hartman,  M.D.,  Jacksonville,  will  serve  as  vice-chairman  and  Julian  W.  Buser, 
M.D.,  Belleville,  will  serve  as  secretary.  The  Journal  apologizes  for  this  error. 

PHYSICIANS  IN  THE  NEWS— Harold  A.  Sofield,  M.D.,  Oak  Park,  received  the  AMA’s  Dr. 

Rodman  E.  Sheen  and  Thomas  G.  Sheen  Award  for  1981  during  the  June  7 
meeting  of  the  AMA  House  of  Delegates.  The  award,  presented  annually  to  a 
physician  in  recognition  of  scientific  accomplishment,  includes  a plaque  and 
$15,000  stipend  . . . . ISMS  nominees  to  AMA  Councils  during  this  year’s  annual 
meeting  are  L.  Ann  Nunnally,  M.D.,  Chicago,  nominated  to  the  Council  on 
Medical  Education  and  Joseph  H.  Skom,  M.D.,  Chicago,  nominated  to  join  the 
Council  on  Scientific  Affairs. 

Richard  H.  Moy,  M.D.,  Springfield,  received  a special  award  from  the  Society 
of  Teachers  of  Family  Medicine  during  their  annual  May  meeting  in  San  Diego. 
The  award  recognized  Dr.  Moy’s  outstanding  service  to  the  aims  and  principles  of 
the  Society  in  his  capacity  as  dean  and  provost  of  the  SIU  School  of  Medicine. 

Twelve  Illinois  physicians  were  recently  named  fellows  of  the  American  College 
of  Physicians.  Inducted  to  fellowship  at  the  ACP  annual  meeting  in  April  were: 
John  F.  Moran,  M.D.,  Burr  Ridge;  William  D.  Barnhart,  M.D.,  Peter  Bright- 
Asare,  M.D.  and  Jack  M.  Bulmash,  M.D.,  Chicago,  Wei-Tzuoh  Chen,  M.D, 
and  Mushtaq  A.  Khan,  M.D.,  Downers  Grove;  Paul  A.  Greenberger,  M.D.  and 
Sam  J.  Sugar,  M.D.,  Evanston;  Anthony  L.  Barbato,  M.D.,  Oak  Park;  Subhash 
Popli,  M.D.,  Oak  Brook,  William  J.  Arnold,  M.D.,  Park  Ridge  and  Gamini  S. 
Sooriyaarachchi,  M.D.,  Rockford. 

DRUG  PRODUCTS  UPDATE— The  Illinois  Department  of  Public  Aid  has  announced  that 
preparations  containing  Phenacetin  were  deleted  from  the  Drug  Manual  effective 
April  1 , 1981.  This  action  is  in  concert  with  recommendation  of  the  ISMS  Commit- 
tee on  Drugs  and  Therapeutics,  based  upon  demonstrated  renal  toxicity. 

SPECIAL  ACCREDITATION  ANNOUNCED— The  Field  Medical  Group,  Chicago,  recently 
became  the  only  multi-specialty  group  practice  clinic  in  Chicago,  and  one  of  five 
ambulatory  health  care  organizations  in  the  city,  to  be  awarded  accreditation  by  the 
Accreditation  Association  for  Ambulatory  Health  Care,  Inc.  The  clinic  received  a 
three-year  accreditation,  which  represents  the  highest  level  of  compliance  with 
AAAHC  standards,  and  a special  commendation. 

ISMS  TRAVEL  PROGRAM  UPDATE— Reservations  on  the  1981  Alaskan  Cruise,  departing 
San  Francisco  on  August  29  and  returning  September  12,  are  now  available  to 
ISMS  members.  The  fourteen  day  cruise,  which  includes  all  meals  and  accom- 
modations, is  available  at  a range  of  packages  from  $1995  to  $3575  per  person. 
(The  cost  is  determined  by  the  size  and  location  of  sleeping  rooms,  as  well  as 
double  and  single  occupancy.)  A special  Air-Sea  Program  package  provides  round 
trip  flights  from  six  midwest  cities  to  San  Francisco  at  a special  rate,  which  includes 
transfers  from  the  San  Francisco  Airport  and  Pier.  A deposit  of  $300  per  person  is 
required.  Further  information  may  be  obtained  by  contacting  the  ISMS  offices, 
Division  of  Education  and  Manpower,  (312)  782-1654. 

ENGLISH  PRONUNCIATION  SEMINAR  SCHEDULED-The  third  annual  AMA  seminar 
on  improving  english  pronunciation  for  foreign  medical  graduates  will  be  held 
Saturday  July  18,  9:00-4:30,  at  AMA  headquarters  in  Chicago.  Registration  for 
AMA  members  is  $130,  with  cost  of  $170  and  $80  for  non-members  and  residents, 
respectively.  A 134  page  manual  and  nine  home  study  tapes  are  provided.  Further 
information  may  be  obtained  by  contacting  Henry  Mason,  Division  of  Professional 
Relations,  AMA,  535  N.  Dearborn,  Chicago  60610. 
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"I  Quit " Clinics 


The  Illinois  Interagency  Council  on  Smoking 
and  Disease  has  facilitated  a series  of  “I  Quit 

August  3 

Hinsdale  Sanitarium  & 
Hosp.  & A.C.S. 

Hinsdale 

Smoking”  clinics  around  the  state.  The  clinics  are 

August  24 

YWCA 

Rockford 

held  for  five  days  in  l'/2  hour  sessions. 

Inquiries  should  be  addressed  to  the  Council  at 

September  7 

Hinsdale  Sanitarium  & 
Hosp.  & A.C.S. 

Hinsdale 

20  N.  Wacker  Drive,  Room  1240,  Chicago  60606. 
Telephone  (312)  346-4675. 

September  8 

St.  Francis  Hosp.  & A.C.S. 

Blue  Island 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  coordinates  and  helps  its  member 

October  5 

Hinsdale  Sanitarium  & 
Hosp.  & A.C.S. 

Hinsdale 

agencies  combat  the  serious  health  hazards  of 
smoking  and  provides  liaison  with  the  National 

October  5 

Lake  Forest  Hospital  & 
A.C.S. 

Lake  Forest 

Interagency  Council  on  Smoking  and  Health. 

October  12 

Christ  Hospital  & A.C.S. 

Oak  Lawn 

The  Journal  will  carry  this  listing  on  a regular 
basis,  and  urges  Illinois  physicians  to  notify  their 

October  19 

Sherman  Hospital  & 
A.C.S. 

Elgin 

patients  of  this  service. 

October  20 

Decatur  Memorial  Hos- 
pital & A.C.S. 

Decatur 

July  14  4 Lutheran  General  Hosp.  Park  Ridge 

October  20 

Lutheran  General  Hosp.  & 
A.C.S. 

Park  Ridge 

& A.C.S. 

August  3 Christ  Hosp.  & A.C.S.  Oak  Lawn 

October  26 

St.  Francis  Hospital  & 
A.C.S. 

Evanston 

Bi-Monthly  Skokie  Valley  Hosp.  Skokie 

for  June,  1981 

December  7 

Christ  Hospital  & A.C.S. 

Oak  Lawn 
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All  proposed  advertisements  should  be  received  by  the  tenth  of  the  month  preceding  publication.  A surcharge  of  $2  will  be  assessed  when  a 
box  number  is  requested. 


CLASSIFIED  ADVERTISING  RATES 
30  words  or  less 
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50  to  80  words 

80  to  100  words 
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6 insertions 

20.00 

26.50 

46.00 

66.00 

12  insertions 

33.00 

44.00 

77.00 

110.00 

POSITIONS  & PRACTICE  OPPORTUNITIES 


FAMILY  PRACTICE  GROUP  seeks  pediatrician  to  join  rapidly  expanding  prac- 
tice 50  miles  northwest  of  Chicago.  Salary  open.  Fringe  benefits.  Call  815-338- 
7210  for  interview. 


EMERGENCY  MEDICINE  POSITION  AVAILABLE:  Emergency  physician 
to  join  professional  group  practicing  in  superior  emergency  department  in  Aurora, 
Illinois.  Contact  Dr.  Alan  B.  Spacone  at  (312)  323-3083  or  Emergency  Treatment, 
S.C.  at  (312)  327-0777. 


INTERNIST/FAMILY  PRACTITIONER  — To  join  Internist  and  General  Sur- 
geon in  private  practice.  Actively  growing  hospital  with  medical  school  affiliation. 
Contact:  Masood  Akhtar.  M.D.,  F.  A.C.S.,  Michael  L.  Treece,  M.D.,  607  W.  Main 
Street,  Carbondale,  Illinois  62901  Call  Collect:  618-549-2713 


EMERGENCY  MEDICINE-TERRE  HAUTE,  INDIANA:  Directorship  op- 
portunity available  7-1-81  in  modern,  moderate  volume  trauma  center  with  excel- 
lent specialty  and  subspecialty  support.  This  metrpolitan  community  offers  many 
educational,  recreational,  and  cultural  amenities.  Annual  minimum  guarantee 
plus  production  based  bonus  (i.e.  fee-for-service).  Paid  malpractice  insurance; 
flexible  scheduling  with  no  on-call  involvement.  For  details  send  credentials  in 
confidence  to  John  Kutchback,  970  Executive  Parkway,  St  Louis,  MO  63141  or 
call  toll-free  1-800-325-3982. 


WANTED:  Experienced  physician  interested  in  buying  a general  and  industrial 
practice  or  ownership  of  industrial  clinic  in  northwest  or  southwest  of  Chicago. 
Excellent  financial  package.  Contact  Box  997,  Illinois  Medical  Journal,  55  E. 
Monroe,  Chicago,  IL  60603. 


WHOLISTIC  HEALTH  CENTER  in  LaGrange,  IL  needs  physician  medical 
director  for  a church  based  medical  clinic  working  with  a team  of  four  nurses,  an 
administrator,  pastoral  counselor  and  a staff  of  volunteers.  To  begin  June  1 — 
salary  negotiable.  Call  Jason  Reed  at  (312)  579-0616. 


FAMILY  PRACTITIONER  or  General  Practitioner  wanted  to  join  practice  in 
beautiful  riverside  community  in  central  Illinois.  Liberal  guarantee  with  many 
opportunities.  Community  has  modern  50  bed  hospital  with  excellent  educational 
and  recreational  opportunities  Please  contact:  W.  J.  Hurteau,  Administrator, 
Mason  District  Hospital,  Havana,  II.  62644,  309-543-4431. 


FAMILY  PHYSICIAN  wanted  to  join  two  Board  Certified  family  physicians  and 
one  physician  assistant  in  a young  and  growing  medical  practice  in  Central  Min- 
nesota. The  practice  is  oriented  towards  family  medicine.  The  practice  is  located 
centrally  in  the  state  with  quick  access  to  Minneapolis/St.  Paul.  Cultural  and 
recreational  activities  are  in  abundance  in  this  area  of  Minnesota.  Salary  open. 
Contact  Daryl  G Mathews,  Adm.,  or  Thomas  J.  Newton,  M.D.  at  the  Cold  Spring 
Medical  Clinic— 26  N Red  River  Ave.,  Cold  Spring,  MN  56320.  Call  612-685- 
8641. 


FAMILY  PRACTICE  — A nine  physician  multi-specialty  group  seeks  a family 
practitioner  to  staff  a satellite  clinic  85  miles  west  of  Chicago.  A fully  equipped 
clinic  with  office  personnel  is  provided.  A negotiable  guaranteed  minimum  salary 


for  the  first  year  and  substantial  benefits  are  offered  Practice  includes  option  of  no 
on-call  responsibilities.  Reside  either  in  a small  community  or  in  a growing  city  of 
over  30,000.  For  information  call  Tom  Campbell,  Fox  Hill  Associates,  Ltd., 
(collect)  414/255-6500  (office)  or  414/662-4147  (home). 


GENERAL  SURGEON— Eight-doctor  multi-specialty  clinic  in  midwestern  com- 
munity, serving  a population  of  30,000,  has  an  opening  for  a general  surgeon. 
Located  within  30  miles  of  medical  school,  universities  and  state  capitol.  Contact 
Box  #1006 c/o  Illinois  Medical  Journal,  55  E Monroe,  Chicago,  IL  60603. 


ASSISTANT  DIRECTOR— Innovative  and  expanding  Family  Practice  Residen- 
cy affiliated  with  Southern  Illinois  University.  Generous  salary  and  fringes  for 
M.D.  Minimum  three  years  experience  or  Family  Practice  Residency;  Board  Certi- 
fication desirable.  Assistant  professor  or  higher  rank  depending  on  background. 
Administrative,  teaching,  and  practice  responsibilities.  Reply  to:  J.  Paul  Newell, 
M.D.,  Director,  Belleville  Family  Practice  Center,  219  South  Illinois  Street,  Belle- 
ville, IL  62220  (618)  233-5480.  SIU  School  of  Medicine  is  an  Equal  Opportunity/ 
Affirmative  Action  Employer. 


STAFF  PHYSICIAN —Student  Health  Service.  Full-time  position,  11  month 
continuing  contract.  Illinois  license.  Good  benefits  with  40  hour  week  — no  night 
call.  Salary  competitive.  Contact  Paul  R.  Nelson,  M.  D.,  Student  Health  Service, 
Illinois  State  University,  Normal,  IL  61761  (ph.  (309)  438-8655).  An  equal  op- 
portunity/affirmative  action  university. 


SUMMER  LOCUM  TENENS-EMERGENCY  MEDICINE-Clinical  physi- 
cian sought  for  moderate  volume  emergency  department  located  in  picturesque 
Mississippi  river  town  in  Northeastern  Missouri.  Monday-Friday;  6 a m.  to  6 p.m. 
Attractive  compensation  and  professional  liability  insurance  provided.  For  further 
details,  send  credentials  in  confidence  to  Michelle  Grimm,  970  Executive  Park- 
way, St.  Louis,  MO  63 141 , or  call  toll-free  1-800-325-3982  (in  Missouri  call  collect 
314-878-2280). 


MIXED  MULTI-SPECIALTY  INCORPORATED  GROUP-30  miles  south  of 
Chicago  seeks  Family  Practitioner  Life,  disability,  malpractice  insurance  and  all 
medical  dues  paid.  X-ray  and  lab  in  building.  Excellent  hospital  facilities  half  block 
from  office.  Salary,  profit  sharing  and  pension  plan  $54,000.  Partnership  after  one 
year.  Write  or  call  collect,  Mr.  E.  Karmis,  1400  Otto  Blvd.,  Chicago  Heights, 
Illinois 6041 1.  Phone  (312)  756-4400 


INTERNIST:  Board  eligible  or  certified— opportunity  to  join  busy  Internist  in 
downstate  Illinois  community.  Large  general  internal  medicine  practice.  Salary 
leading  to  partnership.  Send  brief  CV  with  inquiry  to  Box  1007,  Illinois  Medical 
Journal.  55  E.  Monroe,  Suite  3510,  Chicago,  Illinois  60603. 


MISSOURI,  ST.  LOUIS:  Emergency  Medicine  directorship  available  in  moder- 
ate volume  ED.  Enjoy  an  excellent  guaranteed  income,  paid  professional  liability 
insurance,  and  flexible  scheduling  without  on-call  involvement.  Additional  sti- 
pend for  director's  responsibilities.  For  details,  send  credentials  in  confidence  to 
Michelle  Grimm,  970  Executive  Parkway,  St.  Louis,  MO  63 1 4 1 . or  call  toll-free  1 - 
800-325-3982. 


EMERGENCY  MEDICINE  OPPORTUNITIF.S-uvailable  in  Metro  St  Louis 
Area  — Directorship  and  clinical  positions  in  lovely  bedroom  community.  Excel- 
lent income  based  on  departmental  productivity,  paid  liability  insurance,  and 
flexible  hours  with  no  on-call  responsibilities.  For  details,  send  credentials  in 
confidence  to  Michelle  Grimm,  970  Executive  Parkway,  St.  Louis,  MO  63141;  or 
call  toll-free  1-800-325-3982. 
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PARTNER  WANTED— Older  G.P.  Ready  lo  retire  gradually.  Needs  young  phy- 
sician in  his  busy  and  lucrative  practice,  located  in  a city  of  less  than  5,000  people 
Five  miles  from  2 open  stafT  hospitals  in  southern  Illinois  "Little  Egypt"  area,  no 
financing  needed.  Send  replies  to  Illinois  Medical  Journal,  Box  1008,  55  E.  Mon- 
roe, Suite  3510,  Chicago,  IL  60603. 


OTOLARYNGOLOGY— SOUTHERN  ILLINOIS.  Excellent  private  practice  in 
smaller  communities  less  than  100  miles  from  St.  Louis.  150  bed  accredited 
hospital  with  28  physicians  on  staff,  to  service  population  of  90,000.  Hospital 
providing  lucrative  guaranteed  net  income,  office  space,  and  low  interest  loans. 
Modern  equipment  to  provide  wide  range  of  services.  Beautiful  man-made  lake 
providing  unlimited  outdoor  recreation  only  minutes  away.  Call  Phil  Kelbe  (col- 
lect) 414/255-6500. 


POSITION  NOW  AVAILABLE  in  the  Department  of  Internal  Medicine  for 
physician  with  subspecialty  interest.  50  man  multispecialty  clinic  in  ideal  location 
in  southern  Wisconsin.  Contact  R.  E.  Hassler,  M.D.,  The  Monroe  Clinic,  Monroe, 
WI  53566.  (608)  328-7000. 


EMERGENCY  PHYSICIANS:  St.  Louis  Bi-State  area  hospitals;  Emergency 
physicians,  family  practitioners,  and  internists  desiring  emergency  medicine  are 
wanted.  Positions  open  for  staff  and  directorship;  $75,000-$90,000  per  year  for  a 
48  hour  week.  Malpractice,  vacations,  and  CME  conventions  paid  for.  For 
information,  send  C.V.  to  EMERGENCY  MEDICAL  CARE,  INC.  14268  Finger 
Lake  Dr.,  Chesterfield,  MO  63017:  phone  314-469-7007. 


WANTED:  CERTIFIED  General  Surgeon  and  Orthopedist  to  join  multi-specialty 
group  established  in  1944  adjacent  to  100  bed  hospital  located  in  Lincoln  Park, 
Michigan.  The  Clinic  services  an  Industrial  Traumatic  Center  in  addition  to  their 
private  practice.  Call  or  write  John  P.  Tagett,  M.D.  or  Claude  Benavides,  M.D. 
(313)  383-6000/West  Outer  Drive  Medical  Center,  25700  West  Outer  Drive, 
Lincoln  Park,  Michigan,  48146. 


PHYSICIAN -ORTHOPEDIC  SURGEON-$80,000/year-70  hours/week. 
Practice  in  a modern  medical  clinic;  completion  of  recognized  specialty  training  in 
orthopedic  surgery;  licensability  and  highly  acceptable  references  required.  Con- 
tact: Job  Service,  Franklin  Square,  Quincy,  Illinois  62301 . 


EMERGENCY  PHYSICIAN  (South-central  Illinois)— needed  for  medium-vol- 
ume emergency  and  trauma  department.  Join  two  full-time  emergency  physicians 
on  an  independent  contract  basis.  Wholesome  small  community  environment, 
ideal  for  one  who  prefers  a predictable  professional  pace,  leaving  room  for  an 
improved  personal  and  family  life.  Call  Fred  Kopp  collect  at  (414)  255-6500. 


EDITOR/WRITER,  New  Publication.  Science  and/or  Nursing  Background. 
Knowledge  of  Cancer  Treatment  and  Research.  Salary  to  high  20s.  Must  be  willing 
to  relocate  to  Indianapolis.  Write  to:  D.  Mark  Robertson,  P.0  Box  567B,  Indian- 
apolis, Indiana  46206. 


SITUATIONS  WANTED 


RADIOLOGIST  trained  in  diagnostic  modalities  including  CT  Scanner,  and  Ul- 
trasound seeks  full  or  part  time  position  in  small  community  hospital.  Contact  Box 
989 c/o  Illinois  Medical  Journal,  55  E.  Monroe,  Chicago,  IL  60603. 


BOARD  CERTIFIED  radiologist  available  in  Chicago  and  suburbs  for  fluorosco- 
py and  film  reading  in  clinic  or  hospital.  Same  day  pick-up  and  delivery.  Excellent 
references.  Personal  service.  Reply  Box  998  c/o  Illinois  Medical  Journal,  55  E. 
Monroe,  Suite  3510,  Chicago,  IL  60603. 


PEDIATRICIAN— 32,  completing  residency.  Extensive  exposure  to  internal  and 
emergency  medicine.  Two  years  rural  experience.  Partial  general  practice  agreea- 
ble. Available  July.  Write  Box  1001,  c/o  Illinois  Medical  Journal,  55  E.  Monroe, 
Suite  3510,  Chicago  60603. 


SEEKING  MEDICO-LEGAL,  admin,  or  phys.  exams.  25  yrs.  Gen.  Pract.,  10  yrs 
medico-legal  with  hosp.  liability  and  chart  review  and  some  industrial  exp.  Contact 
Box  No.  1011,  Illinois  Medical  Journal,  55  E.  Monroe,  Suite  3510,  Chicago  60603. 


YOUNG  E.N.T.  SPECIALIST  desires  relocation  to  North  or  Northwest  Sub- 
urban Chicago  area,  full  or  part-time.  Contact  Box  No.  1010,  Illinois  Medical 
Journal,  55  E.  Monroe,  Suite  3510,  Chicago  60603. 


FOR  SALE,  LEASE  OR  RENT 


PROFESSIONAL  OFFICE  SPACE  for  rent  in  South  Elgin,  III.  New  building, 
second  floor,  with  elevator.  Four  months  free  rent  with  5-year  or  longer  lease. 
3 1 2/742-8009  or  742-8901. 


HILTON  HEAD,  S.C.  Captains  Cove  in  Palmetto  Dunes  Resort.  2nd  row 
oceanfront  luxurious  new  villa,  150  yds.  from  beach.  2 bedrooms,  2 baths,  sleeps 
6.  Fully  equipped  including  linens.  Excellent  golf,  tennis,  pool,  fishing,  canoeing, 
biking,  etc.  Weekly  $575,00.  Call  313-695-0356  or  Write  6236  Kings  Crown  Road, 
Grand  Blanc,  MI  48439 


OFFICE  SPACE  AVAILABLE  for  General  Surgeon  and  OB/GYN  practice  in 
attractive  medical  office  building  with  lab  and  X-ray  facilities.  Located  in  Fairview 
Heights  Medical  Arts  Building,  10700  Lincoln  Trail,  Fairview  Heights,  IL  62208  or 
call  (618)  397-2750. 


WATER  TOWER  PLACE  Sub-let  to  Ophthalmologist,  fully  equipped  office;  Two 
refracting  lanes,  consultation  room,  waiting  room,  mydiatic  room,  business  office 
Part  time.  Call:  (312)  478-8770. 


MEDICAL  OFFICE  SUITES  FOR  RENT,  Lakeview  area,  Chicago.  200  to  1,700 
sq.  ft.  avail  in  full  service  elevator,  a/c  bldg.  Gary  Solomon  & Co.  334-5400. 


MEDICAL  OFFICE  completely  furnished,  two  examining  rooms,  reception  area, 
waiting  room,  plus  extras.  Chicago  North  Side,  Sheridan  road.  Call:  (312)  945- 
7776. 


MEDICAL  CENTER  FOR  RENT  in  active  shopping  center,  2301  E.  95th  St, 
Chicago,  111.  Complete  and  ready  to  open.  4800  sq  ft:  waiting  rm,  18  exam  rms, 
x-ray  rm,  central  heat  & a/c.  Call  Gary  Solomon,  312/334-5400. 


MEDICAL  EQUIPMENT  for  sale  — McLeansboro,  Illinois:  Complete  Set.  Inter- 
ested parties  please  call,  Carolyn,  at  (618)  643-4361. 


EDWARDSVILLE,  Illinois,  a University  Community;  have  2450  sq.  ft.  Custom- 
Built  Medical  Office  with  facilities  for  two  physicians.  Owner  will  carry  some  paper, 
asking  $165,000.  WaltSchlemer  Realty-Commercial  Division,  (618)  656-1459. 


LOW  MAINTENANCE,  Concrete  Block,  1320  sq.  ft.  Building  on  high  traffic 
street  in  East  Alton.  Interior  beautifully  finished  on  corner  lot  with  parking  for  five 
or  six  cars.  Good  one  man  office  or  starter  location  for  only  $79,900.  Walt  Schle- 
mer  Realty-Commercial  Division,  (618)  656-1459. 


ESTABLISHED  FAMILY  PRACTICE  in  12  room  house  with  4 acres,  swim- 
ming pool,  tennis  court  within  '/:  hour  distance  of  4 surrounding  hospitals  in 
Southern  Illinois.  Excellent  for  slowing  down  or  no  limit  for  beginner.  Available 
immediately.  Terms  very  reasonable.  Phone  collect  618-658-6921  or  write  P O. 
Box  248  Vienna,  Illinois. 


ALL  DOCTOR’S  BUILDING  has  office  suites  available  at  670  N.  Michigan 
Ave.,  Chicago.  300  to  800  square  feet  available.  Beautifully  decorated  Call  312/ 
524-0800. 


OFFICE  FURNITURE  FOR  SALE.  10  vinyl  leather  chairs,  exam  table,  secre- 
tary’s chair  and  desk,  IBM  type  writer,  executive  chair,  refrigerator.  One  year  old. 
Must  see.  Call  654-0125. 


ELMHURST  LOCATION  Custom  built  Luxury  Dream  Home,  3,000  square 
feet— 15  years.  Central  Elmhurst  Location.  You  name  it— this  House  has  it!  BY 
OWNER.  $187,000.  (312)  941-1775. 


for  June,  1981 
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EKG 

(Continued  from  page  382) 


Answers:  1.  C.  D.  E.  2.  E. 

In  the  top  ECG  strip,  the  bar  piarks  the  start  of 
an  exercise  induced  paroxysmal  supraventricular 
tachycardia.  ST  segment  depression  is  more 
marked  in  these  beats  than  in  the  sinus  beats.  As 
the  treadmill  is  slowing  down,  in  the  middle  ECG 
strip,  the  supraventricular  tachycardia  spontane- 
ously breaks  to  a sinus  tachycardia.  The  maximal 
heart  rate  in  sinus  rhythm  was  140  beats  per  min- 
ute. In  the  lower  ECG  strip  the  sinus  rate  is 
approximately  120  beats  per  minute  when  the 
premature  ventricular  beats  develop.  The  fourth, 
fifth  and  sixth  beats  are  ventricular  in  origin.  An- 
other burst  of  five  ventricular  beats  occurs  toward 
the  end  of  this  lower  ECG  strip.  These  represent 
short  bursts  of  ventricular  tachycardia.  In  the  last 
bout  of  ventricular  tachycardia,  the  beats  are 


multifocal;  some  have  a positive  and  others  a 
negative  polarity.  ST  segment  depression  in  exer- 
cise is  only  valid  when  seen  in  sinus  beats.  In 
patients  with  the  mitral  valve  prolapse,  ST  seg- 
ment depression  can  often  be  false  positive  and 
not  represent  an  ischemic  response.  Palpitations 
and  arrhythmias  are  very  common  in  patients 
with  mitral  valve  prolapse.  Propranolol  is  regard- 
ed as  the  treatment  of  choice  although  diphe- 
nylhydantoin  may  also  be  useful.  Multistage  ex- 
ercise testing  can  aid  in  the  detection  and  defini- 
tion of  these  arrhythmias.  In  our  patient  pro- 
pranolol caused  a sinus  bradycardia  which 
allowed  more  extrasystoles  to  be  manifest.  A 
combination  of  digoxin  and  quinidine  controlled 
the  arrhythmias.  Follow-up  exercise  testing  with 
a maximal  heart  rate  of  167  beats  per  minute 
failed  to  demonstrate  any  ventricular  arrhythmia 
and  only  a very  short  burst  of  supraventricular 
tachycardia.  All  of  the  answers  in  question  2 are 
correct.  For  further  reading  on  this  interesting 
problem  see  American  Journal  of  Cardiology 
29:611,  1972  and  American  Journal  of  Medicine 
60:961, 1976.  ◄ 


INDEX  TO  ADVERTISERS 


P har  maceuticals 

387 

Cover  2 

Burroughs  Wellcome  Company 

363 

381 

Empirin 

Eli  Lilly  and  Company 

Ceclor 

349-350 

360 

361 

Marion  Laboratories 

Pavabid  HP 

404 

395-397 

Parke  Davis 

Anusol 

398 

354-355 

Roche  Laboratories 

Div’n.  of  Hoffman-LaRoche,  Inc. 

391 

Librax 

365 

Covers  3 & 4 

Roche  Laboratories 

362 

Div’n.  of  Hoffman-LaRoche,  Inc. 

Librium 

398 

388 

Insurance 

392 

362 

Corroon  and  Black 

366 

356 

Illinois  State  Medical  Insurance  Services 

385 

386 

Medical  Protective  Company 

383 

Services  and  Continuing  Education 

398 

385 

American  Medical  Services  Association 

Position  Opportunities 

389 

Annson  Corporation 
Office  Aids 
Bethesda  Hospital 
Treatment  Center 
Blue  Cross/Blue  Shield  Report 
Capital  Supervisors 
Investment  Consultants 
Classified  Advertising 
Cook  County  Graduate  School  of  Medicine 
Continuing  Medical  Education 
F amilial  Ovarian  Cancer  Registry 
Epidemiological  Effort 

Greenberg  Clinic 

Radiological  Services 

ICCME  Congress  Announced 
Illinois  Medical  Billing  Service 
Office  Aids 
IMPAC 
ISMS  Guide 

to  Continuing  Medical  Education 
Jacobs  Twin  Buick 

Auto  Leasing 

Monte  Meldman,  M.D. 

Alcoholism  Treatment 
Spectrum  Emergency  Care 
Position  Opportunities 
St.  Anthony’s  Medical  Center 
Hyland  Center-Alcoholism  Treatment 
Technical  Communications  Design 
Teleport 


Our  advertisers  serve  the  medical  profession  and  support  your  Journal.  All  advertisers  are  approved  by  your 
Journal  Committee.  It  will  help  you  and  your  society  to  mention  your  Journal  when  writing  them.  Space 
Representatives:  United  Media  Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Conn.  06830 


406 


Illinois  Medical  Journal 


IMJ  Attention 


LEGAL  REFORMERS  EXULT  — Legislation  to  bring  greater  equity  to  the  counterclaim 
process  has  passed  the  House  of  Representatives  by  a vote  of  129/22,  with  1 1 
representatives  voting  present.  House  Bill  1155,  sponsored  by  Rep.  Sam  Vin- 
son (R-Clinton)  is  intended  to  remove  barriers  preventing  a wrongfully  sued 
professional  from  bringing  a countersuit.  The  bill  would  amend  the  Civil 
Practice  Act  by  allowing  defendants  to  sue  for  damages  incurred  in  defen- 
ding a malpractice  claim.  Further,  if  the  suit  was  brought  in  a willful  and 
wanton  manner,  HB  1155  would  permit  exonerated  defendants  to  sue  for 
punitive  damages  and  to  sue  the  plaintiff’s  counsel  as  well.  Physicians  should 
contact  their  state  Senators  urging  a favorable  vote. 

Further  progress  toward  legal  equity  in  medical  malpractice  is  marked  also 
by  House  passage  of  HB  1029,  sponsored  by  Rep.  Lee  Daniels  (R-Elmhurst). 
That  bill  would  amend  the  Civil  Practice  Act  regarding  the  res  ipsa  loquitur 
(“the  thing  speaks  for  itself”)  doctrine  in  medical  and  dental  malpractice 
cases.  HB  1029  would  require  that  the  court,  in  determining  whether  or  not 
to  allow  a plaintiff’s  res  ipsa  basis  for  bringing  suit,  would  not  accept  simple 
proof  that  an  unusual,  unexpected  or  untoward  medical  result  occurred.  In 
order  to  bring  a res  ipsa  case,  the  plaintiff  would  be  required  to  show  also 
that  the  result  would  not  have  occurred  absent  negligence  on  the  part  of  the 
defendant.  The  House  approved  HB  1029  by  a vote  of  103/26,  with  18 
members  voting  present.  It  will  now  be  considered  by  the  Illinois  Senate. 

House  passage  of  HB  1365  is  the  third  positive  malpractice-related  action 
to  report  this  month.  The  House  voted  143/9  (one  voting  present)  to  pass  this 
bill  on  to  the  Illinois  Senate.  Sponsored  by  Rep.  Lee  Daniels  (R-Elmhurst) 
HB  1365  would  reinforce  confidentiality  protections  for  hospital  peer  review 
committees.  Current  provisions  of  the  Medical  Studies  Act,  which  is  intend- 
ed to  protect  the  minutes  and  discussions  of  such  committees  from  discovery, 
were  weakened  by  a recent  court  action. 

An  amendment  to  HB  845,  sponsored  by  Rep.  Pat  Grossi  (R-Glenwood)  is 
also  pertinent  to  the  malpractice  arena.  As  first  written,  HB  845  would  have 
required  interest  payment  on  all  judgments  commencing  the  date  of  the  alleg- 
ed incident  on  which  action  was  brought.  (Current  law  requires  that  9%  in- 
terest be  paid  the  plaintiff  from  the  time  of  verdict  until  judgment  is  paid.) 
The  bill  would  have  had  a huge  impact  on  medical  malpractice  claims,  which 
sometimes  pend  for  years  before  trial  and  verdict.  The  amended  version  of 
HB  845,  which  excludes  all  professional  malpractice  from  its  provisions, 
pends  for  House  action  next  Spring. 


MARCH  CPI  FIGURES  RELEASED  — The  Bureau  of  Labor  Statistics’  Consumer  Price 
Index  shows  that  physician  fees  increased  by  .9%  in  March,  exceeding  the 
percentage  increases  in  the  all  items  component  (.7%)  and  the  all  services 
component  (.8%).  Over  the  past  twelve  months,  AMA  reports,  the  physi- 
cians’ services  index  was  found  to  have  risen  10.7%,  while  the  all  services  in- 
dex increased  by  11.9%  and  the  all  items  index  by  10.6%. 


VALUING  A MEDICAL  PRACTICE  — is  the  title  of  a new  AMA  booklet  which  provides 
guidelines  to  assessing  the  elements  that  determine  the  worth  of  a practice  to 
be  sold  or  purchased.  The  booklet  covers  assets  from  earnings  and  equip- 
ment to  leases  and  good  will.  Valuing  a Medical  Practice  may  be  obtained  by 
writing  the  AMA  Order  Dept.,  OP-117,  PO  Box  821,  Monroe,  Wisconsin 
53566.  (Costs  are  $5  for  1-10  copies  and  $4.50  for  11-49  copies.)  Handling 
fees  are  $1 .50  for  orders  under  $1 1 and  $2  for  those  exceeding  that  amount. 


NEWS  FROM  WASHINGTON  — The  AMA  reports  that  the  Senate  Finance  Committee 
has  taken  major  actions  in  health  funding.  One  recent  vote  cut  Medicaid 
spending  in  the  next  fiscal  year  by  $800  million  by  decreasing  the  federal  con- 
tribution to  states  from  50%  to  40%.  Concomitantly,  the  Committee  voted 
to  cap  federal  outlays  for  the  program  at  9%,  to  raise  Medicare  Part  B 
deductibles  and  premiums,  reduce  the  Medicare  nursing  differential  by  near- 
ly half  and  force  retired  federal  employees’  private  health  insurance  to  reim- 
burse before  Medicare  payments  initiate.  It  is  estimated  that  $4.2  billion 
Medicare  dollars  would  be  saved  under  these  provisions.  Similar  proposals 
will  be  considered  by  the  House  Ways  and  Means  Health  Subcommittee. 

The  House  Commerce  Health  Subcommittee  has  approved  legislation  to 
phase  out  new  federal  grants  for  HMOs.  The  approved  package  also  removes 
mental  health,  drug  and  alcohol  abuse  treatment  from  the  list  of  required 
services. 


JCAH  STANDARDS  TO  BE  REWRITTEN — The  Board  of  Commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  has  voted  to  rewrite  their  stan- 
dards in  order  to  focus  on  elements  essential  to  quality  patient  care  and  to 
address  concerns  regarding  unnecessary  requirements  and  ambiguity.  The 
sections  on  governing  body,  medical  staff,  nursing  services,  medical  record 
services,  management  and  administrative  services  and  building  and  grounds 
safety  will  be  addressed  initially.  JCAH  is  also  planning  to  explore  changes  in 
the  survey  process,  including  possible  lengthening  of  the  accreditation  cycle, 
and  tailoring  surveys  to  the  nature  and  needs  of  individual  facilities. 


IDPA  IMPLEMENTS  NEW  SYSTEM  — Medicaid  Management  Information  Systems 
(MMIS)  is  a new  computer  billing  system  which  will  process  all  Illinois 
Department  of  Public  Aid  claims.  IDPA  advises  that  the  system  was  sched- 
uled for  implementation  July  first  in  St.  Clair  County,  August  15  in  Cook 
County  and  September  15  in  the  balance  of  the  state. 

Packets  containing  forms  for  re-enrollment  in  the  Illinois  medicaid  pro- 
gram have  been  mailed  to  St.  Clair  and  Cook  County  physicians.  Comple- 
tion of  these  forms  is  required  for  continued  billing  through  IDPA.  Physi- 
cians in  St.  Clair  and  Cook  counties  who  have  not  yet  received  their  enroll- 
ment packets  should  contact  the  Illinois  Department  of  Public  Aid,  Post  Of- 
fice Box  4037,  Springfield  62708.  Their  toll-free  number  is  800-252-8937. 
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works  well  in  your  office . . . 

NEOSPORIN Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary'  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started 


• It  contains 
three  antibiotics 
that  are 
rarely  usee 
systemically 

• It  is  convenient  tc 
recommend  without  £ 
prescription 


NEOSPORIN  Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
diy  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prep; 
tions,  prolonged  use  may  result  in  overgrowth  of  n 
susceptible  organisms,  including  fungi.  Approprl 
measures  should  be  taken  if  this  occurs. 
ADVERSE  REACTIONS:  Neomycin  is  a not 
common  cutaneous  sensitizer.  Articles  in  the  curi 
literature  indicate  an  increase  in  the  prevalent 
persons  allergic  to  neomycin.  Ototoxicity  and  nepl 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Prc 
sional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


‘DIRECT  ADMISSION’  PILOT  PROGRAM  BROADENED 


More  than  120,000  persons  covered  by  Illinois  Blue 
Cross  and  Blue  Shield  benefit  programs  now  are 
eligible  for  direct  admission  to  specialized  care 
facilities. 

Under  the  “direct  admission”  program,  members 
are  covered  for  medically  necessary  care  in  an  Illinois 
Plan  approved,  participating  Skilled  Nursing  Facility 
(SNF)  or  Coordinated  Home  Care  (CHC)  program 
without  first  having  to  be  a hospital  inpatient. 

The  direct  admission  program  was  reinstated 
earlier  this  year  on  a one-year  pilot  basis  (ending 
February,  1982)  for  the  employees  of  the  Chicago 
Board  of  Education. 

However,  five  other  groups  were  added  to  the  pilot 
program  recently.  They  include  employees  of  the 
Chicago  Park  District,  the  Metropolitan  Sanitary 
District,  Jewel,  Inc.,  the  Cook  County  offices  and 
Libby,  MacNeill,  and  Libby,  Inc. 

The  required  hospital  stay  prior  to  transfer  to  a 
specialized  care  facility  has  been  waived  for  these 
groups.  However,  the  attending  physician  must  cer- 
tify that  skilled  care  is  required  and  that  this  care  can 
be  provided  in  an  SNF  or  CHC  program. 


The  Illinois  Plan  will  analyze  the  results  after  the 
one-year  pilot  program  is  concluded  to  determine  its 
cost  effectiveness.  If  the  results  are  positive,  the 
direct  admission  program  could  be  made  available  to 
all  of  its  groups 

All  covered  benefits  under  the  regular  SNF  and 
CHC  programs  remain  the  same,  as  do  the  billing 
procedures.  Questions  regarding  billing  of  office 
visits,  visits  to  the  home  or  SNF  should  be  directed  to 
Bill  Livingston,  Professional  Relations  Department, 
Blue  Cross  and  Blue  Shield,  233  North  Michigan 
Avenue,  Chicago,  Illinois,  60601  or  (312)  661-4488. 

If  physicians  have  a patient  whom  they  may  be 
planning  to  admit  to  an  acute  care  hospital,  the  pa- 
tient’s needs  may  be  met  in  an  SNF  or  CHC  pro- 
gram. Please  contact  Bill  Livingston  to  determine 
group  eligibility  or  for  a list  of  approved,  par- 
ticipating SNF  facilities. 


SOME  BENEFITS  CHANGE  FOR  STATE  EMPLOYEES 

HEALTH  PLAN 


The  Illinois  Blue  Cross  and  Blue  Shield  Plan  has 
been  awarded  a new  two-year  contract  to  administer 
the  group  health  insurance  program  for  State  of  Il- 
linois employees  and  their  dependents. 

One  of  the  major  changes  made  by  the  state  in  the 
new  contract,  effective  July  1,  1981,  provides  that  no 
benefit  payments  will  be  made  for  selected  inpatient 
surgery  which  could  have  been  performed  on  an  out- 
patient basis.  Any  deviation  from  the  contract  provi- 
sion requires  a statement  from  the  doctor  giving 
medical  reasons  for  the  inpatient  procedure. 


The  new  contract  also  changes  the  benefit  struc- 
ture. Where  the  old  contract  provided  payment  for 
any  surgical  procedure  on  an  80  percent  Usual  and 
Customary  basis,  the  new  contract  calls  for  an  80 
percent  U & C inpatient  payment  and  100  percent  U 
& C for  procedures  performed  on  an  outpatient 
basis. 

Members  enrolled  in  the  Plan’s  State  Employees 
program  have  a 42500  group  identification  number 
and  a Social  Security  number.  Both  numbers  should 
be  used  in  filing  claims. 


For  your  information,  the  following 
represents  some  of  the  surgical  procedures 
which  frequently  can  be  performed  in  an 
ambulatory  setting: 


Abdominal  paracentesis 
Antrum  irrigations 
Arthrocentesis 

Arthrography  and  arthroscopy 

Aspiration  of  Douglas’s  cul-de-sac 

Bartholin  cyst  excision,  marsupialization  or  I&D 

Bladder  puncture  aspiration 

Blepharoplasty,  non-cosmetic 

Breast  biopsy 

Bronchoscopy  with  or  without  biopsy 
Carpel  tunnel 

Cervical  biopsies  or  polypectomies 
Circumcision,  male 

Closed  reduction  of  complete  dislocations  or  fractures 
Culdoscopy  with  or  without  biopsy 
Cyst  aspiration 
Cystogram 

Cystoscopy  with  or  without  retrograde  pyelogram 

Digit  amputation 

D&C,  diagnostic  and  therapeutic 

Dorsal  split  of  prepuce 

Esophageal  dilation 

EUA  (examination  under  anesthesia) 

Excision  of  soft  tissue  lesions  (nevus,  verrucus, 
epithelioma,  scar  revision) 

Fiberoptic  endoscopy  with  or  without  biopsy 

Foreign  body  removal 

Frenulotomy  of  tongue 

Full  bone  impacted  teeth 

Ganglionectomy 

Gastroscopy  with  or  without  biopsy 
Herniorrhaphy  (up  to  age  14) 

Hydrocelectomy 

Hymenectomy 

Hysterosalpingography 

I&D  (incision  and  drainage  of  superficial  lesions) 
Injection  of  joint,  tendon  or  ligament 


IUD  insertion  and  removal,  if  anesthesia  necessary 

Kidney  needle  biopsy 

Laceration  suture  of  skin  and  tendons 

Laparoscopy  with  or  without  tubal  ligation 

Laryngoscopy  with  or  without  biopsy 

Lipoma  removal 

Liver  needle  biopsy 

Lumbar  puncture 

Mammoplasty,  non-cosmetic 

Meatotomy 

Minor  eyelid  procedures 

Minor  rectal  surgery  (not  under  spinal) 

Morton’s  neuroma 
Muscle  biopsy 
Myringotomy 

Nasal  fracture  reduction,  open  and  closed 

Nasal  Polypectomy 

Nerve  blocks 

Node  biopsy  (superficial) 

Otoplasty,  non-cosmetic 
Otoscopy  with  or  without  biopsy 

Pin  and  screw  removals 
Proctosigmoidoscopy  with  or  without  biopsy 
Skin  biopsy 
Skin  graft  (small) 

Submucus  resection  of  nasal  septum 

Synovial  cyst  removal 

Tear  duct  probing 

Thoracentesis  for  fluid  aspiration 

Trigger  finger 

Triple  upper  endoscopy 

Urethral  dilation 

Varicocelectomy 

Vasectomy 

Vein  sclerosing  injection 
Venography 


(This  report  Is  a service  to  the  physicians  of  Illinois) 
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HIGHLIGHTS 
OF  A SYMPOSIUM 
ONANXIETY 
IN  THE  AGED 

Highlights 
of  diagnosis  and 
treatment 


Despite  a consensus  that  significant  anx- 
iety is  a frequent  problem  in  the  aged,  sur- 
prisingly little  substantial  basic  or  clinical 
research  has  been  undertaken  in  this  area. 

For  that  reason,  Roche  Laboratories  in  coop 
eration  with  the  Department  of  Psychiatry  of 
the  University  of  Arizona,  convened  a panel 
nationally  recognized  authorities  to  explore 
medically  relevant  aspects  of  anxiety  in  the 

Here  are  some  of  the  highlights  of  that 

Anxiety  experienced  and  expressed  differ- 
ently in  the  aged.  Age-related  changes  in  the  cen- 
tral nervous  system  may  increase  anxiety  in  the  elderly 
who  often  find  themselves  in  circumstances  that  provide 
a great  deal  to  be  anxious  about. 

Whereas  younger  people  usually  express  anxiety 
through  intricate  conversion  mechanisms,  older  patients 
tend  to  display  overt  symptoms — bewilderment,  worry, 
fear,  even  panic.  In  addition,  the  aged  are  less  likely  to 
report  an  illness  or  acknowledge  physical  symptoms, 
which  can  lead  to  difficulties  in  diagnosis. 

The  diagnostic  dilemma:  are  symptoms 
psychosomatic  or  organic?  One  pitfall  in  diagnos- 
ing anxiety  in  the  elderly  islhe  similarity  between  its  so- 
matic manifestations  and  the  symptoms  of  common  geri- 
atric illnesses.  For  that  reason,  a thorough  search  for 
remediable  organic  causes  of  anxiety  should  be  standard 
procedure.  The  origin  of  anxiety  may  be  as  simple  as 
nutritional  anemia,  ear  wax  deafness  or  vision-impairing 
cataracts — or  anxiety  may  be  a symptom  of  chronic  or- 
ganic brain  syndrome  or  other  physical  disorders. 

Developing  realistic  treatment  goals  for  elder- 
ly patients.  When  establishing  treatment  goals,  physi- 
cians may  take  into  consideration  the  patient's  personality, 
life  circumstances,  duration  and  intensity  of  symptoms— 
and  the  expected  outcome  of  treatment.  Then  a definite 
plan  of  action  is  established  which  may  involve  psycho- 
logical intervention,  environmental  manipulation, 
pharmacotherapy  and/or  relaxation  techniques.  Once 
the  methods  and  goals  of  treatment  are  decided,  a follow- 
up session  should  be  arranged  to  monitor  and  assess 
the  results  of  therapy. 


*A  symposium  in  Tucson,  Arizona,  November  16-17, 
1977,  sponsored  by  the  Department  of  Psychiatry, 
University  of  Arizona  College  of  Medicine  and 
the  Professional  Services  Department  of  Roche 
Laboratories,  Division  of  Hoffmann- La  Roche  Inc. 


Clinics  for  Crippled  Children 
Listed  for  August 

Thirty-eight  clinics  for  Illinois'  physically  handicapped 
children  have  been  scheduled  for  August  by  the  University 
of  Illinois,  Division  of  Services  for  Crippled  Children.  The 
clinics  provide  diagnostic  orthopedic,  pediatric,  speech  and 
hearing  examination,  along  with  medical,  social  and  nurs- 
ing services.  There  will  be  25  general  clinics,  11  cardiac 
clinics,  one  for  children  with  neurological  problems  and  one 
for  myelodysplasia.  Any  private  physician  may  refer  to  or 
bring  to  a convenient  clinic  any  child  or  children  for  whom 
he  may  want  examination  or  consultative  services. 

3 Peoria  Myelodysplasia— St.  Francis  Medical  Center 

4 Maryv  ille  — Oliver  C.  Anderson  Hospital 

4 Park  Ridge  Cardiac  — AM  — Lutheran  General  Hospital 
4 Park  Ridge  General  — PM  — Lutheran  General  Hospital 

4 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

5 Hinsdale  — Hinsdale  Sanitarium 

6 Springfield  General  — St.  John’s  Hospital 
6 Anna  — Union  County  Hospital 

6 Lake  County  Cardiac— Victory  Mem.  Hosp. 

7 Division  Cardiac— St.  James  Hosp. 

10  Peoria  Cardiac— St.  Francis  Medical  Center 
10  Belleville  — Belleville  Memorial  Hospital 

10  Chicago  Heights  Cardiac— St.  James  Hosp. 

1 1 Fast  St.  Louis  — Community  Hospital 

1 1 Peoria  — St.  Francis  Medical  Center 

12  Rockford  — St.  Anthony  Hospital 

1 2 Champaign-Urbana—  McKinley  Health  Service  Center 
1 2 Chicago  Heights  General  — St.  James  Hosp. 

12  Joliet  — St.  Joseph’s  Hospital 

13  Aurora  Cardiac— Mercy  Center  for  Health  Care 

Services 

13  Kankakee  General— St.  Mary’s  Hospital 

17  Maywood— (Orth/Ped/Neuro)  — Loyola  Medical  Center 

18  Rock  Island  Area  General  — Moline  Public  Hospital 

19  Springfield  Ped-Neuro— St.  John’s  Hosp. 

19  Aurora  General  — Sherman  Hospital 

20  Rockford  — Rockford  Memorial  Hospital 
20  Bloomington  — Mennonite  Hospital 

20  Elmhurst  Cardiac— Memorial  Hospital  of  DuPage 

County 

21  Kankakee  Cardiac— St.  Mary’s  Hospital 
24  Peoria  Cardiac— St.  Francis  Med.  Center 
24  Chicago  Heights  Cardiac  — St  James  Hosp. 

24  Maywood—  (Orth/Ped)  — Loyola  Medical  Center 
26  Chicago  Heights  General  — St.  James  Hosp. 

26  Elgin  General  — Sherman  Hospital 

27  Litchfield  — St.  Francis  Hospital 

28  Evanston  — St.  Francis  Hospital 

3 1 Peoria  Cardiac— St.  Francis  Medical  Center 
31  Maywood— (Orth)  — Loyola  Medical  Center 

The  Division  of  Services  for  Crippled  Children  is  the  offi- 
cial state  agency  established  to  provide  medical,  surgical, 
corrective  and  other  services  and  facilities  for  diagnosis, 
hospitalization  and  after-care  for  children  with  crippling 
conditions  or  who  are  suffering  from  conditions  that  may 
lead  to  crippling.  In  carrying  on  its  program,  the  Division 
works  cooperatively  with  local  medical  societies,  hospitals, 
the  Illinois  Children’s  Hospital-School,  civic  and  fraternal 
clubs,  visiting  nurse  associations,  local  social  and  welfare 
agencies,  local  chapters  of  the  National  Foundation  and 
other  interested  groups.  In  all  cases,  the  work  of  the  Divi- 
sion is  intended  to  extend  and  supplement,  not  supplant, 
activities  of  other  agencies,  either  public  or  private,  state  or 
local,  carried  on  in  behalf  of  crippled  children. 


VALIUM 


diazepam/Roche 


Before  prescribing,  please  consult  complete  prod- 
uct Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal,  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology, 
spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome;  convulsive  disorders  (not 
for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with  abrupt 
discontinuation,  usually  limited  to  extended  use  and 
excessive  doses  Infrequently,  milder  withdrawal  symp- 
toms have  been  reported  following  abrupt  discontinuation 
of  benzodiazepines  after  continuous  use,  generally  at 
higher  therapeutic  levels,  for  at  least  several  months  After 
extended  therapy,  gradually  taper  dosage.  Keep  addic- 
tion-prone individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence 
Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  In  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  in- 
somnia, rage,  sleep  disturbances,  stimulation  have  been 
reported,  should  these  occur,  discontinue  drug  Isolated 
reports  of  neutropenia,  taundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long-term 
therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b.i.d.  to  q i d , alcoholism,  10  mg  t.i.d.  or  q i d.  in  first 
24  hours,  then  5 mg  t i d.  or  q i d as  needed;  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or  q i d . 
adjunctively  in  convulsive  disorders,  2 to  10  mg  bid  to 
q.i  d.  Geriatric  or  debilitated  patients:  2 to  2V1>  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated 
(See  Precautions.)  Children:  1 to  2 VS  mg  t.i.d.  or  q i d 
initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered 
boxes  of  25,  and  in  boxes  containing  10  strips  of  10, 
Prescription  Paks  of  50,  available  in  trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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EKG  of  the  Month 


This  patient  is  a seventy-two  year  old  man  who  was  in  good  health  until  two 
years  ago.  At  that  time,  he  developed  congestive  heart  failure.  He  responded  to 
digoxin  although  no  etiology  for  the  heart  failure  was  found.  Several  months  ago, 
premature  ventricular  beats  were  found.  Quinidine  sulfate  was  used  to  treat  these 
extrasystoles.  For  the  past  few  days  he  has  been  nauseated  and  has  lost  his  appetite. 
His  physical  examination  showed  normal  lung  findings  and  normal  blood  pressure. 
His  pulse  was  irregular.  A long  lead  II  rhythm  strip  was  obtained  and  is  shown. 


A A 

S' ^ ,J\ — 
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Questions: 


1.  The  ECG  shows: 

a.  Short  bursts  of  paroxysmal  atrial  tachycar- 
dia. 

b.  Extreme  sinus  arrhythmia 

c.  Junctional  rhythm  functioning  as  an  escape 
rhythm. 

d.  Sinus  arrest  or  high  grade  sino-atrial  block. 

e.  All  of  the  above 


2.  Management  of  this  patient  could  include: 

a.  Placement  of  a demand  ventricular  pace- 
maker. 

b.  ECG  monitoring  in  the  hospital. 

c.  Discontinuation  of  digoxin  and  quinidine. 

d.  Measurement  of  serum  digoxin  level. 

e.  All  of  the  above. 


(Continued  on  page  63) 
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Liquid  K... 

A masterpiece  of 
bad  taste 


.f 


Slow-K... 
The  gourmets 

selection 


Proved  record 
of  safety 

There  are  6 years  of 
U.S.  clinical  experience 
behind  Slow-K.  The 


25<t  a day 

The  cost  of  a day's 
therapy  averages  less 
than  a quarter.* 


Acceptability 

Slow-K  has  an 


Salt  of 
choice(KCl) 


unparalleled  record 
of  patient  compliance. 


*Slow-release  potassium  chloride  tablets 
should  be  reserved  for  patients  who  cannot 
tolerate  or  have  compliance  problems  with 
liquid  K preparations  The  total  number  of 
Gl  lesions  in  both  foreign  countries  and  the 
United  States  remains  less  than  one  per 
100,000  patient-years, 

’Data  on  file,  CIBA  Pharmaceutical  Company, 

‘Average  cost  per  day  based  on 
Pharmaceutical  Data  Services  audit. 


No  taste 
problems 

Patients  prefer 
Slow-K  to  unpalatable 
liquid. 


8 mEq  tablet  has  proved 
safe  and  effective  in 
over  4 million  patients 
in  the  U.S.  alone.* f 


The  preferred  salt 
to  correct  the  hypo- 
kalemic alkalosis  that 


may  result  after  long- 
term use  of  diuretics.  A recipe  for  success 

4 million  patients,  6 years  of  U.S. 

clinical  experience 


SI  te  w-K 

potassium  chloride 
slow-release  tablets  8 mEq 


'lease  turn  page  for  brief  prescribing  information. 

2 I B A 


SLOW-K®  potassium  chloride  slow-release  tablets 

DESCRIPTION 

Slow-K  is  a sugar-coated  (not  enteric-coated)  tablet  containing  600  mg 
potassium  chloride  (equivalent  to  8 mEq)  in  a wax  matrix  This  formulation  is 
intended  to  provide  a controlled  release  of  potassium  from  the  matrix  to 
minimize  the  likelihood  of  producing  high  localized  concentrations  of  po- 
tassium within  the  gastrointestinal  tract. 

INDICATIONS 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION 
AND  BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPA- 
RATIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PA- 
TIENTS WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM 
THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic 
alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic  familial 
periodic  paralysis 

2 For  prevention  of  potassium  depletion  when  the  dietary  intake  of  po- 
tassium is  inadequate  in  the  following  conditions:  Patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy,  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and,  if  hypokalemia  occurs,  dietary  supplementation  with  po- 
tassium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

In  patients  with  hyperkalemia,  since  a further  increase  in  serum  potassium 
concentration  in  such  patients  can  produce  cardiac  arrest.  Hyperkalemia 
may  complicate  any  or  the  following  conditions  chronic  renal  failure,  sys- 
temic acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive 
tissue  breakdown  as  in  severe  burns,  adrenal  insufficiency,  or  the  administra- 
tion of  a potassium-sparing  diuretic  (eg,  spironolactone,  triamterene). 
Wax-matrix  potassium  chloride  preparations  have  produced  esophageal 
ulceration  in  certain  cardiac  patients  with  esophageal  compression  due  to 
enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in  any 
patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through 
the  G.l.  tract.  In  these  instances,  potassium  supplementation  should  be  with 
a liquid  preparation 

WARNINGS 

Hyperkalemia:  In  patients  with  impaired  mechanisms  for  excreting  po- 
tassium, administration  of  potassium  salts  can  produce  hyperkalemia  and 
cardiac  arrest  This  occurs  most  commonly  in  patients  given  potassium 
intravenously  but  may  also  occur  when  given  orally.  Potentially  fatal  hyper- 
kalemia can  develop  rapidly  and  be  asymptomatic.  Use  of  potassium  salts  in 
patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs 
potassium  excretion,  requires  particularly  careful  monitoring  of  the  serum 
potassium  concentration  and  appropriate  dosage  adjustment. 

Interaction  with  Potassium-Sparing  Diuretics:  Hypokalemia  should  not  be 
treated  by  the  concomitant  administration  of  potassium  salts  and  a po- 
tassium-sparing diuretic  (eg,  spironolactone  or  triamterene),  since  the  simul- 
taneous administration  of  these  agents  can  produce  severe  hyperkalemia. 
Gastrointestinal  lesions:  Potassium  chloride  tablets  have  produced  stenotic 
and/or  ulcerative  lesions  of  the  small  bowel  and  deaths.  These  lesions  are 
caused  by  a high  localized  concentration  of  potassium  ion  in  the  region  of  a 
rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby  produces 
obstruction,  hemorrhage,  or  perforation.  Slow-K  is  a wax-matrix  tablet  for- 
mulated to  provide  a controlled  rate  of  release  of  potassium  chloride  and  thus 
to  minimize  the  possibility  of  a high  local  concentration  of  potassium  ion  near 
the  bowel  wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much 
less  with  wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than 
with  enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  associ- 
ated with  these  products.  The  total  number  of  gastrointestinal  lesions  re- 
mains less  than  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfora- 
tion considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastroin- 
testinal bleeding  occurs. 

Metabolic  acidosis:  Hypokalemia  in  patients  with  metabolic  acidosis  should 
be  treated  with  an  alkalmizing  potassium  salt  such  as  potassium  bicarbo- 
nate, potassium  citrate,  or  potassium  acetate. 

PRECAUTIONS 

Potassium  depletion  is  ordinarily  diagnosed  by  demonstrating  hypokalemia 
in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  de- 
pletion In  interpreting  the  serum  potassium  level,  the  physician  should  bear 
in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence 
of  a deficit  in  total  body  potassium,  while  acute  acidosis  per  se  can  increase 
the  serum  potassium  concentration  into  the  normal  range  even  in  the  pres- 
ence of  a reduced  total  body  potassium  Treatment  of  potassium  depletion, 
particularly  in  presence  of  cardiac  disease,  renal  disease,  or  acidosis, 
requires  careful  attention  to  acid-base  balance  and  appropriate  monitoring 
of  serum  electrolytes,  electrocardiogram,  and  clinical  status  of  patient. 
ADVERSE  REACTIONS 

Most  common  to  oral  potassium  salts:  nausea,  vomiting,  abdominal  discom- 
fort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal 
tract  and  are  best  managed  by  diluting  the  preparation  further,  taking  the 
dose  with  meals,  or  reducing  the  dose 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  Contraindica- 
tions and  Warnings)  There  also  have  been  reports  of  upper  and  lower 
gastrointestinal  conditions  including  obstruction,  bleeding,  ulceration  and 
perforation  (see  Contraindications  and  Warnings);  other  factors  known  to  be 
associated  with  such  conditions  were  present  in  many  of  these  patients.  Skin 
rash  has  been  reported  rarely. 

DOSAGE  AND  ADMINISTRATION 

Usual  dietary  intake  of  potassium  by  the  average  adult  is  40  to  80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store 
Dosage  must  be  adjusted  to  the  individual  needs  of  each  patient  but  is 
typically  in  the  range  of  20  mEq  per  day  for  prevention  of  hypokalemia 
to  40-100  mEq  per  day  or  more  for  treatment  of  potassium  depletion 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed  or  chewed. 

HOW  SUPPLIED 

Tablets  (pale  orange,  sugar-coated),  each  containing  600  mg  (8  mEq)  po- 
tassium chloride;  bottles  of  100,  1000  and  Accu-Pak®  blister  units  of  100. 
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Consult  complete  product  literature  before  prescribing 
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OBITUARIES 


*Fahrner,  F.R.,  Joliet,  died  June  12,  at  the  age 
of  56.  Dr.  Fahrner  was  a 1953  graduate  of  St. 
Louis  University  Medical  School. 

*Krasner,  Leonard,  Waukegan,  died  June  7,  at 
the  age  of  73.  Dr.  Krasner  was  a 1936  graduate 
of  the  Universitat  Tubingen  Baden  in  Wurttem- 
burg,  Germany. 

**Maloney,  J.H.,  Rockford,  died  June  8,  at  the 
age  of  95.  Dr.  Maloney  was  a 1913  graduate  of 
the  Hahaman  Medical  School. 

*Marzano,  Rose  Mary,  Chicago,  died  May  3 1 , at 
the  age  of  79.  Dr.  Marzano  was  a 1942  graduate 
of  the  Chicago  Medical  School. 

*Ocasek,  Miles  Frank,  Villa  Park,  died  June  3, 
at  the  age  of  7 1 . Dr.  Ocasek  was  a graduate  of 
the  Chicago  Medical  School. 

Stamler,  Maurice,  Chicago,  died  at  the  age  of  72. 
Dr.  Stamler  was  a 1933  graduate  of  the  Univer- 
sity of  Illinois  School  of  Medicine. 

* Indicates  ISMS  member 

**Indicates  ISMS  member  of  the  fifty  year  club 


Familial  Ovarian 
Cancer  Registry 


There  are  increasing  reports  of  ovarian  cancer 
occurring  in  two  (2)  or  more  family  members.  The 
Familial  Ovarian  Cancer  Registry  will  evaluate  this 
increase  to  obtain  information  for  genetic  counseling 
to  family  members.  Case  accrual  will  evaluate: 

• the  number  of  cases  of  familial  ovarian  cancer 

• the  type  of  inheritance 

• the  relationship  to  breast  and  endometrial  car- 
cinoma 

• the  study  of  environmental,  geographical  and 
racial  factors 

• genetic  counseling. 

Please  address  inquiries  regarding  the  clinical 
history  of  any  family  with  two  (2)  or  more  members 
with  ovarian  cancer  to: 


Familial  Ovarian  Cancer  Registry 
M.  Steven  Piver,  MD  • Roswell  Park  Memorial  Institute 
New  York  State  Department  of  Health  ®666  Elm  Street 
Buffalo,  New  York  14263 

Telephone:  (716)  845-3110 


By  The  Time  He  Learns  To  Walk, 
One  Of  Chicago's  Best  Opportunities 
For  A Medical  Practice 
Will  Be  Gone. 


It's  a fact  that  is  becoming  all  too  familiar  to  physicians.  Oppor- 
tunities to  build  or  to  expand  a medical  practice  are  becoming 
extremely  limited,  especially  in  major  cities. 

Highland  Park  Hospital  has  identified  one  of  the  few 
remaining  areas  in  Chicago  that  holds  definite  promise  for  the 
physician  who  wants  to  ensure  a successful  practice  in 
:he  80's. 

The  area  is  the  town  of  Buffalo  Grove  and  its 
neighboring  communities.  Planners  expect  the 
copulation  there  to  increase  by  40%  in  the 
next  ten  years.  The  average  household 
ncome  is  $24,000  and  growing.  The  over- 
whelming majority  of  residents  are  covered 
by  private  insurance.  By  any  index,  it  is  a 
growth  market  with  a great  promise  for 
inancial  viability. 

An  exceptional  offering.  Highland  Park 
hospital  is  completing  a $3  million 
medical  office  complex  at  the  hub  of 
his  growth  area.  Called  The  Grove 
■’rofessional  Center,  the  30,000  square 
•oot  facility  will  provide  suites  for  up 

0 twenty  physicians,  supported  by 
•adiology,  laboratory  services  and 

1 pharmacy. 

Charter  tenants  receive  three 
months  free  rent,  guaranteed  below- 
market  rental  rates  for  three  years, 
paid  utilities,  a generous  suite  com- 
pletion allowance,  and  a guarantee  of 
io  hidden  costs.  The  hospital  is  also 
committed  to  a major  marketing  pro- 
gram to  help  physicians  build  their 
practice  as  quickly  as  possible. 


Affiliate  with  respected  peers.  As  a member 
of  the  Highland  Park  Hospital  medical  staff,  you'll 
associate  with  a group  of  physicians  that  U.5. 

News  and  World  Report  called  "among  the  most 
high  powered  in  the  metropolitan  (Chicago)  area’.’ 

And  you'll  work  at  a hospital  with  an  outstanding 
reputation  for  superior  care,  technical  sophisti- 
cation and  a gracious  environment. 

How  will  your  practice  fare  in  the  80’s? 
Physicians  who  want  to  understand 
and  meet  the  challenges  of  the  80's  are 
invited  to  attend  one  of  two  seminars 
sponsored  by  the  hospital.  Entitled,  "How  to 
Strengthen  the  Financial  Return  of  Your 
Medical  Practice”  they  will  be  conducted  by  a 
leading  consultant  on  medical  practice  man- 
agement. Opportunities  at  the  Grove  Professional 
Center  will  also  be  reviewed.  The  July  11  seminar 
will  be  from  8:00  a.m.  to  2:00  p.m.  and  include 
a luncheon  at  the  Charlie  Club  in  Palatine;  the 
July  22  seminar  will  be  from  5:00  p.m.  to  10:00  p.m. 
at  The  Park  Hyatt  in  Chicago.  Cocktails  and  hors 
d’oeuvres.  Advanced  registration  is  required;  the  fee 
for  materials  is  $10.00.  Call  (312)  432-8000, 
extension  3328  to  register. 

The  right  place;  the  right  time.  If  you’re  a 
physician  who  wants  to  build  or  expand  a medical 
practice,  the  opportunities  of  The  Grove  Professional 
Center  are  ideal.  The  area  has  tremendous  growth 
potential.  It’s  an  outstanding  place  to  live.  And  Highland 
Park  Hospital  is  willing  to  give  you  the  support  you  need  to 
be  successful. 

Build  your  practice  at  The  Grove  Professional  Center.  It’s 
the  right  place  at  the  right  time. 


# The  Grove  Professional  Center 

of  Highland  Park  Hospital 


Write  or  call  for  our  free  informational  package  on  the  Grove  Professional  Center  or  to  register  for  the  next  Practice  Building  Seminar. 
Leasing  Office:  Highland  Park  Hospital,  718  Glenview  Avenue,  Highland  Park,  IL  60035  (312)  432-8000,  ext.  3328. 


The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 

Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 

This  month’s  Viewbox  was  contributed  by  Michael  Fine,  M.D.,  an  assistant  professor  of  radiology, 
and  Timothy  B.  Scarff,  M.D.,  an  associate  professor  of  neurosurgery,  from  the  Loyola  University 
Medical  Center,  Maywood. 


This  twenty-one  year  old  male  had  pain  and  sensory  loss  in  the  distribution  of  the  left  S2  nerve 
root.  The  myelogram  shows  a questionable  defect  of  this  root  (arrow,  Figure  4).  What  would  you 
do  next? 


Figure  1 

Metrizamide  myelogram  AP  view  — Lumbar  spine 


Figure  3 

Right  oblique  view 


Figure  2 Figure  4 

Lateral  view  Left  oblique  view 

Options 

( 1 ) Refer  for  surgery;  (2)  Repeat  myelogram  with  Pantopaque;  (3)  Epidural  venogram;  (4)  Computed 
tomography;  (5)  Follow  patient  clinically.  (Continued  on  page  64) 


New  help 

from  an  old  friend. 


Camp  has  been  a friend  and  a 
familiar  name  to  the  medical 
community  for  more  than  70 
years.  Now  we  are  pleased  to  of- 
fer new  help  for  your  growing 
office  needs.  The  kind  of  help 
that  can  actually  improve  the 
profitability  of  your  practice. 


Introducing 
CAMP  COMP  I . . . 

a computerized  financial  in- 
formation system  that  is 
simple  to  operate  and  sur- 
prisingly low  in  cost  (less 
than  $13,000).  COMP  1 
features  a series  of  pre- 
written and  tested  programs 
that  provide  you  with  a better 
awareness  of  your  practice 
activity  and  help  you  control  your 
accounts  receivable. 


We’ve  teamed  up  with 
Bell  & Howell  and  Apple... 

to  bring  you  the  most  efficient 
computer  system  available  today 
— a system  completely  support- 
ted  by  on-site  service  and  con- 
tinuing updates. 

Medical  specialists  helped 
create  COMP  1 

CAMP  COMP  1 programs  were 
developed  by  computer  experts 
advised  by  a group  of  medical 
specialists.  With  COMP  1 you 
can  quickly  handle  the  time-con- 
suming activities  of  receivable 
transactions,  billing,  insurance 
forms,  update  of  patient  financial 
records  . . .and  you’ll  maintain 


/'  7 


control  over 
collections. 
COMP  1 will  provide  detailed 
financial  information  and  a prac- 
tice analysis  for  each  doctor  in 
the  office. 


■ I am  interested.  Please  send  | 
I specifications. 

I My  needs  are  immediate.  Please  ■ 

| call  to  arrange  a demonstration.  j 

8 Name  I 


Interested? 

We’d  like  to  tell  you  more  about 
the  CAMP  COMP  1 system  and 
how  it  can  help  you  improve 
profits  and  simplify  procedures. 
Return  the  coupon  or  call  (517) 
787-1 600,  ext.  2 1 7,  for  more  in- 
information, including  costs, 
program  details  and  service 
agreement. 


Address  

City - 

State Zip 

Phone  

Number  of  physicians  in  office 


Camp  international,  Inc. 

^MJ  P O.  Box  89.  Jackson,  Ml  49204  J 


©1981  Camp  International  Inc. 
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Illinois  Housestaff  News 


New  Officers  Named 

By  David  Palmer,  M.D.,  Secretary/Editor 


On  May  7,  1981,  the  Resident  Physicians  Sec- 
tion of  Illinois  convened  at  the  Illinois  State 
Medical  Society  headquarters  in  Chicago,  and 
elected  the  1981-82  Governing  Council.  The 
Council  members  include: 

Chairman:  Elected  chairman  for  a second  term, 
Larry  Gratkins,  M.D.,  a Northwestern  Univer- 
sity graduate,  has  served  on  several  ISMS/RPS 
councils  and  leadership  seminars,  is  an  AMA/ 
RPS  delegate,  has  authored  several  OB/GYN 
publications,  and  has  published  in  the  ISMS 
journal.  Chief  resident  in  OB/GYN  at  North- 
western University  Hospitals,  Chicago,  and  a 
junior  fellow  in  ACOG,  Larry  will  enter  the  Air 
Force  following  his  residency  training. 

Vice  Chairman:  A former  secretary  of  AMA/ 
RPS,  Brad  Epstein,  M.D.,  is  a delegate  to  the 
AMA/RPS,  has  served  on  various  councils,  and 
held  office  in  the  ISMS/SBS.  He  received  his  M.D. 
from  the  University  of  Chicago,  is  a junior  fellow 
of  ACOG,  and  will  be  a PGY-2  in  OB/GYN  at 
Rush-Presbyterian  St.  Luke’s  Hospital,  Chicago. 
His  immediate  post-residency  plans  include  en- 
trance into  the  Air  Force  medical  system. 

Secretary/Editor:  David  Palmer,  M.D.,  is  an 
AMA/RPS  delegate,  has  been  involved  on  ISMS/ 
RPS  councils,  and  has  authored  several  publi- 
cations. He  earned  his  M.D.  from  the  University 
of  Chicago,  and  completed  his  medical  intern- 
ship at  Michael  Reese  Hospital,  Chicago.  David 
will  continue  his  residency  training  at  the  Uni- 
versity of  Illinois  Eye  and  Ear  Infirmary  in  Oph- 
thalmology and  plans  a clinical  practice  with 
university  affiliation. 

Delegate:  Formerly  serving  in  the  Illinois  and 
AMA  House  of  Delegates,  William  Golden,  M.D., 
is  a graduate  of  the  Baylor  College  of  Medicine, 
and  will  begin  his  third  year  of  residency  at  Rush- 
Presbyterian  St.  Luke’s  Hospital. 

As  the  national  AMA  convention  in  Chicago 
echoes  in  our  minds,  the  challenge  of  a new  year 
is  upon  the  AMA/RPS  and  organized  medicine 
in  general.  Current  statistics  indicate  that  there 
are  over  17,000  AMA/RPS  members,  of  which 
1200  alone  are  from  Illinois.  Although  the  per- 
centage of  residents  who  are  AMA  members  has 
steadily  increased  since  the  founding  of  RPS  in 
1973,  participation  by  most,  if  not  all  housestaff, 
is  necessary  to  help  mold  a health  care  system  in 
which  we  will  professionally  practice. 


A recent  survey  by  the  California  Medical 
Association  indicated  that  fewer  than  31%  of 
California  physicians— especially  the  younger 
M.D.s— have  a “very  favorable”  regard  toward 
professional  societies,  primarily  because  of  ap- 
parent mismanagement  of  important  issues.  As 
education  was  highly  applauded,  the  other  “most 
important  medical  society  functions”  of  “mem- 
bership services,”  “professionalism,”  and  “po- 
litical role”  ranked  less  favorably.  Finally,  the 
respondents  gave  the  medical  society  low  scores 
on  the  most  significantly-rated  issues  facing  the 
medical  profession  — combating  government 
control,  medicine’s  public  image,  health  care 
costs,  and  malpractice.  Many  state  societies  may 
be  similarly  faulted,  but  a state  society  can  func- 
tion favorably  only  by  membership  input  and 
constructive  criticism  resulting  in  reform.  A poor 
attitude  in  professional  societies  may  be  a re- 
flection of  both  the  society  itself  and  its  highly 
critical,  but  apathetic,  current  and  potential 
membership. 

The  newly-elected  ISMS/RPS  Governing 
Council  of  Illinois  is,  and  will  be,  aware  of  dis- 
crepancy in  membership  expectation  and  society 
performance.  Mutual  interaction  by  the  mem- 
bership and  board  can  result  in  a truly  effective 
organization  answering  group  and  individual 
needs.  Last  May  the  ISMS/RPS  Governing 
Council  sent  out  a letter  to  all  resident  members 
of  the  Illinois  State  Medical  Society,  which  in- 
vited them  to  help  make  the  voice  of  the  resident 
heard  more  strongly  in  organized  medicine  by 
participating  in  the  many  committees  and  coun- 
cils of  the  ISMS  where  policy  is  developed.  In 
addition,  the  Constitution  and  Bylaws  of  the 
ISMS/RPS  provide  that  the  Governing  Council 
have  a representative  from  each  hospital  pro- 
gram in  the  state.  We  need  participation.  We  need 
dialogue.  We  need  you!  If  you  have  any  questions 
or  concerns  regarding  the  formulation  or  drafting 
of  policy  decisions  which  will  directly  or  indi- 
rectly affect  you  in  your  medical  career,  or  if  you 
have  ideas,  suggestions,  interested  friends,  etc., 
then  please  contact  us  at  the  ISMS,  55  E.  Monroe, 
Suite  3510,  Chicago,  Illinois  60603,  and  get  in- 
volved in  your  future. 
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Syme's  Two  Stage  Amputation 
In  Diabetic  Dysvascular  Disease 


By  Michael  S.  Pinzur,  M.D.,  Chris  Jordan,  M.D. 
and  Nasim  A.  Rana,  M.D./Chicago 


Diabetic  dysvascular  disease  often  results  in  tissue  gangrene  and  a below  or  above- 
knee amputation.  The  energy  expenditure  in  such  amputees  required  for  ambulation 
with  a prosthesis,  is  often  so  great  as  to  markedly  diminish  their  ambulatory  ability.  One 
hundred  and  nine  lower  extremity  amputations  were  performed  in  a one  year  period  at 
the  Chicago  Lakeside  Veteran’s  Hospital.  Using  Doppler  arterial  pressure  measure- 
ments to  evaluate  amputation  level,  nine  of  the  patients  had  Syme’s  Two  Stage  ankle 
disarticulations  with  only  one  failure. 


Diabetic  dysvascular  disease  is  a common  and 
disabling  problem.  In  the  past,  development  of  a 
foot  ulcer  in  the  adult  diabetic  patient  frequently 
led  to  prolonged  disability  and  often  to  proximal 
level  amputation.  The  vascular  supply  to  the  foot 
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the  division  of  orthopedic  surgery,  Chicago  Medical 
School.  An  attending  surgeon  at  the  North  Chicago  Vet- 
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structor in  orthopaedic  surgery  at  Northwestern  Univer- 
sity Medical  School. 

CHRIS  JORDAN,  M.D.,  is  a board  certified  orthopedic 
surgeon  affiliated  with  Rancho  Los  Amigos  Hospital  in 
Downey,  California,  where  he  serves  as  chief  of  Stroke 
Services.  Dr.  Jordan  attended  Loyola  University  Stritch 
School  of  Medicine  and  completed  his  residency  at 
Northwestern  Medical  School. 

NASIM  AHMAD  RANA,  M.D.,  is  a board  certified 
orthopedic  surgeon  affiliated  with  Northwestern  Memo- 
rial Hospital  in  Chicago.  A fellow  of  the  Royal  College  of 
Surgeons  of  Canada,  Dr.  Rana  serves  as  an  associate 
professor  of  clinical  orthopaedics  for  the  Northwestern 
University  Medical  School.  He  is  also  chief  of  the  ortho- 
pedic service  for  the  Veteran's  Administration  Research 
Hospital. 


of  the  dysvascular  diabetic  is  often  so  poor  that 
these  patients  do  not  have  the  capacity  to  heal  the 
ulcers.  Without  appropriate  local  and  systemic 
care,  the  ulcers  can  become  secondarily  infected, 
and  progress  to  tissue  gangrene.  In  the  past, 
many  patients  succumbed  to  sepsis  or  survived 
with  a proximal  level  amputation  below  or  above 
the  knee. 

Data  from  the  Gait  Analysis  Laboratory  at 
Rancho  Los  Amigos  Hospital  has  shown 
increased  energy  expenditure  and  decreased 
walking  ability  with  proximal  level  amputation. 1 

The  diabetic  dysvascular  below  or  above-knee 
amputee  may  not  only  require  increased  energy 
expenditure  to  walk,  but  may  also  require  a pro- 
longed training  period  with  the  prosthesis  in  or- 
der to  achieve  maximum  ambulatory  status. 
Many  of  these  patients  are  60  or  more  years  of 
age,  and  physiologically  older  than  that.  They  of- 
ten do  not  have  the  energy  reserve  to  ambulate 
with  a prosthesis.  Many  are  only  able  to  use  the 
prosthesis  for  very  short  distances  and  the  prox- 
imal level  amputee  may  frequently  be  confined  to 
a wheelchair  existence.  Amputation  at  the  ankle 
joint  (Syme’s  Amputation)  or  foot  level  requires 
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Figure  1 

This  patient  had  a large  plantar  ulcer  overlying  a bony 
prominence  from  a rigid  pes  planus.  He  had  severe  pain  and 
drainage  which  was  resistant  to  numerous  forms  of  local 
and  orthotic  treatment. 


only  mild  increases  in  energy  expenditure  and 
minimal  prosthetic  training. 

Most  diabetic  foot  ulcers  can  be  successfully 
treated  without  resorting  to  amputation.  Patient 
education,  local  wound  care,  and  judicious 
orthotic  treatment  can  usually  provide  an  envi- 
ronment conducive  to  healing.  When  amputa- 
tion is  required,  it  can  often  be  successfully  per- 
formed at  distal  levels  with  a high  success  rate. 

Surgeons  have  generally  avoided  distal  level 
amputation  in  the  dysvascular  patient  for  two  rea- 
sons. Evaluation  of  amputation  level  was  based 
solely  on  clinical  judgement  without  objective 
indices.  As  a result,  aggressive  amputation  sur- 
geons experienced  an  unacceptably  high  failure 
rate.  A high  failure  rate  was  especially  undesira- 
ble in  these  patients,  whose  poor  general  health 
made  them  poor  surgical  risks.  To  avoid  failure 
and  repeat  surgery,  these  patients  were  treated 
with  “safe”  proximal  level  amputation. 


Figure  2 

The  incision  (patient  from  figure  1)  had  to  be  modified  to 
accommodate  the  large  plantar  ulcer.  The  dorsal  flap  is  cor- 
respondingly longer. 


Doppler  arterial  pressure  measurement  has 
enabled  a simple  and  usually  predictable  index  of 
a dysvascular  patient’s  capacity  to  heal  an  ulcer,  a 
surgical  procedure,  or  an  amputation  at  a given 
level  in  the  extremity.3’6  This  measurement  may 
be  easily  obtained  at  bedside.  An  absolute  Dop- 
pler pressure  measurement  of  70  mmHg,6  or  a 
ratio  between  local  Doppler  arterial  and  brachial 
arterial  pressure  of  0.45  or  greater,  leads  to  a 
predictable  success  rate  for  healing  a surgical 
procedure  in  well  over  90%  of  patients.5  7 This 
ratio  has  been  termed  the  ischemic  index,  and 
has  been  used  with  increasing  success  in  many 
centers. 

Using  the  treatment  program  developed  at 
Walter  Reed  Hospital8  and  modified  at  Rancho 
Los  Amigos  Hospital,5-7  we  have  performed  nine 
Syme’s  Two  Stage  Amputations  (ankle  disarticu- 
lation with  secondary  malleolar  excision)  with 
only  one  failure.  Previously,  all  of  these  patients 
would  have  been  treated  with  below-knee 
amputations. 
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Figure  3 

First  stage  wound  closure.  The  “dog  ears”  will  be  excised 
with  malleolar  excision  at  the  second  stage. 


Materials  and  Methods 

In  the  course  of  one  year,  109  lower  extremity 
amputations  were  performed  for  dysvascular  dis- 
ease at  the  Chicago  Lakeside  Veteran’s  Hospital 
(Table  1).  All  were  evaluated  pre-operatively 
with  Doppler  arterial  pressure  measurements. 
Nine  patients  (8.3%)  were  found  to  fit  the  criteria 
for  Syme’s  Two  Stage  Amputation  as  proposed  by 
Wagner.5  7 In  none  of  these  patients  could  the 
foot  be  salvaged  with  local  surgery  or  more  distal 
level  amputation. 

Local  wound  care  consisted  of  twice  daily 
dressing  changes  with  providone-iodine  saturated 
gauze  bandages.  The  dressings  were  removed 
dry;  this  was  the  only  form  of  debridement.  The 
limbs  were  kept  flat  in  bed  excepting  meals  and 
toilet.  Parenteral  antibiotics  were  administered 
only  in  the  presence  of  cellulitis.  Cephalothin  one 
gram  every  six  hours  intravenously  or  Cefazolin 
one  gram  every  eight  hours  intramuscularly  were 
administered  until  the  cellulitis  dissipated  (in 
most  cases,  this  occurred  within  forty-eight 
hours).  The  patients  were  then  maintained  on 
Cephalexin,  500mg  every  six  hours  orally  until 
surgery.  Surgery  was  performed  only  after  tissue 
demarcation  was  well  established.  All  patients 
had  been  evaluated  by  the  vascular  surgery  serv- 
ice for  arterial  reconstruction.  Those  patients  who 
were  candidates  for  arterial  reconstruction  had 
their  reconstruction  performed  initially  and  am- 
putation at  a later  date.  It  was  felt  that  this  order 
would  give  the  amputation  site  the  greatest  op- 


Figure  4 

The  leg  at  one  year  post  amputation  (patient  from  figure 
1)  shows  a healthy  plantar  flap.  The  ulcer  seen  in  this  photo 
developed  recently  and  is  presently  being  treated  as  an 
outpatient  with  local  wound  care  and  prosthetic  modifica- 
tion. 


portunity  to  heal. 

All  patients  fit  the  criteria  for  Syme’s  Two 
Stage  amputation  as  described  by  Wagner:  (1) 
patient  must  be  a potential  prosthetic  user;  (2) 
heel  pad  must  be  free  of  open  lesions;  (3)  Dop- 
pler arterial  pressure  at  the  ankle  must  be  at  least 
70mm. Hg;  (4)  ratio  of  ankle  Doppler  arterial 
pressure  to  brachial  arterial  pressure  (ischemic 
index)  must  be  greater  than  0.45;  (5)  there 
should  be  no  gross  pus  at  the  amputation  site;  (6) 
there  should  be  no  ascending  lymphangitis  (cell- 
ulitis); (7)  there  should  be  no  gas  in  the  tissues 
above  the  amputation  site  by  palpation  or  by 
roentgenogram  and  (8)  intra-operative  bleeding 
should  occur  in  the  skin  flaps  within  three  min- 
utes after  tourniquet  release.7 

Surgery  was  performed  in  two  stages,  as  de- 
scribed by  Spittler,  et.  al .8  Ankle  disarticulation 
was  performed  as  the  first  stage,  followed  six 
weeks  later  with  malleolar  excision.  A rigid  plas- 
ter dressing  was  applied  two  or  three  days  post- 
operatively  and  a short  leg  walking  cast  was 
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Table  1 

Low  extremity  amputations  performed  for  dysvascular  patients  during  the  year  1978 


Amputation  Level 

Diabetes 

Other 

Total 

Percent 

Above-Knee 

16 

8 

24 

22.0 

Below-Knee 

22 

15 

37 

33.9 

Syme 

9 

0 

9 

8.3 

(Ankle  Disarticulation) 

Lissfranc 

2 

0 

2 

1.9 

(Tarso-Metatarsal  Joint) 

Ray  Resection 

8 

0 

8 

7.3 

Toes 

24 

5 

29 

26.6 

(Single  or  Multiple) 

Total 

Number 

81 

28 

109 

Per  Cent 

74.3 

25.7 

100 

applied  two  to  three  days  following  malleolar 
excision  (Figure  6).  Definitive  prosthetic  fitting 
with  a standard  Syme’s  amputation  prosthesis 
was  performed  four  weeks  following  the  second 
stage. 

Results 

Of  the  nine  Syme’s  Two  Stage  Amputations 
performed,  seven  healed  uneventually  and  were 
fitted  with  a standard  Syme’s  amputation  pros- 
thesis four  weeks  following  the  second  stage  sur- 
gery. All  seven  patients  have  returned  to  their 
pre-operative  status  as  community  walkers.  One 
patient  had  an  apparent  early  failure,  but  was  suc- 
cessful after  several  minor  surgical  debridements 
(Figures  1 through  4).  He  was  subsequently  fitted 
for  a standard  Syme’s  Amputation  Prosthesis  and 
has  returned  to  work  as  a salesman.  The  one  fail- 
ure was  salvaged  to  a below-knee  level  and  is 
presently  a household  walker  with  a standard  pa- 
tellar-tendon bearing  below-knee  prosthesis. 


Discussion 

Of  nine  patients  treated  in  this  series,  only  one 
was  a failure  and  had  to  be  revised  to  a below- 
knee  level.  This  patient  had  osteomyelitis  of  the 
midfoot  with  open  wounds  just  distal  to  the  dorsal 
skin  incision.  At  surgery,  he  was  found  to  have 
purulent  drainage  from  the  common  extensor 
tendon  sheath.  This  was  thoroughly  debrided  and 
irrigated  at  surgery.  He  did  not  develop  any  local 
or  systemic  signs  of  infection  post-operatively; 
the  wound  simply  failed  to  heal.  Local  wound 
care  was  unsuccessful  and  the  patient  was  revised 
to  a below-knee  level. 

One  patient  was  successful,  but  only  after  pro- 
longed local  wound  care.  Pre-operatively  he  had  a 
large  plantar  ulcer  which  compromised  the  plan- 
tar flap.  To  accommodate  this  ulcer,  the  dorsal 
flap  was  made  longer  (Figures  1 and  2).  On  the 
ninth  post-operative  day,  the  wound  began  to 
show  signs  of  infection/failure  with  sero-purulent 
drainage  and  mild  cellulitis.  The  wound  was 


Figure  5a  Figure  5b 

This  patient  shows  the  typical  pattern  of  gangrene  of  the  patients  in  this  series. 
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Figure  6 

A short-leg  walking  cast  is  applied  two  or  three  days  post-op 
second  stage  amputation.  It  is  used  as  an  interim  fitting 
until  permanent  prosthetic  fitting  can  be  accomplished 
(usually  four  weeks  post-op  stage  two). 

opened  and  packed  with  Providone-Iodine 
soaked  gauze  bandages.  Pseudomonas  aeruginosa 
was  subsequently  cultured  from  the  wound.  The 
wound  was  dressed  daily.  Three  surgical  debride- 
ments were  performed  before  the  wound  was 
closed.  Malleolar  excision  was  performed  at  the 
second  surgical  debridement.  The  wound  healed 
and  the  patient  was  fitted  with  a standard  Syme’s 
Amputation  Prosthesis.  He  returned  to  work  and 
recently  developed  a small  plantar  ulcer  (Figure 
4)  which  is  successfully  being  treated  without 
interruption  in  prosthetic  wear,  with  local  wound 
care  and  prosthetic  adjustment. 

Summary 

During  a one  year  period,  nine  diabetic  dysvas- 
cular  patients  with  gangrene  of  the  forefoot  were 
treated  with  Syme’s  Two  Stage  Amputation.  Pre- 
viously, these  patients  would  probably  have  been 
treated  with  below-knee  amputation.  Eight  have 
returned  to  community  walker  status  following 
successful  surgery.  The  one  failure  was  revised  to 
a below-knee  level. 


Typical  healed  wound  four  weeks  after  second  stage  proce' 
dure. 


Distal  surgery  and  amputation  can  be  success- 
fully performed  in  the  diabetic  dysvascular  pa- 
tient. The  Doppler  technique  has  become  an 
invaluable  tool  in  assessment  of  the  dysvascular 
patient.  Using  the  treatment  plan  described,  dis- 
tal level  amputation  can  be  performed  in  the  dia- 
betic dysvascular  patient  using  simple  and  readily 
available  techniques.  ◄ 
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Rheumatology  Rounds 


L.  F.  Loyfer  and  J.  V.  Jones,  Contributing  Co-Editors 

Rickets  Due  To  Chronic 
Anticonvulsant  Therapy 


By  Jeno  I.  Sebes,  M.D.  and  Bruce  M.  Rothschild,  M.D. /Tennessee 


A case  of  rickets  is  described  in  a patient  who  had  been  on  anticonvulsant  medication 
since  infancy.  The  correlation  between  chronic  anticonvulsant  therapy  and  disturbance 
of  calcium  metabolism  is  discussed.  It  is  concluded  that  chronic  anticonvulsant  use  alters 
the  metabolism  of  cholecalciferol  (vitamin  Z)3J  producing  less  active  antirachitic  com- 
pounds leading  to  vitamin  D deficiency. 


Rickets,  as  a result  of  chronic  anticonvulsant 
therapy,  was  first  suggested  in  epileptic  children 
in  Germany  in  1 968. 1 A study  of  epileptic  pa- 
tients revealed  a strong  correlation  between  bio- 
chemical indices  of  osteomalacia  and  the  dose 
and  duration  of  anticonvulsant  medication  ad- 
ministered to  these  patients.2  Unfortunately,  lit- 
tle attention  has  been  given  to  this  relationship  in 
the  recent  literature.  It  is  the  purpose  of  this  re- 
port to  call  attention  to  this  entity  by  presenting 
our  experience  with  a recent  case. 

Case  Report 

A 16-year-old  white  male  was  admitted  for 


JENO  i.  SEBES,  M.D.,  is  associate  professor  of  diag- 
nostic radiology,  University  of  Tennessee  Center  for  the 
Health  Sciences,  Memphis,  Tennessee. 

BRUCE  M.  ROTHSCHILD,  M.D.,  is  director  of  the  divi- 
sion of  rheumatology,  department  of  medicine.  Univer- 
sity of  Health  Sciences/The  Chicago  Medical  School. 


control  of  seizures  and  recurrent  aspiration  pneu- 
monia. Seizures  were  partially  controlled  on 
250mg  primidone  b.i.d.  and  120mg  phenobarbital 
per  day.  He  was  mentally  retarded  with  seizures 
since  birth  and  observed  features  included  a war- 
ty papillomatous  lesion  occupying  the  right  side 
of  his  face,  which  on  histologic  examination  re- 
vealed sebaceous  gland  hyperplasia.  This  symp- 
tom complex,  in  the  presence  of  a dermoid  of  his 
right  eye,  lead  to  diagnosis  of  epidermoid  nevus 
of  Jadassohn.3  Seizure  frequency  had  increased 
and  patient  was  admitted  for  evaluation.  Because 
of  severe  mental  retardation,  he  had  seldom  been 
outside  his  crib.  Physical  examination  revealed  a 
severely  retarded  white  male  with  atrophic  limbs, 
multiple  contractures,  thin  narrow  pelvis,  pigeon 
chest  and  rachitic  rosary.  Adenoma  sebaceum  oc- 
cupied the  right  side  of  the  face  and  fundiscopic 
examination  of  the  right  eye  revealed  a small 
mass,  felt  to  be  a dermoid.  Radiographs  revealed 
delayed  skeletal  maturation,  fraying  and  expan- 
sion of  metaphyses  of  long  bones  (Figure  1)  with 
irregularity,  poor  ossification  and  minimal  slip- 
page of  the  proximal  humeral  epiphysis.  The 
trabecular  pattern  in  the  metaphyses  of  long 
bones  was  markedly  coarsened  (Figure  2).  The 
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Figure  1 

Rachitic  changes  of  the  wrist  with  metaphyseal  widening 
and  fraying. 


ribs  showed  flaring  of  the  costochondral  junctions 
corresponding  to  the  rachitic  rosary  found  on 
physical  examination.  Laboratory  examination 
revealed  11,700  white  blood  cells,  70%  polymor- 
phonuclear leukocytes,  30%  lymphocytes,  calci- 
um 6.9  mg%  (Normal  Range:  8.4-10.5  mg%),  al- 
bumin 2.9  grams  %,  alkaline  phosphatase  600  U/ 
L (Normal  Range:  10-68  U/L),  and  phosphate 
2.4  mg%  (Normal  Range:  2. 2-4. 5 mg%).  He- 
matocrit was  36%  with  a serum  iron  of  30  mg% 
and  an  iron  binding  capacity  of  210  mg%.  Serum 
glucose,  potassium,  magnesium,  spinal  fluid  glu- 
cose, cell  count,  protein,  and  opening  pressure 
were  all  negative  or  normal.  Urine  chromatogra- 
phy did  not  reveal  the  aminoaciduria  of  Fanconi 
syndrome.  Anemia  responded  to  iron  therapy. 
Seizures  responded  to  calcium  and  vitamin  D 
therapy. 

Discussion 

The  pathogenesis  of  rickets  in  children  on  anti- 
convulsant drugs  is  based  on  evidence  that  the 
metabolism  of  vitamin  D is  markedly  altered  by 
these  drugs.4  "'  The  main  source  of  vitamin  D in 
humans  is  vitamin  D3.  In  the  liver  vitamin  D3  is 
converted  to  25-hydroxy-cholecalciferol  (25- 
HCC)  which  is  the  initial  active  metabolite  of 
vitamin  D3  with  antirachitic  activity.6  7 25-HCC  is 
further  metabolized  in  the  kidney  into  1,25-dihy- 
droxycalceferol  with  much  greater  (100  fold),8  an- 
tirachitic activity.8'10  It  is  well  established  that  the 
induction  of  hepatic  P-450  microsomal  enzyme 


Figure  2 

Widening  of  the  humeral  metaphysis  with  slight  slippage  of 
the  humeral  head.  Note  the  course  trabecular  pattern  in  the 
proximal  humeral  metaphysis  and  the  widening  and  slight 
cupping  of  the  first  anterior  rib  (arrow). 


activity  with  diphenylhydantoin  and  phenobarbi- 
tal  results  in  increased  catabolism  of  several 
steroid  hormones  with  increased  excretion  of 
their  metabolites.11  The  effect  is  dose  related  and 
results  in  decreased  biological  activity  of  exoge- 
nously administered  steroids.12  Since  vitamin  D 
and  its  active  metabolites  are  structurally  similar 
to  steroid  compounds,  it  can  be  anticipated  that 
they  would  also  undergo  enhanced  catabolism 
when  the  hepatic  P-450  enzyme  is  activated. 
These  findings  have  been  confirmed  in  patients 
on  long-term  diphenylhydantoin 13  and  pheno- 
barbital 1 4 therapy  by  demonstrating  decreased 
plasma  half-life  of  tritiated  vitamin  D3  and 
increased  amount  of  metabolites  with  little  or  no 
antirachitic  activity,  compared  with  25-HCC. 
Response  to  ultraviolet  irradiation  with  rapid 
healing  of  diphenylhydantoin-induced  rickets  is 
consistent  with  its  effect  in  raising  levels  of  25- 
HCC.1"'  Direct  administration  of  25-HCC  has  the 


.for  July,  1981 


29 


same  effect16.  It  is  interesting  that  rickets  can 
complicate  neonatal  hepatitis,  probably  on  the 
basis  of  decreased  synthesis  of  25-HCC.17  In  view 
of  the  observation  of  Anast,18  Stamp1''  and  Lif- 
shitz  and  Marclaren,19  limited  sun  exposure  in 
our  patient  is  probably  a contributory  factor.  Sev- 
eral laboratory  studies  of  epileptics  on  long  term 
anticonvulsant  therapy  revealed  a significantly 
increased  incidence  of  hypocalcemia,  elevated  al- 
kaline phosphatase  and  decreased  25-HCC  in  19- 
30%  of  the  cases.2-5’13-19’20  Although  the  liver 
plays  an  important  part  in  the  metabolism  of  vita- 
min D,  one-hydroxylation  in  the  kidney  produces 
the  metabolite  with  the  greater  capacity  for  mo- 
bilization of  calcium  from  bone.7  Hepatic  24- 
hydroxylation,  which  is  stimulated  by  anti- 
convulsants, yields  a compound  with  much  re- 
duced activity.7  An  alteration  in  the  level  of  ser- 
um transport  protein  for  vitamin  D21  should  also 
be  considered  in  view  of  the  effect  of  androgens 
and  prednisone  on  levels  of  thyroid  binding  glo- 
bulin.22 Another  possible  mode  by  which  anti- 
convulsants influence  calcium  metabolism  is  the 
production  of  a specific  absorption  defect  in  the 
intestinal  mucosa.23  This  mechanism  is  supported 


by  investigators  on  the  basis  of  studies  demon- 
strating defective  xylose  absorption  from  the 
intestine  in  patients  receiving  diphenylhydanto- 
in,24  and  a decreased  calcium  transport  in  organ 
culture  on  challange  with  anticonvulsants.25  26 
Additionally,  diphenylhydantoin  directly  inhibits 
25-HCC  induced  bone  resorption.27 

The  recognition  of  the  classical  radiographic 
manifestations  of  rickets  is  important  from  the 
standpoint  of  management  and  prevention  of 
anticonvulsant  osteomalacia.  Unfortunately,  in 
most  cases,  it  is  impossible  to  discontinue  the 
anticonvulsant  medication  in  patients  with  vari- 
ous seizure  disorders.  It  is,  however,  quite  com- 
mon to  obtain  excellent  clinical  recovery  and 
complete  reversal  of  the  changes  of  osteomalacia 
after  institution  of  supplemental  therapy  with  vi- 
tamin D and  calcium,  and  increasing  exposure 
to  ultraviolet  light. 

References 

A complete  set  of  references  for  “Rickets  and 
Anticonvulsant  Therapy,”  may  be  obtained  by 
writing  the  Illinois  Medical  Journal,  55  E.  Monroe, 
Suite  3510,  Chicago  60603. 
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IDPA  Implements  MMIS 


The  Illinois  Department  of  Public  Aid  has  developed  and  completed  the  Medi- 
caid Management  Information  System  for  implementation  in  Illinois.  MMIS  is  a 
new  computer  system  for  billing  which  is  intended  to  monitor  all  IDPA  claims  and 
payments. 

IDPA  is  activating  the  MMIS  program  in  St.  Clair  County  during  the  month  of 
July.  Physicians  in  Cook  County  will  be  required  to  use  the  system  as  of  August 
15,  and  implementation  for  the  balance  of  the  state  will  be  completed  on  Septem- 
ber 15.  These  dates  are  expected  to  remain  in  effect.  Any  change  in  these  dates  will 
be  communicated  to  you. 

ISMS  has  received  many  inquiries  and  questions  about  the  MMIS  program  from 
physicians  who  find  many  of  the  new  regulations  and  requirements  unclear  and 
"confusing.  In  an  effort  to  provide  the  membership  with  a clearer  picture  about  the 
MMIS  program,  ISMS  is  publishing  these  next  few  pages  to  assist  members  con- 
verting to  this  program. 

IDPA  has  mailed  packets  of  material  to  all  Illinois  physicians  who  participate  in 
the  Medicaid  program.  These  materials  should  include  a Physician  Enrollment 
Application,  schedules  of  local  seminars  for  physicians  and  other  explanatory 
information.  If  your  office  has  not  received  the  MMIS  materials  from  IDPA, 
please  contact  IDPA  using  the  toll  free  number  in  Springfield  800-252-8937  or 
write  to: 

Illinois  Department  of  Public  Aid 
Provider  Participation  Unit 
P.O.  Box  4034 
Springfield,  Illinois  62708. 

One  item  of  singular  importance  is  the  Physician  Enrollment  Application  which 
must  be  completed  and  returned  to  IDPA  if  a physician  wishes  to  continue  to  bill 
IDPA  after  MMIS  is  implemented  in  his  or  her  part  of  the  state.  By  completing  this 
form,  physicians  will  ensure  their  continued  participation  in  the  MMIS  program. 

Physicians  who  do  not  re-enroll  by  completing  the  Physician  Enrollment 
Application  prior  to  implementation  of  MMIS  in  their  part  of  the  state  will  be 
unable  to  bill  IDPA  until  this  form  is  completed. 

ISMS  strongly  suggests  that  office  staff  personnel  attend  the  seminars  spon- 
sored by  IDPA  which  will  help  to  explain  the  mechanics  of  the  MMIS  system. 
A list  of  seminars  was  included  in  the  enrollment  packet.  ISMS  also  strongly 
recommends  that  physicians  who  use  computer  billing  services  contact  those  serv- 
ices immediately  to  allow  time  to  prepare  for  conversion  to  the  new  system. 

ISMS  will  monitor  the  implementation  of  the  MMIS  system  very  closely  and  will 
attempt  to  aid  physicians  seeking  answers  to  questions  about  the  new  system.  If 
your  questions  cannot  be  satisfactorily  resolved  in  discussions  with  IDPA’s  Bureau 
of  Provider  Services,  please  feel  free  to  contact  ISMS  at  (312)  782-1654.  (Ask  for 
the  Division  of  Field  Services.) 
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ILLINOIS  DEPARTMENT  OF  PUBLIC  AID 
MEDICAID  MANAGEMENT  INFORMATION  SYSTEM 


Jones 


2222  High  Street 


Section  I 
1.  Name 

2 

(Street) 

3.  Primary  County  of  Practice. 
5.  Physician  A. M. A.  Number  . 
7.  Medicare  Provider  Number. 


PHYSICIAN  ENROLLMENT  APPLICATION 

PHYSICIAN  INFORMATION 

John  M 


(First) 


.Telephone  Number (_ 


Optional 


Anytown 


IL 


60400 


Your  County 
0 T 6999999  99 
123456 


(City)  (State)  (Zip) 

4.  Social  Security  Number  688000000 
6.  State  License  Number  036099999 
8.  D.E.A.  Number  0000000 


9.  Do  you  wish  to  provide  Medichek  Screening  Services?  ( x )Yes  ( )No 


Section  II 


-PAY-TO  INFORMATION- 


(Postal  zip  code  must  be  entered  for  each  payee) 


1.  Primary  Payee  Information 
A.  Name  Jones  John  M 


B.  Address  ????  High  Street 


2.  Second  Payee  Information  . _ 

A.  Name  ™ed"caT  “ennce  Corp 


Any  town.  11  60411 


C.  FEIN 

of  Clinic  ( ) Group  Practice  ( 

Third  Payee  Information 

A.  Name  Jones  Clinic 

B.  Address 


B.  Address  111  1 Fri endsh i p Court 
^Arfyfthwn  T1  60400 


C.  FEIN 


QQQOQQQQ- 


Corporation  ( 


ot  ClinicT\/r ) Group  Practice!  ) Corporation)  X 

4.  Fourth  Payee  Information 

\A^4r 


Iress 


C.  FEIN 


of  Clinic)  ) Group  Practice  ( ) Corporation) 


MD  PRACTICE  SPECIALTIES 
List  primary  specialty  first. 
Section  III 

1.  _GP 

FF 
G5 


MEDICAID  FORMS  USAGE  ■ 


Estimate  monthly  quantity  used. 


0BG 


7 


Codes  are  listed  on  Practice 
Specialties  Sheet'aft  ached. 


189 
1409 
DPA  2239 
DPA  1977 


Name 

Provider  Inv. 
Steril.  Cons. 
Pri.  Appr.  Oth. 
Pri.  Appr.  Trn. 


Usage  iForm  # 
1000  !DPA1410 

0000  1DPA 1862 
100  {PH  0600 
0000  -DPA  2240 


Name 
Adjustment 
Abort.  Cert. 
Medichek  Inv. 
Pri.  Appr.  Eq. 


Hysterectomy  Info.  Acknowledge  Receipt 
*Do  you  wish  these  invoices  in 
continuous  feed  ( X ) or  snap-out  ( ) 


Usage 

100 

0000 

100 


0000 


Section  IV 

I HEREBY  CERTIFY  THAT  THE  ABOVE  INFORMATION  IS  TRUE,  ACCURATE,  AND  COMPLETE: 


loo,  HoJl 


061581 


Physician  Signature 


Date  Signed 


: FOR  IDPA  USE  ONLY 

Section  V PROVIDER  TYPE:  10 


1.  Approved 2.  Effective 3.  Approved  by 4.  COS 

5.  Disapproved 6.  Reason 01 

7.  Location 8.  County 9.  Old  Vendor  I.D. 06 

10.  License  Exp.  Date 11.  Verified  by 12.  Date 17 

13.  CUSAS  NUMBER  14.  Group  Ind.  30 

A.  45 

B.  

C.  

D.  
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Instructions  for  Completing 
Physician  Enrollment  Application 


SECTION  I Complete  the  items  in  spaces  1 through  9 

The  use  of  punctuation  on  any  part  of  this  form  cannot  be  accommodated.  Please  do  not  use 
periods,  commas,  dots,  dashes  or  any  other  punctuation  when  completing  this  form.  Please  refer 
to  the  sample  application. 


SECTION  II  Pay  To  Information 

• A unique  aspect  of  the  MMIS  system— that  differs  from  the  current  IDPA  system— is  the 
opportunity  for  physicians  to  designate  the  payment  for  medical  services  to  more  than  a single 
address. 

• Many  Illinois  physicians  are  affiliated  with  clinics,  group  practices  and  other  corporations  for 
payment  of  services.  Conversely,  many  physicians  in  Illinois  operate  only  one  office  and  receive 
all  reimbursements  at  that  address. 

• The  MMIS  system  will  now  accommodate  both  situations  through  its  multiple  payee  feature.  For 
example,  a physician  with  one  office  will  only  be  concerned  with  completing  category  number  1 
in  Section  II.  However,  physicians  who  are  affiliated  with  clinics,  group  practices  and  other 
corporations  can  now  complete  categories  1 through  4,  as  appropriate,  and  payments  by  IDPA 
will  be  made  to  the  designated  address.  (Box  Number  33  on  the  Claim  Form  is  described  on  the 
Claim  Form  explanation  accompanying  this  article.) 

• The  multiple  payee  feature  of  the  MMIS  system  is  intended  to  reduce  accounting  paperwork 
when  physicians  have  contract  or  salary  arrangements  with  a clinic,  group  practice,  hospital  or 
other  corporation  for  payment  of  services  to  IDPA  patients. 

• For  IRS  purposes,  all  payments  directed  to  a designated  Federal  Employer  Identification  Num- 
ber (FEIN)  will  appear  on  IRS  1099  for  that  particular  corporation  or  clinic. 

• If  the  FEIN  number  is  not  designated  for  alternate  payees  on  the  Physician  Enrollment  Applica- 
tion IDPA  will  not  process  the  Physician  Enrollment  Application. 

• There  is  contained  in  the  packet  of  information  sent  to  you  by  IDPA,  material  which  must  be 
completed  for  designating  one  or  more  alternate  payees. 

• If  you  choose  to  elect  the  alternate  payee  option(s),  you  must  complete  IDPA  Forms— 2305, 
2306,  2307  and  2308— that  are  included  in  the  packet  of  enrollment  materials. 

• Notify  the  Provider  Participation  Unit  in  writing  to  report  any  changes  or  corrections  to  Section 
II  of  the  Physician  Enrollment  Application. 

Illinois  Department  of  Public  Aid 
Provider  Participation  Unit 
P.O.  Box  4034 
Springfield,  Illinois  62708 


SECTION  III 

• Please  refer  to  the  Practice  Specialty  List  that  accompanies  this  article  and  provide  the  appropri- 
ate specialty  abbreviation  in  the  space (s)  provided. 

• Complete  this  section  with  the  types  and  amounts  of  blank  forms  you  will  use.  IDPA  will  mail 
blank  forms  to  you.  Blank  forms  will  no  longer  be  obtainable  from  your  local  Public  Aid  office. 

• The  claim  form  (DPA  2360)  is  only  available  from  IDPA  in  continuous  feed  form. 
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Specialty  Codes  For  Physicians 
(For  Use  In  Completion  Of  Enrollment  Application) 


ADL  ADOLESCENT  MEDICINE 

AI  ALLERGY  AND  IMMUNOLOGY 

AM  AEROSPACE  MEDICINE 

A ALLERGY 

AN  ANESTHESIOLOGY 

BLB  BLOODBANKING 

BE  BRONCHO-ESOPHAGOLOGY 

CD  CARDIOVASCULAR  DISEASES 

D DERMATOLOGY 

DMP  DERMATOPATHOLOGY 

DTA  DTARFTFS 

EM  EMERGENCY  MEDICINE 

END  ENDOCRINOLOGY 

FP  FAMILY  PRACTICE 

GE  GASTROENTEROLOGY 

GP  GENERAL  PRACTICE 

GPM  GENERAL  PREVENTIVE  MEDICINE 

GER  GERIATRICS 

GYN  GYNECOLOGY 

HEM  HEMATOLOGY 

HYP  HYPNOSIS 

IG  IMMUNOLOGY 

ID  INFECTIOUS  DISEASES 

IM  INTERNAL  MEDICINE 

LAR  LARYNGOLOGY 

LM  LEGAL  MEDICINE 

MFS  MAXILLOFACIAL  SURGERY 

ND  NEOPLASTIC  DISEASES 

NEP  NEPHROLOGY 

N NEUROLOGY 

NPM  NEONATAL-PERINATAL  MEDICINE 

CHN  NEUROLOGY,  CHILD 

NA  NEUROPATHOLOGY 

NM  NUCLEAR  MEDICINE 

NR  NUCLEAR  RADIOLOGY 

NTR  NUTRITION 

OBS  OBSTETRICS 

OBG  OBSTETRICS  AND  GYNECOLOGY 
OM  OCCUPATIONAL  MEDICINE 
ON  ONCOLOGY 
OPH  OPHTHALMOLOGY 
OT  OTOLOGY 

OTO  OTORHINOLARYNGOLOGY 

PTH  PATHOLOGY 

CLP  PATHOLOGY,  CLINICAL 


FOP  PATHOLOGY,  FORENSIC 
PD  PEDIATRICS 
PDA  PEDIATRIC  ALLERGY 
PDC  PEDIATRIC  CARDIOLOGY 
PDE  PEDIATRIC  ENDOCRINOLOGY 
PHO  PEDIATRIC  HEMATOLOGY- 
ONCOLOGY 

PNP  PEDIATRIC  NEPHROLOGY 
PA  PHARMACOLOGY,  CLINICAL 
PM  PHYSICAL  MEDICINE 
& REHABILITATION 
P PSYCHIATRY 
CHP  PSYCHIATRY,  CHILD 
PYA  PSYCHOANALYSIS 
PYM  PSYCHOSOMATIC  MEDICINE 
PH  PUBLIC  HEALTH 
PUD  PULMONARY  DISEASES 
R RADIOLOGY 
DR  RADIOLOGY,  DIAGNOSTIC 
PDR  RADIOLOGY,  PEDIATRIC 
TR  RADIOLOGY,  THERAPEUTIC 
RHU  RHEUMATOLOGY 
RHI  RHINOLOGY 
RIP  RADIOSOTOPIC  PATHOLOGY 
ABS  SURGERY,  ABDOMINAL 
CDS  SURGERY,  COLON  & RECTAL 
GS  SURGERY,  GENERAL 
HS  SURGERY,  HAND 
HNS  SURGERY,  HEAD  AND  NECK 
NS  SURGERY,  NEUROLOGICAL 
ORS  SURGERY,  ORTHOPEDIC 
PDS  SURGERY,  PEDIATRIC 
PS  SURGERY,  PLASTIC 
TS  SURGERY,  THORACIC 
TRS  SURGERY,  TRAUMATIC 
U SURGERY,  UROLOGICAL 

In  addition  to  the  above  specialties 
the  following  designations 
are  also  used: 

OS  Other,  i.e.,  physician  designated 
a specialty  other  than  those 
appearing  above. 

US  Unspecified,  i.e.,  physician  did 
not  specify  a specialty. 


The  following  is  an  unabbreviated  description  of  the  types  of  forms  listed  on 


the  Physician  Enrollment  Application. 

FORM # NAME 

*DPA  1443  Provider  Invoice  (Claim  Form) 
DPA  2189  Sterilization  Consent 
DPA  1409  Prior  Approval,  Other 
DPA  2239  Prior  Approval,  Transportation 
DPA  1977  Hysterectomy  Informed  Consent 


FORM#  NAME 

DPA  1410  Payment  Adjustment  Request 
DPA  1862  Abortion  Certification 
PH  0600  Medichek  Invoice  (Claim  Form) 
tDPA  2240  PriorApproval  Equipment 


*The  MMIS  Claim  Form  is  DPA  Form  2360.  You  will  notice  that  the  Provider  Invoice  on  the 
Physician  Enrollment  Application  is  DPA  Form  1443.  When  ordering  claim  forms  mark  the  space 
for  DPA  Form  1443  and  IDPA  will  provide  you  with  the  correct  claim  form. 
tLeave  this  block  blank  when  completing  the  Enrollment  Application. 

Be  Sure  To  Sign  and  Date  the  Form. 
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HEALTH  INSURANCE  CLAIM  FORM 

READ  INSTRUCTIONS  BEFORE  COMPLETING  OR  SIGNING  THIS  FORM 


a 


a 


BLUE  SHIELD 


□ 


a 


PATIENT  & INSURED  (SUBSCRIBER)  INFORMATION 


JJ  J 


1 P4’'£N~S  S* 


Required 


2.  PATIENTS  DATE  OF  BiRTH 

Cohditionally 
Required 


3.  INSURED  S NAME  (FIRST  NAME.  MIDOLE  INITIAL.  LAST  NAME) 


4 PATIENTS  AOCRESS  .STREET.  CITY.  STATE  ZIP  COOE) 


~ELc°MCNE  nc 


S.  PATIENTS  SEX 


6.  INSURED'S  ID  ANO/OR  MEDICARE  NO.  (INCLUOE  ANY  LETTERS) 


D 


8.  INSURED  S GROUP  NO.  (GROUP  NAME)  ANO.OR  MEDlCAlO  NO. 


9.  OTHER  hEA,.’-  N£^  = ASCE  COVERAGE  - ENTER  NAME  OF 
POLICYHOLDER  a\0  plan  name  AND  ACCRESS  and  POLICY 
OR  MEDICAL  ASSISTANCE  NUMBER 


atLf  aruusc  uhlu  umen 

n □ □...  □ 


10.  WAS  CONDITION  RELATED  TO 


DOffEiS  (STREET,  CITY.  STATE.  ZIP  COOE) 


taMUimlV  £mired 

YES  □ NO  □ AUTO  □ TMER  □ 


12.  PAT'ENTS  OR  Ao’r-OR'ZED  PERSON  S SIGNATURE  ,REAO  BACK  BEFORE  SIGNING) 


PATg 


SIGNED  (INSURED  OR  AUTHORIZED  PEPSON) 


PHYSICIAN  OR  SUPPLIER  INFORMATION 


14.  DATE  OF 

◄ 

ILuNESS  ,F  RST  SVMP’3M)  feR 

INJURY  ACCICENT)  OR\  V \\  \ \ 

PREGNANCY  ,LMP) 

,,15.  DATE  FIRST  CCNSUL’ED  you 
FOR  THIS  CONDITION 

16.  HAS  PATIENT  EVER  HAO  SAME  CHECK  HERE 

OR  SIMILAR  SYMPTOM:  IF  EMERGENCY 

VEsO  NolZ]  n 

17  CATE  EN’  -13.E  "0  ’8  OATES  0 F'lTQIAksfii SA 81  Li TY 

RETURN  TO  WORK 

FROM  (THROUGH 

DATES  OF  PARTIAL  DISABILITY 
FROM  [THROUGH 

19.  NAME  OF  REFERRING  PHYSICIAN  CR  OTHER  SOURCE  (•  g PUBLIC  ^ S^LTHAG E^C Y Uf 

PROVIDER  NUMBER 

20  FOR  SERVICES  RELATED  TO  HOSPITALIZATION  GIVE 
HOSPITALIZATION  DATES 

^ •admitted  discharged 

[Conditionally  Required 

Conditionally  Reqc 

21  NAME  AN3  AOCRESS  Or  FACiuTY  ,',hERE  SERV.CES  RENOEPED  ( ■ F O’HER  TH#fc  nO^E  OR  OFjjgt) 


22.  WAS  LABORATORY  WORK  PERFORMED  OUTSlOE  YOUR  OFFICE 


o 


id  Requ 

soL_ 

ired 

236  Family  Planning 

Cond.  — 

Requiredvrc  no 

■ 230^ER|tffZATlON/ABO 

eaRSK 

RTION 

ly 

23F  DIAGNOSIS  CR  NA’URE  OF  ILLNESS  OR  INJURY 


Conditionally  Required 


230.  PRIOR  AUTHORIZATION  NUMBER 


Zonditioijia I ly  Required  tequ|Tr^( 


This  section  is  incorrectly  labeled  in  the  IDPA  Handbook  as 
"required".  -Consult  accompanying  instructions  to  correctly 
complete  this  field. 


DATE  OF  SERVICE 


FULLY  OESCRiBE  PROCEDURES 
PUaN'S'-EO  FCR  E AQh  2ATE  Gi' 


PRCCEO'-PE  CCCE  CENT  FYi 


MEDICAL  SERVICE S OR^ U P*L  i ES 
EN  (EXPLAIN  UNUSUAL  ScRVffeES 
OR  CIRCUMSTANCES,). 


Iptional f Requi red 


Required" 


1 Required 


I Requi  rled 


Cond.  i 
Requi redl 


Optional 


□ 


□ 


□ 


□ 


a 


□ 


□ 


□ 


□ 


□ 


□ 


a 


□ 


□ 


□ 


□ 


□ 


□ 


7D 


□ 


□ 


□ 


25.  SIGNATURE  of  =h^S  C.A.n  OR  SUPPLIER  i AGREE  TO  COMPLY  WITH 
THE  REQUIREMENTS  iN  Th£  CERTIFICATION  WHICH  APPEARS 
ON  THE  REVERSE  OF  AND  iS  A PART  OF  THIS  BILL) 


Required 


E [Required! 


31  YOUR  PAT, ENT  S ACCOUNT  NUMBER 


Optional 


34.  NUMBER  GF  SECTIONS 


35.  ORIGINAL  OCN 


RequCid  Conditionally  required 


28  ACCEPT  ASSIGNMENT 
(GOVERNMENT  CLAIMS  ONLY  • SEE  BACK) 

YES  I I NOl I 


30  YOUR  PROVIDER  NUMBER 

1 Required 


33  YQUR  EMPLOYER  IQ  NUMBER 

rn  Condi  ti  ona  I ly 
1 — 1 Required 


36  ORIGINAL  VOUCHER  NUMBER 

ICond  Required 


27  TOTAL  CHARGE 

[ Required! 


26  ~uQ--'N’  P*  ? 


?9  pt.ts;?  p. 


^Conditionally  [Conditional ly 


3i  PhYSicuN'S  oa  sleeve- ; sty; 


IRequired 


Required  


Required 


37A  TPL  CCCE 

Cpnd  | 
qm  red 

LACE  OF  SI 


—.378  T?'_  STATUS 

£T 


iqUTred 

;e  (p.o.s.)  t 


RPOli  i rprl 


370  YPL  CATE 


PpqnlTfrd- 


R^quirm 


^8B  TPL  STATUS 

Cpnu"i 

-Rkuri.red 


Required 


ftor^p 


EEgntzEd 


* PLACE  OF  SERVICE  (P.O.S.)  AND  TYPE  OF  SERVICE  (T.O.S.)  CODES  ON  THE  BACK 
REMARKS: 


Form  HCFA  1500 
ILLINOIS  DPA  2360  (N-1-81) 
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MM1S  Form  DPA  2360  Instructions 


Field 

Completion  Status 

Item 

1 

Required 

Patient’s  Name— Enter  patient’s  name  exactly  as  it  appears  on  the  Medical  Eligibi 
ty  Card.  Do  not  punctuate  after  middle  initial. 

2 

Conditionally 

Required 

Patient’s  Date  of  Birth  — Use  month,  day  & year  format  including  zen; 
(e.g., Jan.  1,1981:  010181)— from  eligibility  card  only  when  billing  for  1)  Newbo 
care  or  2)  When  interim  eligibility  card  has  no  recipient  number. 

8 

Required 

Medicaid  Number—  Enter  the  nine  digit  number  next  to  patient’s  name  from  tl 
Medical  Eligibility  Card.  Do  not  use  case  I.D.  number. 

10 

Conditionally 

Required 

Condition  Related  to  Employment/Accident— If  treatment  is  sought  for  injury 
illness  that  resulted  from  employment,  or  an  accident,  complete  the  appropria 
YES  box  with  a capital  “X”.  It  is  not  necessary  to  complete  the  boxes  labeled  NO 
treatment  is  unrelated  to  employment  or  an  accident. 

19 

Conditionally 

Required 

Referring  Physician’s  Name  & Number— Enter  both  name  and  Illinois  State  Licen 
Number  or  AMA  Number  or  Social  Security  Number  of  referring  physician  o/ 
when  billing  for  1)  Consultation  or  2)  A portion  of  OB  care. 

21 

Conditionally 

Required 

Facility  Where  Services  Rendered—  Enter  name  and  city  of  facility— if  other  th 
office  or  patient’s  home.  (Street  address  is  unnecessary  and  abbreviations  withe  j 
punctuations  are  accepted.) 

23A,B 

Conditionally 

Required 

EPSDT  & Family  Planning— Only  enter  a capital  “X”  in  the  YES  box  if  billing  f 
Medichek  (EPSDT)  screening  or  family  services.  Again,  if  treatment  is  unrelat 
to  Medichek  or  Family  Planning  the  boxes  labeled  NO  need  not  be  completed. 

23C 

Conditionally 

Required 

Sterilization/Abortion— Enter  a capital  “X”  if  billing  for  a sterilization  or  an  abc 
tion  and  attach  the  appropriate  forms  with  paperclip  only.  Be  sure  to  mail  doc 
ments  in  special  approval  envelope. 

23D 

Conditionally 

Required 

Prior  Authorization  No.—  Include  only  when  services  billed  require  prior  IDF 
approval,  (e.g.  Bypass  Surgery  for  morbid  obesity).  The  number  is  from  the  Pri 
Approval  Request  and  is  rarely  utilized. 

23E 

Required 

T.O.S.  (Type  of  Service)— Enter  corresponding  code  from  reverse  side  of  billi 
form  for  type  of  service  rendered. 

23F 

Conditionally 

Required 

Diagnosis  or  Nature  of  Injury  or  Illness— Enter  a written  diagnosis  to  explain  tre; 
ment  only  when  a coded  diagnosis  is  not  available  from  the  listing  in  the  Handboi 
or  from  ICD-9-CM  and  enter  9999  in  Block  24D. 

24 

Optional 

Repeat  Code— Enter  an  “X”  in  the  box  provided  if  the  data  fields  in  the  servi 
section  mirror  the  above  service  with  the  exception  of  the  date  of  service.  A date  ’ 
service  must  be  entered  for  each  section. 

24A 

Required 

Date  of  Service— Use  month,  day  & year  format.  Do  not  use  slashes,  hyphens 
spaces  and  be  sure  to  include  zeros— if  needed— to  complete  the  six-digit  field. 

24B 

Required 

P.O.S.  (Place  of  Service)  — Enter  the  numeric  code  identifying  place  of  servii 
(List  of  codes  on  reverse  of  Claim  Form.) 

24C 

Required 

Conditionally 

Required 

Procedure  Code/Drug  Item  No.  — Enter  the  appropriate  code  specified  in  ID! 
Handbook,  if  not  specified,  from  CPT-4.  Enter  eight-digit  drug  item  number  wh 
billing  for  dispensed  drugs. 

Modifying  Units— Enter  appropriate  code  only  to  identify  anesthesia  modifier  unil 

24D 

Required 

Diagnosis  Code— Enter  the  ICD-9-CM  code  or  the  code  from  IDPA  Handbo 
Appendix  for  the  primary  and,  if  available,  the  secondary  diagnosis.  Do  not  inclu 
a decimal  point  or  a space. 

24E 

Required 

Provider  Charges— Enter  total  charge  for  the  service  section,  not  deducting  thi 
party  liability  (TPL). 

24F 

36 

Conditionally 

Required 

Days/Units—  A four  digit  entry  is  required  only  1)  For  Anesthesia  Services, 
When  billing  for  a drug  item,  3)  Billing  as  an  Asst.  Surgeon,  and  4)  When  allow 
ble  mileage  is  charged.  (See  Appendix  A-l  (7)  of  the  new  Handbook  for  specifics, 

Illinois  Medical  Journal 

Field 

Completion  Status 

Item 

24F 

Optional 

Delete— If  you  have  erred  in  typing  a service  section  and  you  are  unable  to  correct 
it,  enter  an  “X”  to  delete  the  entire  service  section. 

25 

Required 

Physician’s  Signature  & Date  Signed—  The  signature  must  be  black  or  dark  blue  ink. 
Stamps  or  facsimile  signatures  will  not  be  accepted  by  IDPA.  Data  in  MMDDYY 
format. 

27 

Required 

Total  Charge-Sum  of  charges  submitted  on  the  claim.  Do  not  include  service 
sections  that  are  marked  as  deleted. 

28 

Conditionally 

Required 

Amount  Paid—  You  must  enter  the  sum  of  payments  received  only  if  there  is  third 
party  liability.  Otherwise  leave  the  block  blank.  (This  was  incorrectly  labeled  as  a 
“Required”  field  in  the  IDPA  Handbook.)  Do  not  use  a decimal  point  or  a space 
between  dollars  and  cents. 

29 

Conditionally 

Required 

Balance  Due— Again,  only  if  there  is  third  party  liability  need  this  block  be  com- 
pleted. Enter  the  difference  between  “Total  Charges”  and  “Amount  Paid”  (by 
third  party) . (This  too,  was  incorrectly  labeled  as  a “Required”  field  by  IDPA.) 

30 

Required 

Provider  No.  — You  should  enter  your  Provider  Number  as  it  appears  on  the  Pro- 
vider Information  Sheet.  You  should  have  received  this  document  upon  returning 
the  Physician  Enrollment  Application  to  IDPA  for  re-enrollment. 

31 

Required 

Physician’s  Name  & Address— Again,  you  should  enter  physician’s  name  and 
address  as  it  appears  on  the  Provider  Information  Sheet. 

32* 

Optional 

Your  Patient's  Account  No.  —This  block  allows  you  the  opportunity  to  include  your 
own  patient  account  number.  The  number  you  use  in  this  field  will  appear  on  the 
remittance  advice  you  receive  when  you  are  reimbursed. 

33 

Conditionally 

Required 

Employer  I.D.—  Enter  the  number  next  to  the  payee  from  the  Provider  Information 
Sheet  (See  Section  II  of  Physician  Enrollment  Application)  to  whom  payment  for 
claim  is  to  be  sent.  If  no  number  (1  through  4)  is  entered,  payment  will  automati- 
cally go  to  address  listed  as  #1  Payee  (1). 

34 

Required 

No.  of  Sections— Enter  the  number  of  service  sections  (1  through  7)  correctly 
completed.  Do  not  count  deleted  entries. 

35 

Conditionally 

Required 

Original  DCN  (Document  Control  No.)— This  field  is  only  completed  when  you  are 
rebilling  the  Department  for  a previously  submitted  claim  that  is  over  six  months 
old  but  within  a year  of  the  date  of  service. 

36 

Conditionally 

Required 

Original  Voucher  No.— Ns  in  the  item  above  (#35),  the  original  voucher  number  is 
entered  only  when  you  are  rebilling  IDPA  for  a rejected  bill  that  is  over  six  months 
old  but  less  than  one  year  old. 

37A 

Conditionally 

Required 

TPL  (Third  Party  Liability)  Code— This  code  is  listed  on  the  Medical  Eligibility 
Card.  It  1)  Dictates  a third  party  should  be  billed  prior  to  billing  IDPA  and  2) 
Signifies  the  name  of  the  third  party  carrier.  (The  name  appears  on  the  Remittance 
Advice  if  the  claim  is  not  paid  by  the  Department.)  If  there  is  TPL,  enter  the  code 
listed;  if  none  is  listed,  check  in  General  Appendix  9 in  the  new  IDPA  Handbook 
for  the  appropriate  code. 

37B 

Conditionally 

Required 

TPL  Status— This  is  a two-digit  code  indicating  the  status  of  the  third  party  billing. 
A code  must  be  entered  only  when  TPL  is  involved.  (A  list  of  these  status  codes  is 
found  in  Appendix  A-l  (10)  of  the  new  IDPA  Handbook.) 

37C 

Conditionally 

Required 

TPL  Amount— The  amount  received  from  any  third  party  should  be  entered  cor- 
responding to  Items  #37A  and  #37B.  If  there  is  no  TPL  received,  no  entry  is 
required. 

37D  Conditionally 

Required 

Special  Note 

TPL  Date— If  the  claim  was  not  submitted  to  the  Department  before  the  six- 
month  time  limit,  and  specific  TPL  status  codes  (#37B)  are  utilized  explaining  the 
disposition  of  third  party  adjudication,  then  a date  should  be  entered.  This  date  will 
be  utilized  by  IDPA  in  determining  the  allowable  period  for  filing  the  claim.  (See 
Appendix  A-l  (1 1)  of  the  new  IDPA  Handbook  for  specific  TPL  status  codes.) 

Those  fields  not  itemized  in  the  above  instructions  are  considered  by  IDPA  to  be  completed  at  your  option.  They 

are  not  required. 

◄ 

for  July,  1981 
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Answers  to  Common  Questions 

Certain  aspects  of  the  MMIS  system  have  resulted  in  a large  volume  of  inquiries  from  physicians.  The  most 
common  inquiries  are  listed  below  for  your  information. 


When  must  the  referring  practitioner  name  and 
number  be  listed? 

Only  when  billing  for  a consultation  or  when 
billing  for  a portion  of  obstetrical  care.  (If  bill- 
ing for  total  OB  care,  including  delivery,  this 
need  not  be  used.) 

If  a physician  provides  more  than  one  type  of  service 
to  a patient  (e.g.  Medical  Care  vs  Surgery)  must  a 
different  form  be  submitted  for  each  type  of  service 
rendered? 

Yes 

How  should  the  Diagnosis  Code  be  handled? 

IDPA  is  required  by  HCFA  to  collect  Diagno- 
sis Codes  as  part  of  the  MMIS  system.  The 
Diagnosis  Codes  may  either  be  taken  directly 
from  ICD-9-CM  (International 
Classification  Of  Diseases,  Clinical 
Modification,  9th  Edition)  or  from  the 
abbreviated  list  of  codes  which  is  contained  in 
the  new  Handbook.  If  a code  is  not  in  the 
abbreviated  listing,  physicians  should  enter 
9999  in  Box  24D  and  provide  a handwritten 
diagnosis  in  Box  23F.  You  must  enter  a di- 
agnosis code  in  Box  24D.  You  need  not  enter 
a handwritten  diagnosis  in  Box  23F  unless 
Code  9999  is  used  in  Box  24D. 

Does  the  Diagnosis  Code  correlate  to  the  procedure 
code  on  the  same  line? 

The  Diagnosis  Code  should  report  the  condi- 
tion primarily  responsible  for  the  patient’s 
treatment  described  on  the  entire  billing  form 
and  not  necessarily  for  specific  service  sec- 
tions. For  example,  if  seven  procedures  were 
billed  on  one  billing  form,  each  having  a differ- 
ing diagnosis,  the  physician  need  only  desig- 
nate a primary  and  secondary  diagnosis. 

If  I elect  to  use  the  multiple  payee  option,  how  will  my 
IRS  1099 forms  be  handled? 

If  an  FEIN  is  listed  with  the  payee  informa- 
tion, the  1099  will  be  credited  to  the  corpora- 
tion. If  no  FEIN  is  listed,  the  1099  will  be 
credited  to  the  Social  Security  Number  of  the 
individual. 


How  does  a physician  report  a change  of  address  or  a 
request  for  additional  forms  to  IDPA? 

When  a physician  is  accepted  into  the  Medi- 
caid program,  he  receives  a copy  of  a docu- 
ment called  the  Provider  Information  Sheet. 
This  document  contains  a listing  of  all  the 
information  which  the  physician  has  provided 
to  the  Department.  To  change  any  item  listed, 
mark  the  change  on  the  Provider  Information 
Sheet  and  return  it  to  IDPA.  An  updated 
information  sheet  will  then  be  returned  to  the 
physician. 

Since  IDPA  will  mail  my  checks  to  separate  offices, 
will  they  also  send  my  billing  forms  to  each  of  my 
offices  ? 

No— not  as  a matter  of  routine  policy.  How- 
ever, if  unusual  hardships  result,  some  excep- 
tions will  be  made.  Requests  for  exceptions 
should  be  directed  to  Keith  Vangeison,  Chief, 
Bureau  of  Provider  Services,  Illinois  Depart- 
ment of  Public  Aid,  931  East  Washington, 
Springfield,  Illinois  62763. 

If  the  billing  forms  are  damaged  in  transit,  how  do  I 
get  additional  forms  ? 

Call  the  Provider  Participation  Unit, 
800-252-8937. 

What  does  a Radiologist  enter  for  a diagnosis  ? 
Either  the  Actual  Diagnosis  or  (if  negative) 
the  suspected  diagnosis  or  rule-out. 

Can  my  staff  personnel  authorized  by  me  to  sign 
IDPA  claim  forms  continue  to  do  so? 

Yes.  As  is  currently  the  case,  your  authorized 
staff  is  still  entitled  under  MMIS  to  sign  the 
claims  on  your  behalf. 

How  does  an  ophthalmologist  who  dispenses  eye- 
glasses bill  the  Department  under  the  MMIS  system  ? 
Ophthalmologists  billing  for  the  dispensing  of 
approved  eyeglasses  must  use  DPA  1443 
Provider  Invoice,  making  the  appropriate 
entry  in  Field  #29  of  the  form.  Special  instruc- 
tions for  this  type  of  billing  may  be  obtained 
from  the  IDPA  Provider  Participation  Unit  by 
calling  the  toll  free  number  800-252-8937.  ◄ 
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Pulse  of  the  ISMS  Auxiliary 


I Am  S.A.S.I.I. 

By  Mrs.  Donald  Hinderliter/Rochelle 


The  idea  for  S.A.S.I.I.’s  inception  began  when 
the  AMA  Auxiliary  focused  on  RP/MSS  (Resi- 
dent Physician/Medical  Student  Spouse). 
S.A.S.I.I.  stands  for  Sponsor  A Spouse  In  Illinois. 
The  program  was  introduced  at  Fall  Conference 
in  1980  and  promoted  statewide.  Letters  were 
sent  to  all  counties  after  Fall  Conference  con- 
taining information  about  the  S.A.S.I.I.  program. 
The  program  was  implemented  as  follows: 

The  sponsor  (a  spouse  of  a physician)  sends 
$5.00  to  the  S.A.S.I.I.  chairman  as  a sponsorship 
fee.  The  S.A.S.I.I.  chairman  sends  the  $5.00  to 
the  state  treasurer  along  with  the  sponsor’s  name 
and  the  name  and  address  of  the  RP/MSS.  The 
treasurer  then  sends  $3.00  on  to  the  AMA  Aux- 
iliary for  national  dues,  along  with  the  RP/MSS’s 
name  and  address,  and  keeps  $2.00  in  the  state 
treasury  for  Illinois  dues.  No  county  dues  are 
charged  to  RP/MSS.  However,  these  spouses  are 
eligible  to  attend  county  meetings  in  the  county 
of  residence.  The  S.A.S.I.I.  chairman  then  sends 
a S.A.S.I.I.  button  for  the  sponsor  to  wear,  to 
attract  interest  to  the  program.  A form  letter  is 
also  sent  to  the  sponsor  to  be  used  as  a guide 
when  writing  to  the  RP/MSS.  This  letter  is  to  be 
written  in  the  sponsor’s  own  handwriting  to  give 
the  letter  a personal  touch.  The  name  and  address 
of  the  RP/MSS  is  included  with  the  form  letter. 
Sponsors  are  encouraged  to  treat  their  RP/MSS 
as  a “Pen  Pal”  and  keep  them  informed  of  what 
is  being  done  in  the  counties,  what  is  going  on 
at  the  state  and  national  level,  and  share  with 
them  what  project  bank  could  offer.  They  are  also 
encouraged  to  have  the  RP/MSS  inform  them 
when  they  receive  their  membership  card  from 
the  AMA  Auxiliary. 

The  S.A.S.I.I.  program  is  basically  a program 
to  inform  RP/MSS  that  the  medical  auxiliary 
exists,  and  that  there  is  a publication,  Horizons , 
especially  for  them.  RP/MSS  also  receive  Facets 
and  the  availability  of  the  project  bank  and  pack- 
age programs. 

A new  membership  award  was  given  at  our 


ISMSA  President-Elect,  Mrs.  Donald  Hinderliter  (1)  with 
ISMSA  President  Mrs.  Bonnie  Keegan,  promoting  the 
S.A.S.I.I.  poster  and  symbol. 


Annual  Meeting  this  year  in  conjunction  with  the 
S.A.S.I.I.  Program,  to  the  county  that  sponsored 
the  most  RP/MSS.  The  award  was  presented  to 
St.  Clair  County  for  sponsoring  22  RP/MSS. 

Illinois  had  105  S.A.S.I.I.  members  this  year. 
RP/MSS  count  as  full  members  and  as  a result 
our  state  was  able  to  gain  another  delegate  to  the 
national  convention. 

National  News  Update 

ISMSA  received  two  national  awards  during 
the  annual  AMAA  meeting.  The  AMA  Auxiliary 
granted  a membership  award  to  ISMSA  in  rec- 
ognition of  outstanding  achievement  in  recruit- 
ing and  retaining  members.  In  addition,  the 
American  Medical  Association  Education  and 
Research  Foundation  presented  an  achievement 
award  to  ISMSA,  in  gratitude  for  outstanding 
service  to,  and  support  of,  the  Foundation  and 
its  aims.  ^ 
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Case  Reports 


Recurrent  Giant  Air  Cyst  Of  The  Colon 

By  Thomas  G.  Cronin,  Jr.,  M.D.,  Mona  Sue  Tway,  M.D. 
and  Carl  T.  Boraca,  M.D. /Evanston 


Giant  air  cyst  of  the  colon  is  an  unusual  complication  of  diverticulosis  and  di- 
verticulitis. During  colon  examinations,  these  giant  air  cysts  fill  with  barium  approxi- 
mately half  of  the  time  and,  in  some  rare  cases,  a communication  with  the  colon  cannot 
be  found  even  at  pathologic  examination.  Because  of  this,  25%  of  the  cases  have  been 
treated  surgically  with  a simple  cystectomy  type  of  surgical  procedure  without  com- 
plication. We  wish  to  report  the  first  known  complication  of  the  cystectomy  procedure, 
recurrence  of  the  giant  air  cyst,  and  to  stress  this  disease  process  is  a complication  of 
diverticulitis  and  the  surgical  procedure  of  choice  should  be  removal  of  the  cyst  along 
with  the  contiguous  colon. 


Giant  air  cyst  formation  is  a rare 
complication  of  diverticular  disease 
of  the  colon.  The  most  prevalent 
and  likely  theory  of  its  pathogenesis 
is  inflammation  at  the  neck  of  a di- 
verticulum causing  a ball  — valve 
type  of  obstruction.  This  allows  co- 
lon gas  to  enter  the  cyst,  presumably 
during  defecation.  This  gas  is  then 
trapped  in  the  cyst  by  the  inflamma- 
tion at  the  neck  of  the  diverticulum. 
In  some  cases  it  may  be  vented  ir- 
regularly back  into  the  colon,  result- 
ing in  increases  and  decreases  in 
size  over  a period  of  time.  Ordinari- 


ly, the  cyst  is  easily  mobilized  from 
surrounding  structures  at  surgery, 
making  a simple  cystectomy  type  of 
surgical  procedure  a very  attractive 
option.  This  is  particularly  true  in 
the  elderly  population  in  which  this 
disease  occurs.  Fully  25%  of  the  cas- 
es have  been  treated  in  this  manner. 
We  wish  to  report  the  first  known 
complication  of  this  procedure 
Report  of  Case 

An  80  year-old  white  female  pre- 
sented with  vague  low  to  mid-ab- 
dominal pain  of  several  months’  du- 
ration and  chronic  constipation. 


There  was  no  history  of  nausea, 
vomiting,  fever,  or  melena.  Prior 
surgeries  included  hysterectomy 
and  oophorectomy,  cholecystecto- 
my, and  ventral  herniorrhaphy  all  at 
other  institutions  and  at  uncertain, 
but  distant,  dates.  Physical  exami- 
nation revealed  a soft,  fixed  left  low- 
er quadrant  mass,  approximately 
10cm.  in  diameter.  She  exhibited 
tenderness  to  palpation  in  the  region 
of  the  mass.  No  rebound  tenderness 
was  present.  Stool  guaiac  was  nega- 
tive for  occult  blood.  The  remainder 
of  the  laboratory  findings  were  non 
contributory.  A film  of  the  pelvis 
(Figure  1)  obtained  during  intrave- 
nous urography  revealed  a 10cm.  U- 
shaped  gas  filled  structure.  There 
was  a question  of  a septum  or  valvu- 
la  conniventes  within  the  mass.  The 
IVP  showed  it  was  separate  from  the 
urinary  tract.  A barium  enema  (Fig- 
ure 2)  showed  numerous  diverticu- 
la, particularly  in  the  sigmoid  colon. 
The  gas  filled  mass  was  at  the  apex 
of  the  recto-sigmoid  colon  and  at  no 
time  did  barium  fill  this  air  cyst.  Be- 
cause of  increasing  tenderness  in 
the  region  of  the  mass,  the  patient 
was  taken  to  surgery.  Proctoscopy 
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Figure  1 

There  is  a large  air  filled  mass  in  the  pelvis,  separate  from  the  urinary  tract. 


Figure  2 

Barium  enema  examination  shows  this  mass  to  be  at  the  apex  of  the  recto-sigmoid 
colon.  Numerous  diverticula  are  present.  Barium  does  not  enter  the  air  filled  mass. 


under  general  anesthesia  at  the  time 
of  surgery  was  negative  to  14  cm. 

A standard  lower  midline  incision 
was  made.  In  the  lower  abdomen,  a 
balloon-like  cystic  mass  with  a thin 
adhesive  band  giving  it  a bilobed 
appearance  was  encountered.  This 
cystic  lesion  was  located  on  the  anti- 


mesenteric  border  of  the  recto-sig- 
moid colon  surrounded  by  ad- 
hesions. No  free  communication 
with  the  colon  could  be  identified 
and  no  vascular  supply  to  the  cyst 
was  present.  During  the  procedure 
of  freeing  the  cyst  from  the  ad- 
hesions, its  wall  was  inadvertently 


punctured  and  a large  gush  of  odor- 
less gas  was  emitted  with  total  de- 
compression of  the  cyst.  There  was 
no  fluid  or  purulent  material  in  the 
cyst.  The  cyst  was  resected,  the  anti 
mesenteric  border  of  the  colon  was 
oversewn  and  the  abdomen  closed. 
The  patient’s  immediate  post  surgi- 
cal course  was  uneventful.  Histo- 
logically, the  cyst  wall  consisted  of  a 
serosal  covering,  sparse  and  irregu- 
larly arranged  smooth  muscle 
bundles,  and  a granulation  tissue 
lining.  The  smooth  muscle  varied  in 
amount,  being  greatest  at  the  base 
of  the  cyst  and  least  at  the  dome. 
Approximately  two  months  post-op 
the  patient  presented  with  recur- 
rent symptoms  and  a palpable  pelvic 
mass.  Repeat  1VP  and  barium  ene- 
ma (Figures  3 and  4)  revealed  re- 
currence of  the  giant  air  cyst.  Again, 
it  did  not  fill  with  barium.  She  re- 
fused definitive  surgery. 

Comments 

Although  some  may  disagree,  we 
do  not  feel  the  presence  of  smooth 
muscle  in  our  lesion  classifies  it  as  a 
congenital  problem.  Colonic  du- 
plications are  a problem  of  the 
young,  anatomically  arising  from 
the  mesenteric  border  of  the  bowel, 
with  a distinct  blood  supply.1  Giant 
air  cysts  are  a disease  of  the  elderly, 
anatomically  located  on  the  anti- 
mesenteric  border  of  the  colon,  with 
no  distinct  blood  supply.2  3 Also, 
our  patient  had  had  two  prior  ab- 
dominal surgeries  without  mention 
of  this  large  cyst.  Cohen4  has  stated 
that  some  muscularis  is  occasionally 
found  in  pulsion  diverticula. 

Giant  air  cysts  of  the  colon  (also 
referred  to  as  giant  diverticula)  do 
not  always  fill  with  barium  during 
colon  examinations.  Several  review 
articles  place  the  incidence  of  their 
filling  with  barium  at  anywhere 
from  33%2'5  to  66%3  of  the  time. 
Two  cases  have  been  reported  with- 
out apparent  anatomic  communica- 
tion with  the  colon  at  pathologic  ex- 
amination,67 and  many  times  the 
communication  is  not  apparent  un- 
til close  pathologic  and  sometimes 
microscopic  examination  is  done. 
Although  most  authors  feel  that 
these  giant  air  cysts  are  a com- 
plication of  diverticulitis,  ap- 
proximately 25%  of  the  cases3  have 
been  treated  by  simple  removal  of 
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Figure  3 

The  air  cyst  has  recurred.  Note  the  clip 
from  the  previous  operative  procedure. 


the  cyst,  without  subsequent  prob- 
lems. We  believe  that  our  case  is  the 
first  complication  of  this  pro- 
cedure reported  in  the  literature.  Al- 
though giant  air  cysts  tend  to  occur 


Figure  4 

Repeat  barium  enema  reveals  an  almost 
identical  appearance  to  the  initial 
exam. 


in  an  elderly  population,  making 
simple  cystectomy  an  attractive  pro- 
cedure, we  agree  with  other  au- 
thors3,5 that  the  underlying  disease 
process  is  diverticulitis  and  the  sur- 


gical procedure  of  choice  is  removal 
of  the  cyst  and  adjacent  colon.  This 
case  report  of  recurrence  of  the  gi- 
ant air  cyst  after  simple  cystectomy 
supports  that  opinion.  ◄ 
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The  Ninth  Illinois  Congress  On  Continuing  Medical  Education 

September  11-12,  1 981 

How  Physicians  Learn:  Effective  Methods  in  CME 

This  year’s  Congress— the  second  of  a four-year  cycle  presenting  all  the  fundamentals  of  CME 
planning  — focuses  on  effective  learning  methods. 

Highlighting  this  program  will  be  Howard  S.  Barrows,  M.D.,  Associate  Dean/Education  Affairs, 
Southern  Illinois  University  School  of  Medicine,  known  internationally  for  his  work  in  problem- 
solving and  simulations  in  medical  education. 

Most  of  the  Congress  consists  of  small-group  workshops,  such  as:  Matching  Methods  to  Needs, 
Teaching  with  Technology,  Self-Directed  Learning  Techniques,  Do’s  and  Don’ts  of  Didactics, 
Medical  Audit  as  a Learning  Method.  There  will  also  be  a special  workshop  for  non-physician  CME 
Coordinators.  Plan  to  join  us  . . . 

1981 

Annual  Illinois  Congress  on  Continuing  Medical  Education 
Oak  Brook  Hyatt  Hotel,  Oak  Brook,  IL 
Friday,  September  11,  7:45  PM  — Saturday,  September  12,  5:00  PM 

For  additional  information,  write  or  call . . . 

Illinois  Council  on  Continuing  Medical  Education 
55  E.  Monroe  St.,  Suite  3510 
Chicago,  IL  60603 
(312) 236-6110 
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Case  Reports 


Gastrocolic  Fistula  Complicating 
Benign  Un-Operated  Gastric  Ulcer 

By  Jong  D.  Lee,  M.D. /Havana 

An  unusual  case  of  gastrocolic  fistula  secondary  to  benign  gastric  ulcer  is  presented.  In  a 
review  of  the  literature,  the  most  frequent  symptomatic  manifestations  are  abdominal 
pain,  weight  loss,  diarrhea,  and  feculent  vomiting.  The  patient  taking  aspirin  and 
steroid  is  vulnerable  to  this  complication.  The  diagnosis  is  often  made  by  barium  enema, 
but  gastroscopic  examination  is  helpful  to  exclude  the  presence  of  malignancy.  One  stage 
enblock  resection  of  the  fistula  is  the  treatment  of  choice  after  adequate  pre-operative 
preparation. 


The  first  documented  gastrocolic 
fistula,  reported  in  1755  by  Haller,1 
was  secondary  to  a perforated  car- 
cinoma of  the  stomach  into  the 
transverse  colon.  Since  then,  malig- 
nancy has  been  implicated  as  the 
most  common  cause  of  gastrocolic 
fistula.2  3 Although  other  causes  of 
gastrocolic  fistula  are  diverticulitis 
of  the  colon,  ulcerative  colitis,4  pan- 
creatic abscess,  intestinal  tuberculo- 
sis, syphilis,  radiation,3  and  iatro- 
genic factors,  it  rarely  occurs 
spontaneously  in  patients  with  be- 
nign peptic  ulcer  disease  in  the  ab- 
sence of  previous  gastric  surgery.  In 
a review  of  literature,  it  would 
appear  that  the  patient  taking  ster- 
oid and  aspirin  is  at  a high  risk 
of  developing  a gastrocolic  fistula 
complicating  a benign  un-operated 
gastric  ulcer.3'6  Recently  we  have 
treated  a patient  with  a gastrocolic 
fistula,  caused  by  a benign  gastric 
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ulcer  and  most  likely  related  to 
steroid  and  aspirin  medications  tak- 
en for  rheumatoid  arthritis. 

Case  Report 

A sixty-year-old  white  female  was 
admitted  for  investigation  of  chronic- 
weight  loss  and  diarrhea.  The  pa- 
tient had  experienced  a rather  se- 
vere diffuse  abdominal  pain  six 
months  prior  to  this  admission. 
Since  then  she  had  had  gradual 
weight  loss,  60  pounds  in  six 
months,  and  chronic  intermittent 
diarrhea.  She  had  frequent  episodes 
of  nausea  and  vomiting.  Her  hus- 
band claimed  that  the  vomitus  was 
occasionally  foul-smelling  and  fecal 
in  nature. 

The  past  medical  history  was  sig- 
nificant in  that  she  had  had  rheuma- 
toid arthritis  for  four  years  and  tak- 
en steroids  and  aspirin  off  and  on  for 
approximately  two  years.  (The  pa- 
tient had  been  mostly  on  aspirin  but 
it  was  replaced  by  oral  steroid  thera- 
py for  a short  period,  approximately 
two  - three  weeks  while  her  arthritis 
flared  up  badly.  It  had  occurred  two 
or  three  times  in  the  last  two  years. 
In  addition  she  had  received  multi- 
ple intraarticular  injections  of  ste- 
roids occasionally.)  Eighteen 
months  before  admission,  at  a near- 


by local  hospital,  she  had  had  a bari- 
um meal  and  barium  enema  studies 
which  were  normal  except  for  a 
small  hiatal  hernia.  One  month  be- 
fore admission,  she  entered  the 
same  hospital  with  mild  upper  G.I. 
bleeding,  whose  exact  cause  was 
not  determined  and  was  treated  with 
blood  transfusion,  cimetidine  and 
iron. 

Physical  examination  revealed  an 
emaciated  white  woman  appearing 
moderately  dehydrated  and  chroni- 
cally ill  and  looking  much  older  than 
her  stated  age.  Blood  pressure  was 
130/70mmHg,  pulse  was  82  beats 
per  minute,  body  weight  was  99 
pounds.  There  were  the  classical  ul- 
nar deviations  of  both  hands  from 
rheumatoid  arthritis.  Heart  and 
lungs  were  within  normal  limits. 
Abdomen  revealed  neither  ten- 
derness nor  a palpable  mass. 

Laboratory  results  were  as  fol- 
lows: HgB,  11.8  gm/100  ml;  Met, 
35%;  WBC  counts,  8,600/cumm, 
with  69"/i  neutrophils  and  21% 
lymphocytes;  sodium,  136  CEq/L; 
potassium,  4.6  MEq/L;  chloride, 
1 10  mEq/L;  EBS,  87  mg/lOOml; 
BUN,  1 Omg/ 1 00ml;  cholesterol, 
130mg/100ml;  ESR,  34  mm.  the 
first  hour.  The  total  bilirubin  was 
0.4mg/ 100ml;  and  total  serum  pro- 
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Figure  1 

Barium  ei^ema  demonstrating  reflux  of 
contrast  material  into  the  stomach 
through  the  gastrocolic  fistula. 


tein  was  5.0  mg/lOOml,  with  albu- 
min 2.8  mg/lOOml.  Prothrombin 
time  was  12.6  seconds;  rheumatoid 
factor  and  ANA  were  positive;  Se- 
rum iron  was  38  micrograms/DL  to- 
tal iron  binding  capacity,  301  mi- 
crograms/DL, with  13%  saturation; 
serum  Vit.B  1 2 assay  was  725  PCI/ 
ML  serum  folate  assay,  7.0  PCi/MI, 
fasting  serum  gastrin  was  159  picro- 
grams/ML;  stools  were  guaiacposi- 
tive  for  occult  blood. 

X-ray  film  of  the  chest  and  elec- 
trocardiogram were  normal.  Upper 
G.  I.  series  revealed  a small  hiatal 
hernia  with  limited  reflux.  The 
stomach  was  deformed  along  the 


greater  curvature  side  of  the  distal 
body  and  antrum.  No  ulcer  crater 
was  demonstrated.  Barium  enema 
showed  a gastrocolic  fistula,  the 
fistula  tract  connecting  the  greater 
curvature  of  the  stomach  to  a very 
redundant  transverse  colon. 

Gastroscopic  examination 
showed  a deeply  seated  ulcer  on  the 
distal  greater  curvature.  During  the 
procedure,  feculent  liquid  substance 
kept  coming  up  onto  the  ulcer  bed 
and  had  to  be  flushed  out  with  an 
irrigation  solution  to  visualize  an  ul- 
cer clearly.  The  report  of  multiple 
biopsies  disclosed  a benign  gastric 
ulcer. 

Hospital  Course 

Patient  was  placed  on  nutritional 
support  with  elemental  diet  and  re- 
ceived 5%  albumin  to  bring  serum 
albumin  level  up  to  normal.  Fluid 
and  electrolyte  imbalance  was  cor- 
rected. Bowel  preparation  consisted 
of  mechanical  cleansing  and  oral  an- 
tibiotics of  short  duration  with  neo- 
mycin and  erythromycin  base.  At 
abdominal  exploration  the  mid- 
transverse  colon  was  found  to  be 
caught  up  in  an  inflammatory  mass 
extending  to  the  greater  curvature 
of  the  stomach  and  attaching  pos- 
teriorly to  the  pancreas.  Approxi- 
mately 60%  of  the  distal  stomach 
and  a generous  segment  of  the  mid- 
transverse  colon,  including  the 
fistulous  tract,  were  resected  en- 
block.  Gastrointestinal  continuity 
was  established  by  a Billroth  1 gas- 
troduodenostomy  (Schoemaker 
modification)  and  end-to-end  anas- 
tomosis of  the  transverse  colon.  The 


Ficure  2 

Fistulous  tract  between  the  greater 
curvature  of  stomach  and  mid-trans- 
verse colon. 


Figure  3 

l nopened  specimen  showing  connec- 
tion between  stomach  and  transverse 
colon. 


Figure  4 

A large  gastric  ulcer,  fistulous  tract  and 
colonic  mucosa  are  also  shown. 


pathologic  report  was  a benign  gas- 
tric ulcer  with  gastrocolic  fistula;  no 
malignancy  was  found.  The  patient 
made  an  uneventful  recovery  from 
the  surgery  and  was  dismissed  on 
the  tenth  post-op.  day.  She  was  re- 
ferred to  a rheumatologist  to  control 
her  arthritic  pain  with  non-ul- 
cerogenic  medications.  At  last  fol- 
low-up she  became  free  from  gastro- 
intestinal symptoms  and  was  start- 
ing to  gain  weight. 

Discussion 

Gastrocolic  fistula  has  been  de- 
scribed commonly  as  gastrojejuno- 
colic  fistula  occurring  after  inade- 
quate ulcer  surgery.  Cancer  of  the 
stomach  and  colon  is  the  most  com- 
mon nonsurgical  cause  of  the  gas- 
trocolic fistula.2-1-7  However,  the 
spontaneous  perforation  of  a benign 
gastric  ulcer  into  the  colon  is  rare;  a 
little  more  than  50  cases  of  gastro- 
colic fistula  from  benign  non-op- 
erated  gastric  ulcers  have  been  re- 
ported in  the  Lnglish  literature. 

In  1 976,  the  Mayo  Clinic  collected 
42  cases  from  the  literature,8  includ- 
ing four  cases  of  their  own,  and  re- 
ported that  the  common  symptoms 
are  abdominal  pain  in  83%,  diarrhea 
in  74%,  weight  loss  in  74%,  vomit- 
ing in  74%,  and  foul  eructations  or 
fecal  vomiting  in  55%.  Of  the  42  cas- 
es, eight  patients  had  a history  of 
aspirin  ingestion  and  nine  patients 
had  previously  taken  steroids.8  It 
appears  that  the  patient  taking  aspi- 
rin and  steroid  for  rheumatoid  ar- 
thritis is  at  high  risk  of  developing 
this  complication,5  such  as  in  the 
presented  case.  The  presence  of  gas- 
trocolic fistula  is  often  suggested  by 
careful  history  taking,  the  clues  be- 
ing feculent  vomiting  and  watery  di- 
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arrhea  containing  undigested  food. 
It  seems  apparent  that  the  cause  of 
the  diarrhea  is  fecal  reflux  into  the 
stomach  and  small  bowel.9 

Barium  enema  is  the  most  reliable 
means  of  diagnosing  a gastrocolic 
fistula,  demonstrating  a fistula  in 
95%  of  the  cases;  a barium  meal 
study  is  diagnostically  relevant  in 
about  27%. 7 Gastroscopy  was  used 
in  this  case.  It  would  be  an  im- 
portant adjunctive  diagnostic  tool 
because  the  finding  of  fecal  eructa- 
tion in  a deeply  penetrating  peptic 
ulcer  certainly  indicates  the  pres- 
ence of  a connection  between  stom- 
ach and  colon.  In  addition,  biopsies 
and  gross  appearance  of  the  ulcer  of- 
ten establish  the  benign  nature  of 
the  lesion.10 

Pre-operative  preparation  of  the 
patient  is  important  and  must 
include  correction  of  electrolyte  im- 
balance, anemia  and  malnutrition. 
Adequate  bowel  preparation  is  man- 
datory. These  preparations  are  vital 
in  order  to  avoid  high  mortality 
which  was  reported  to  be  17%8  over- 


all. Despite  the  earlier  recom- 
mendation of  staged  operation  with 
preliminary  proximal  colostomy, 
the  surgical  procedure  of  choice  is 
one  stage  enblock  hemigastrectomy 
and  resection  of  the  involved  seg- 
ment of  the  colon  and  fistula  tract. 
Gastrointestinal  continuity  can  be 
re-established  by  Billroth  1 of  gas- 
troduodenostomy  and  end-to-end 
anastomosis  of  the  transverse  co- 
lon. ◄ 
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Medical  Student  Section  in  Action 


A Medical  Education:  Only  For  The  Rich? 


Medical  education  in  the  United  States  is  re- 
garded as  the  finest  in  the  world.  The  commitment 
to  the  patient  care,  ongoing  research,  and  con- 
tinuing technological  progress  assures  the  student 
of  getting  necessary  exposure  to  the  art  and  science 
of  medicine.  Only  a few  individuals,  however, 
have  the  desire  to  attain  a doctor  of  medicine 
degree.  The  rigors  of  medical  school,  residency, 
and  even  medical  practice  seem  to  detract  from 
the  attractiveness  of  such  a career.  Recently,  an 
additional  contraindication  has  come  to  view;  it 
is  extremely  expensive  to  pursue  medicine  as  a 
vocation. 

Forbidding  costs  will  certainly  diminish  the 
hopes  of  aspiring  doctors  nationwide.  Worse, 
diversity  among  medical  students,  only  just  re- 
cently achieved,  will  no  doubt  be  sacrificed. 
Minorities,  the  poor,  and  even  the  middle  class 
may  be  unable  to  finance  soaring  tuition  costs. 
Diversity,  possibly  the  greatest  strength  of  medical 
education  in  America,  is  soon  to  be  a dying  crea- 
ture. 

How  much  does  it  cost  a student  to  attend 
medical  school  in  the  United  States  for  one  year? 
For  the  1 980-8 1 school  year,  the  cost  of  one  year 
attendance  for  an  unmarried  student  at  a public 
medical  school  was  $7,400.  This  was  up  $900, 
or  12%,  from  1979-80.  For  an  unmarried  student 
at  a private  school,  it  cost  $13,400  for  the  1980- 
81  year.  This  was  $2,000  more  than  in  1979- 
80— up  14%.  Medical  students  with  no  income 
have  no  defense  against  inflation  and  rising  costs. 
Who  then,  should  pay  to  educate  America’s  fu- 
ture physicians? 

The  American  Medical  Association/Medical 
Student  Section  set  up  an  Ad  Hoc  Committee  on 
Financial  Aid  to  study  the  dilemma.  They  con- 
cluded “.  . . The  burden  of  financing  medical 
education  should  be  borne  by  those  who  benefit 
from  physician  services  as  well  as  those  soon  to 
become  physicians.  Therefore,  federal  and  state 
governments,  the  private  sector,  medical  stu- 
dents, and  their  families  should  share  the  re- 
sponsibility of  funding  . . . .”  Naturally,  medical 
students  do  not  deserve  a “free  ride,”  but  can 
they  really  be  expected  to  finance  such  a costly 
education  alone? 

The  federal  government  once  allocated  $2,000 
per  medical  student  per  year  to  each  medical 
school.  This  direct  capitation  has  decreased  to 
$639  in  1981.  Severe  cuts  in  financing  research 
in  medical  schools  (indirect  aid  to  medical  ed- 


ucation) have  occurred  at  the  federal  level.  Even 
the  loan  programs  available  to  students  are  being 
curtailed. 

Many  loan  programs  are  still  available  to  assist 
in  financing  medical  school  tuition  and  expenses. 
The  Federally  Insured  Student  Loan/Guaranteed 
Student  Loan  program  assures  in-school  interest 
subsidies  and  no  repayment  until  after  gradua- 
tion. However,  only  $5,000  can  be  borrowed 
yearly  and  a maximum  of  $25,000  (this  includes 
college  loans)  is  enforced.  This  program  needs  to 
be  expanded  at  the  current  9%  simple  interest 
rates,  but  the  Reagan  Administration  seeks  cuts. 

Other  programs  with  in-school  interest  subsi- 
dies and  9%  simple  interest  include  the  Health 
Professions  Student  Loan  Program  and  the  Na- 
tional Direct  Student  Loan  program  (4%  inter- 
est). These  programs,  however,  are  available  in 
cases  of  special  financial  need.  As  with  other 
Washington  budget  cuts,  these  programs  will 
probably  suffer. 

The  National  Health  Service  Corps  (NHSC) 
and  Health  Professions  Scholarship  Program 
(HPSP)  were  developed  to  ensure  an  adequate 
supply  of  health  manpower  in  shortage  areas  and 
in  the  armed  services,  respectively.  Each  schol- 
arship recipient  is  awarded  tuition  and  fees,  a 
monthly  living  stipend  ($485),  and  an  annual 
supplement.  In  exchange  for  one  year  of  support, 
the  student  agrees  to  serve  for  one  year  in  the 
sponsor  organization.  Though  the  HPSP  will 
continue,  the  NHSC  will  offer  no  new  scholar- 
ships for  the  1981-82  school  year. 

The  Health  Education  Assistance  Loan  (HEAL) 
program  seems  to  be  the  loan  alternative  of  the 
future.  Unfortunately,  forbidding  interest  rates 
could  lead  to  the  financial  demise  of  the  bor- 
rower. Though  students  may  borrow  up  to 
$15,000  per  year,  interest  rates  are  equal  to 
Treasury  Bill  rate  plus  3.5%.  Currently,  this  is 
19.5%.  If  a student  borrowed  $10,000  per  year 
for  four  years  at  only  1 5%  interest,  the  payback 
over  10  years  would  amount  to  $192,000  (this 
payback  begins  three  years  after  graduation). 
Assuming  that  1 5 years  are  needed  to  repay,  the 
amount  increases  to  $252,000.  Such  a loan  pro- 
gram would  serve  only  to  increase  the  default  or 
bankruptcy  rate  of  young  physicians. 

Part  two  of  this  series  will  consider  possible 
solutions  to  these  issues. 

Michael  L.  Nieder 
Chairman,  ISMS/MSS 
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Illinois  Society,  American  Association 

of  Medical  Assistants 


Doctor:  You  Are  Invited  . . . . 

By  Mari  Lakadat,  McLean  County  Chapter 


An  invitation  is  extended  for  your  presence  at 
a meeting  of  a county  chapter  of  the  A.A.M.A. 
Please  accept.  Tangible  evidence  of  the  benefits 
of  A.A.M.A.  to  you  and  your  medical  assistant 
is  apparent  at  each  chapter  meeting. 

Would  it  help  to  know  that  your  medical  as- 
sistant, well  versed  in  your  office  procedures,  is 
in  company  of  other  professionals,  communi- 
cating, learning?  Professionalism  for  the  medical 
assistant  means  familiarization  with  new  tech- 
nologies, perfection  of  standard  office  proce- 
dures, and  an  integration  of  effective 
environmental  factors. 

A medical  assistant  is  called  the  most  versatile 
member  of  the  health  care  team  and  the  most 
integral  part  of  a physician’s  office  setting. 
A.A.M.A.  provides  the  opportunity  to  the  med- 
ical assistant  for  certification  of  ability  and  en- 
hancement of  office  training. 

The  members  of  a chapter  may  represent  sev- 
eral specialties  in  medical  care,  with  each  mem- 
ber contributing  information,  terminology  and 
knowledge  indigenous  to  that  specialty. 

Attending  a meeting  offers  the  opportunity  to 
see  the  organizational  aspect  of  A.A.M.A.  at  work, 
often  giving  members  their  first  participation  in 
an  organizational  process.  Perhaps  the  group  will 
then  adjourn  to  a guided  study  program,  supplied 
through  A.A.M.A.,  or  a physician  will  present  an 
educational  lecture  guaranteed  to  perk  up  your 
medical  assistant’s  interest.  A panel  discussion 


may  be  on  the  agenda  regarding  office  proce- 
dures, or  a community  organization  representa- 
tive may  provide  an  informative  presentation. 

The  members  of  your  local  A.A.M.A.  chapter 
are  nurses,  bookkeepers,  receptionists  and  other 
key  office  personnel.  The  dominant  motivating 
force  for  these  members  is  the  provision  of  con- 
sistent and  compassionate  health  care  to  your 
patients. 

Is  there  an  employee  in  your  office  whose  lead- 
ership qualities  are  becoming  apparent?  Is  there 
an  employee  in  your  office  who  does  the  best 
within  the  framework  of  her  job  description,  but 
with  proper  guidance  and  encouragement  could 
exceed  your  expectations?  Can  you  see  your  med- 
ical assistant  involved  in  an  organization  stress- 
ing professionalism  and  educational  endeavors? 
If  so,  Doctor,  you  are  invited  to  participate  in 
the  25th  year  of  A.A.M.A.,  recognizing  and  en- 
couraging self  improvement  endeavors  on  your 
behalf  by  your  medical  assistant.  Please  accept 
our  invitation. 


Information  about  Illinois  Society,  AAMA, 
may  be  obtained  from  Mary  Lu  Ostrowski,  CMA, 
President,  Illinois  Society,  1704  East  Jackson 
Street,  Bloomington,  Illinois  61701,  or  Mari 
Lakadat,  Chairman,  Public  Relations  Commit- 
tee, c/o  William  Sawyer,  M.D.,  107  East  Chest- 
nut Street,  Bloomington,  Illinois  61701. 
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No  Joy  in  the  Prairie  State 

ISMS  At  The  Bat 

Photos  and  Verse  by  Edward  S.  Stecki 

On  Monday  afternoon,  June  8,  the  ISMS  Delegation  to  the  AMA  faced  the  California  AMA 
Delegation  in  a softball  game  at  Chicago’s  Grant  Park.  The  following  is  an  eyewitness  account  of 
that  contest. 


The  outlook  wasn’t  brilliant  for  the  ISMS  team  that  day. 

The  score  stood  eleven-three  with  but  two  innings  left  to  play. 


Another  Californian  crossed  the  plate; 
still  one  more  did  the  same. 
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And  a sickly  silence  fell 
upon  Illinois  Docs 
in  the  game. 


Yet  another  batter 
smashed  one; 
the  ball  flew 
off  the  bat. 


But  Joe  “Sure  Hands”  Skom  speared  it, 
though  it  knocked  askance  his  hat. 


Then  the  next  one  up  drove  it  hard, 
and  the  strangest  thing  occurred. 


When  the  dust  had  settled, 
John  “Hot  Corner”  Seward 
caught  him  off  of  third. 


Though  the  call  was  pro- 
tested, ISMS’  arguments 
held  fast. 


Boyd  “Crackin’’  McCracken  hit  one, 
but  then  he  pulled  up  hurt. 


And  then  the  next  batter  up, 
struck  out  to  make  the  last. 


Manager  Ted  “Casey”  Grevas  looked  worried 
as  he  shuffled  through  the  dirt. 


for  July,  1981 


49 


Audley  “OJ”  Connor  came  up  next, 
but  out  at  second  was  his  fate. 

And  the  home  team  stayed  in  deep  despair 

as  “Joltin’  ’’  Jack  Gibbs  was  nailed  at  the  plate. 


But  California’s  next  ups  were  unproductive 
as  A1  “Goose’’  Goslin  spun  them  in. 


After  Harold  “Lightning”  Lasky’s  slide, 
the  score  was  thirteen-five. 


Now  was  California’s  time  to  sweat, 
as  the  Illinoisans  came  alive. 


And  led  by  Fred 

“The  Hammer”  White, 
ISMS  came  up  again. 
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Morgan  “Slugger”  Meyer  hit  one  long, 
’twas  a mighty  clout. 


And  safe  at  home  was  he,  when  a wild  throw 
took  Bob  “Ump”  Hartman  out. 


Hit  followed  hit,  but  soon 
there  were  two  down 


Tension  filled  the  noontime  air, 
the  next  pitch  meant  the  crown. 


And  the  field  went  up  for 
grabs,  as  California  won 
the  cup. 

And  there  is  no  joy  in  the  Prairie  State 

Since  “Mighty”  Morrie  Friedell  popped  it  up. 
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ARE  YOU  USING 
YESTERDAYS  METHODS 
TO  CONTROL 
YOUR  PRACTICE  TODAY? 


The  Annson  Patient  Medical 
Billing  System  has  revolutionized 
medical  accounting  procedures  and 
record  keeping . Total  control  of  your 
practice— with  all  its  increasingly 
complex  details — is  within  your 
grasp. 


IMIMSOIMg 
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The  Annson  System  is  a 
computer  program  package 
specifically  adapted  to  the  medical 
profession.  When  used  with  the 
efficient  IBM  5120  Computing 
System,  it  simplifies  daily  handling 
of  ledgers  and  payments,  gives 
instant  access  to  patient  information, 
prints  cumbersome  insurance  forms 


and  more.  Which  all  adds  up  to  < 
increased  cash  flow  . . . among 
other  things. 

‘ ‘Other  things”?  Let  us  she 
you  the  potential  of  the  Annson 
Patient  Medical  Billing  System ; 
applied  to  your  practice  . . . foi 
total  control. 

Annson  Corporation 
4350  Oakton  Skokie,  IL  60076 
673-1184 


GIVES  YOU  TOTAL 
CONTROL  NOW 
AND  TOMORROW 


IMPAC 


ILLINOIS  MEDICAL  POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 


Dear  Colleague: 

I am  sometimes  amazed  that  the  very  members  of  our  profession 
who  bemoan  the  ever-increasing  government  intrusion  into  our 
ability  to  practice  medicine  are  the  same  physicians  who  don't 
join  IMPAC  and  constantly  wonder  what  possible  good  IMPAC 
could  do  them.  Each  time  a "bad  bill"  passes,  I wonder  whether 
it  might  have  been  defeated  if  these  same  physicians  were  in- 
volved in  the  political  process.  Each  time  a "bad  bill"  is 
defeated,  I wonder  if  the  task  might  have  been  easier  if  just 
one  more  physician  had  contacted  his  legislator  regularly  and 
had  developed  a personal  one-to-one  relationship. 

While  I can't  make  a direct  correlation  between  physician  in- 
volvement and  the  defeat  of  any  legislation  harmful  to  medicine, 
I can  assure  you,  were  it  not  for  the  involvement  of  your 
fellow  physicians  from  across  the  state,  many  such  bills  would 
be  law  today.  It's  a frightening  thought  for  our  profession 
and  our  patients  as  well. 

Physician  political  involvement  through  IMPAC  doesn't  guarantee 
a vote  in  support  of  medicine's  position.  It  does  guarantee, 
however,  that  a legislator  will  be  willing  to  listen  to  our 
perspective.  Frequently  that  willingness  to  listen  is  all  that 
is  required. 


/}uO 

Paul  F.  Mahon,  M . D . 

Chairman 

IMPAC 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor  the  AM  A will  favor  or  disadvantage  anyone  based  upon  the 
amounts  of  or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  regulations,  Sections  110.1,  110.2,  & 1 1 0. 5.  (Federal  Regulations 
require  this  notice.)  IMPAC  reports  are  filed  with  the  State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections,  1 020  South 
Spring  Street,  Springfield,  Illinois,  62704.  Voluntary  membership  contributions  support  political  action  committee  membership  in  IMPAC  for  candidates  for  public 
office  In  Illinois  and  candidates  for  federal  office  elsewhere  through  AMP  AC. 
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Nature  And  Society 


Abhor  A Void 


There  is  a mood  of  tempered  euphoria  in  the  medical  community  as  we  anticipate  the  demise  of 
HSAs  and  PSROs. 

HSAs  rapidly  are  moving  toward  extinction,  and  PSROs— without  federal  funds  to  sustain  them— 
soon  will  follow  a similar  course.  Because  of  HSA  activities  and  some  PSRO  initiatives,  a degree  of 
euphoria  is  warranted  as  these  organizations  fade  from  the  scene.  But  the  euphoria  may  be  somewhat 
muted  by  the  realization  that  their  demise  will  create  a vacuum. 

Planning  will,  and  should,  continue.  In  an  era  of  finite  resources,  haphazard  growth  cannot  be 
permitted.  The  question  becomes:  What  is  the  best  approach  to  planning? 

The  top-to-bottom  process  illustrated  by  HSAs’  adherence  to  national  guidelines  was  not  acceptable. 
On  the  other  hand,  the  purchasers  of  equipment  and  hospitals  will  insist  on  knowing  their  money  is 
spent  prudently.  Perhaps  new  planning  blueprints  will  be  dictated  by  industry  and  insurance  carriers, 
or  even  a central  government  agency. 

It  seems  imperative  that  organized  medicine  seize  the  management  responsibility  and  lead  that 
planning  process.  If  we  refuse  to  participate,  we  again  risk  losing  not  only  the  initiative  but  also  a 
voice  in  decisions  that  affect  our  future. 

Like  HSAs,  PSROs  face  a bleak  and  limited  future.  Recently,  the  statewide  Professional  Service 
Review  Council  ceased  operations  due  to  a lack  of  funding. 

We  cannot  object  to  accountability.  Physicians  simply  are  confronted  with  the  dilemma  of  iden- 
tifying who  they  are  accountable  to,  and  under  what  terms.  We  must  decide  if  we  will  be  part  of  the 
review  process  through  existing  physician-directed,  sponsored  and  implemented  review  organizations 
. . . or  refuse  to  undertake  the  responsibility  and  allow  others  to  assume  it.  In  parts  of  Illinois  where 
private  review  is  occuring,  there  is  a mechanism  that  could  be  adapted  for  review  of  government- 
funded  patient  care  (Medicare,  Medicaid). 

Society  surely  will  follow  the  laws  of  nature  and  fill  the  planning  void  created  by  the  demise  of 
HSAs,  and  government  demands  for  accountability  will  require  review  of  patient  care  which  it  pur- 
chases. Should  we  in  organized  medicine  recognize  that  the  vacuum  will  not  continue  and  begin  an 
initiative  in  planning  and  review?  ^ 


Fred  Z.  White,  M.D.,  President 
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Neurology 


Medicine 


Hypnosis 

Workshops  on  Clinical  Hypnosis 

For:  MD's.  Workshop,  Sept.  17-20,  St.  Louis,  MO.  Sponsor: 
American  Society  of  Clinical  Hypnosis,  Education  and  Research 
Foundation,  2400  E.  Devon  Ave.,  Suite  2 1 8,  Des  Plaines  60018. 
Fee:  $295.  Reg.  limit:  none.  Credit:  Category  1,  25  hours,- 
AAFP  Elective,  25  hours.  Contact:  William  Hoffman,  Jr. 
Phone:  312/297-3317. 


Infectious  Diseases 

Infectious  Diseases 

For:  Primary  Care  Physicians.  Course,  Sept.  17-19,  Madison, 
Wl.  Sponsor:  CME,  U of  Wisconsin-Extension,  465B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wl.  Fee:  yes.  Reg.  limit: 
180.  Credit:  pending.  Contact:  Sarah  Aslakson.  Phone:  608/ 
263-2856. 


Internal  Medicine 

Internal  Medicine  of  the  1980's 

For:  Internists,  FP's,  GP's.  Workshop,  Sept.  21-23,  Chicago. 
Speaker:  Ruy  Lourenco,  MD.  Sponsor:  U of  I,  CME,  1853  W. 
Polk  St.,  Rm.  144,  Chicago  60612.  Reg.  deadline:  9/7.  Reg. 
limit:  200.  Fee:  $250.  Credit:  Category  1,18  hours;  AAFP 
Elective,  18  hours.  Contact:  Sue  Korienek.  Phone:  312/996- 
8025. 


Medicine 


Clinical  Refresher  Course 

For:  GP's.  Course,  Sept.  23-26,  Chicago  Marriott  Hotel.  Spon- 
sor: Chicago  College  of  Osteopathic  Medicine,  5206  S.  Uni- 
versity Ave.,  Chicago  60615.  Reg.  deadline:  9/22.  Fee: 
$200.  Reg.  limit:  none.  Credit:  AOA,  21  hours.  Contact: 
Marie  Kowalsky.  Phone:  312/947-4600. 


Medicine 


Office  Dermatology 

For:  MD's.  Symposium,  Sept.  29,  7.00  p.m.,  Vandalia.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 
hours.  Contact:  Lorraine  Stephenson  Phone:  217/782-7711. 


Medicine 

Advance  Life  Support  Other  Than  ACLS 
For:  MD's.  Symposium,  Sept.  26,  Ina.  Sponsor:  SIU  School  of 
Medicine,  801  N.  Rutledge,  Rm.  4241 , Springfield  62708.  Reg. 
limit:  none.  Credit:  Category  1,  4 hours.  Contact:  Lorraine 
Stephenson.  Phone:  217/782-7711 


Medicine 

New  Advances  in  Cardiac  Emergencies 
For:  MD's.  Symposium,  Sept  23,  6:00  p.m..  Wood  River.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 
hours.  Contact:  Lorraine  Stephenson.  Phone:  217/782-7711 


Medicine 

Stroke  Symposium 

For:  MD's.  Symposium,  Sept.  23,  1:00  p.m.,  Nashville.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none  Credit:  Category  1,  4 
hours.  Contact:  Lorraine  Stephenson.  Phone:  217/782-771 1 


Medicine 

Perinatal  Workshop 

For:  MD's.  Symposium,  Sept.  18-19,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708.  Reg.  limit:  none  Credit:  Category  1, 4 hours.  Contact: 
Lorraine  Stephenson.  Phone:  217/782-7711 


Nuclear  Cardiology 

6th  Annual  Nuclear  Cardiology  Symposium 
For:  MD's.  Conference,  Sept.  23-26,  Milwaukee,  Wl.  Sponsor: 
CME,  U of  Wisconsin-Extension,  465B  WARF  Bldg.,  610  Walnut 
St.,  Madison,  Wl  53706.  Fee:  yes  Reg.  limit:  none.  Credit: 
pending.  Contact:  Sarah  Aslakson.  Phone:  608/263-2856. 


Common  Neurological  Disorders 

For:  MD's.  Symposium,  Sept.  25-26,  Pheasant  Run,  St.  Charles. 
Speaker:  John  Garvin,  MD.  Sponsor:  DuPage  County  Medical 
Society,  26  W.  St.  Charles  Rd.,  Lombard  60148.  Reg.  dead- 
line: 9/18.  Fee:  $20.00.  Reg.  limit:  none.  Credit:  Category 
1,  9 hours,-  AAFP  Elective,  9 hours.  Contact:  Lillian  Widmer. 
Phone:  312/495-4050. 

Pediatric  Neurology 

Pediatric  Neurology  in  Daily  Clinical  Practice 
For:  MD's.  Seminar,  Sept.  30,  Maywood.  Sponsor:  CME,  Loy- 
ola University  of  Chicago,  Stritch  School  of  Medicine,  2160  S. 
First  Ave.,  Maywood  60153.  Fee:  $125.  Credit:  Category  1, 
6 hours,-  AAFP  Prescribed,  6 hours.  Contact:  Linda  Gunzburg- 
er,  PhD  Phone:  312/531-3236. 


Pediatrics 


Management  of  the  Burned  Patient 
For:  MD's.  Symposium,  Oct.  21,  8:00  a.m.,  Belleville.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Spring- 
field  62708.  Reg.  limit:  none  Credit:  Category  1,  4 hours. 
Contact:  Lorraine  Stephenson.  Phone:  217/782-7711. 

Medicine 

8th  Annual  Family  Practice  Review 

For:  MD's.  Symposium,  Oct.  9-10,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Con- 
tact: Lorraine  Stephenson.  Phone:  217/782-7711 

Medicine 

Appropriate  Antibiotic  Usage 

For:  MD's.  Symposium,  Oct.  8,  1:00  p.m.,  Pittsfield.  Sponsor: 
SIU  School  of  Medicine,  801  N Rutledge,  Rm.  4241,  Spring- 
field  62708.  Reg.  limit:  none  Credit:  Category  1,  4 hours 
Contact:  Lorraine  Stephenson.  Phone:  217/782-7711 


Seminar  in  Pediatrics 

For:  Pediatricians,  Primary  Care  Physicians.  Symposium,  Sept 
11-12,  Madison,  Wl  Sponsor:  U of  Wisconsin,  Dept,  of  Med- 
icine, 600  Highland  Ave.,  Madison,  Wl  53792.  Fee:  yes.  Reg. 
limit:  none.  Credit:  pending.  Contact:  Sarah  Aslakson 
Phone:  608/263-2856 


Neurology 


Neurology  Conference 

For:  MD's.  Lecture,  Oct.  10,  8:00  a.m.,  Iowa  City,  IA.  Sponsor: 
Ul  College  of  Medicine,  CME,  285  Med  Labs,  Iowa  City,  IA 
52242.  Fee:  yes.  Reg.  limit:  200.  Credit:  Category  1, 4 hours 
Contact:  R.  M.  Caplan,  MD.  Phone:  319/353-5763. 


Surgery 

Treatment  of  Hemorrhagic  Shock  in  Trauma  & Surgery 
For:  MD's.  Lecture,  Sept.  3,  7:00  p.m.,  Davenport,  IA 
Speaker:  Charles  Rice,  MD.  Sponsor:  Mississippi  Valley  Re- 
gional Blood  Center,  3425  E.  Locust  St.,  Davenport,  IA  52803 
Fee:  $15.00.  Reg.  limit:  100.  Credit:  Category  1,  2 hours, 
AAFP  Prescribed,  2 hours;  AOA,  2 hours  Contact:  Patricia 
Harrod 


Surgery 


Acute  Hand  Injuries 

For:  MD's.  Seminar,  Sept.  19,  St.  Louis,  MO  Sponsor:  CME, 
Washington  University  School  of  Medicine,  Box  8063,  660  S 
Euclid,  St.  Louis,  MO  63110.  Fee:  $75.00  Reg.  limit:  130 
Credit:  Category  1,  7 hours,-  AAFP  Prescribed,  7 hours,-  AOA, 
7 hours.  Contact:  Loretta  Giacoletto  Phone:  314/454-3873 


OCTOBER 


Ophthalmology 

Ophthalmology  for  the  Primary  Care  Physician 
For:  Primary  Care  Physicians.  Symposium,  Oct.  9,  Madison, 
Wl  Sponsor:  U of  Wisconsin-Extension,  CME,  465B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wl  53706  Fee:  yes.  Reg. 
limit:  none.  Credit:  pending  Contact:  Sarah  Aslakson 
Phone:  608/263-2856 


Orthopedics 

Symposium  on  Sports  Medicine 

For:  MD's.  Symposium,  Oct,  2,  9,  16,  23  & 30,  11:00  a.m., 
Oak  Park.  Sponsor:  CME,  Oak  Park  Hospital,  520  S.  Maple 
Ave.,  Oak  Park  Fee:  none  Credit:  Category  1,  5 hours. 
Contact:  Charles  Weigel,  MD.  Phone:  312/366-7870. 

Osteoporosis 

Osteoporosis 

For:  Primary  Care  Physicians.  Conference,  Oct.  30-31,  Madi- 
son, Wl  Sponsor:  U of  Wisconsin-Extension,  CME,  465B  WARF 
Bldg  , 610  Walnut  St.,  Madison,  Wl  53706.  Fee:  yes.  Reg. 
limit:  none.  Credit:  pending.  Contact:  Sarah  Aslakson. 
Phone:  608/263-2856. 


Cardiac  Rehabilitation 

Comprehensive  Cardiac  Rehabilitation  Workshops 
For:  Primary  Care  Physicians.  Workshop,  October  12-26,  La 
Crosse,  Wl  Sponsor:  La  Crosse  Exercise  Program,  Workshop 
Unit,  Mitchell  Hall,  University  of  Wl,  La  Crosse,  Wl  54601. 
Fee:  $450.  Reg.  limit:  50.  Credit:  Category  1,  38  hours; 
AAFP  Prescribed,  43  hours.  Contact:  Dr.  Philip  Wilson.  Phone: 
608/785-8686. 


Emergency  Medicine 

A Postgraduate  Institute  for  Career  Emergency  Physicians 
For:  Emergency  Physicians.  Symposium,  Oct.  12-16,  Detroit, 
Ml.  Sponsor:  Wayne  State  University  School  of  Medicine,  CME, 
9B-32  DRHUHC,  4201  St.  Antoine,  Detroit,  Ml  48201.  Fee: 
$500  Reg.  limit:  20  Credit:  Category  1,  35  hours;  ACEP, 
35  hours.  Phone:  313/577-1180 


Medicine 

Psychiatry  Update:  A Symposium  for  Physicians  and  Men- 
tal Health  Professionals 

For:  MD's.  Symposium,  Oct.  28,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Con- 
tact: Lorraine  Stephenson.  Phone:  217/782-7711. 


Medicine 


OB/GYN  Symposium 

For:  MD's.  Symposium,  Oct.  29,  1:00  p.m.,  Lincoln.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Spring- 
field  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours. 
Contact:  Lorraine  Stephenson  Phone:  217-782-7711. 


Medicine 

Professional  Burn-Out  Symposium 

For:  MD's.  Symposium,  Oct.  22,  1 :00  p.m.,  Jacksonville.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 
hours.  Contact:  Lorraine  Stephenson.  Phone:  217/782-7711 


Urology 

Urology  Postgraduate  Conference 

For:  MD's.  Symposium,  Oct.  2-3,  Iowa  City,  IA.  Sponsor:  Ul 
College  of  Medicine,  CME,  285  Med  Labs,  Iowa  City,  IA 
52242  Fee:  yes.  Reg.  limit:  none  Credit:  Category  1.  Con- 
tact: R M.  Caplan,  MD  Phone:  319/353-5763. 


A/V's  for  CME 

The  National  Audiovisual  Center 
has  issued  a new  catalog  of  se- 
lected audiovisual  material  suita- 
ble for  a variety  of  continuing 
education  uses — individual  study, 
"trigger"  for  group  discussion, 
demonstration  of  procedures,  etc. 
Included  are  16mm  films,  video- 
cassettes, audio/slide  sets,  film 
strips,  and  multimedia  kits — all 
available  for  purchase  or  rental. 
For  details,  request  "Medicine 
1981"  from  . . . 

National  Audiovisual  Center 
National  Archives  & Records 
Service 

General  Services  Administration 
Reference  Section  GS 
Washington,  D.C.  20409 
(301)  763-1896 


for  July,  1981 


61 


Doctor's  News 


ERRATA— In  the  May  IMJ  Annual  Meeting  highlights,  a photo  caption  from  the  ISMS  Past 
Presidents’  Dinner  included  an  error.  Doctor  Edward  W.  Cannady  was  identified 
as  Doctor  Harlan  English  in  that  photo,  which  appeared  on  page  302.  Doctor 
English  was  not  able  to  attend  the  Past  Presidents’  Dinner.  The  Journal  apologizes 
for  this  error. 

PHYSICIANS  IN  THE  NEWS— Several  ISMS  members  were  elected  to  national  posts  at  the 
recent  AMA  meeting  in  Chicago.  Joseph  H.  Skom,  M.D.,  Chicago,  former  ISMS 
president,  was  elected  to  a three  year  term  on  the  AMA  Council  on  Scientific 
Affairs  and  Ira  Friedlander,  M.D.,  Chicago,  was  named  resident  member  of  that 
Council.  L.  Ann  Nunnally,  M.D.,  Chicago,  will  serve  as  resident  member  of  the 
AMA  Council  on  Medical  Education.  David  Olive,  M.D.,  Evanston  was  elected 
vice  chairman  of  the  AMA/Resident  Physician  Section  and  David  Aizuss,  M.D., 
Northbrook,  was  named  a member-at-large  of  that  group.  Ron  Davis,  Chicago, 
will  serve  on  the  AMA/Medical  Student  Section  Governing  Council. 

David  S.  Forkosh,  M.D.,  Evanston,  has  been  elected  secretary-treasurer  of  the 
American  Academy  of  Medical  Directors.  Dr.  Forkosh  is  medical  director  of 
Forkosh  Memorial  Hospital.  Newly  elected  directors-at-large  for  the  Chicago 
Foundation  for  Medical  Care  are  Andrew  J.  Brislen,  M.D.,  William  J.  Cahill, 
M.D.,  and  Clifton  L.  Reeder,  M.D.  Directors  named  to  represent  specific  areas 
are  Lawrence  L.  Hirsch,  M.D.,  Francisco  Mariano,  M.D.,  and  Sylvan  D.  Solarz, 
M.D. 

Newly  elected  officers  of  the  MacNeal  Memorial  Hospital  medical  staff  are 
Robert  Novak,  M.D.,  Riverside,  president,  Miles  Cermak,  M.D.,  Berwyn,  vice 
president  and  George  Buckun,  M.D.,  Hinsdale,  secretary. 

At  Edgewater  Hospital  in  Chicago,  newly  elected  medical  staff  officers  are 
Jerome  Goldflies,  M.D.,  president;  Regelio  Riera,  M.D.,  vice  president;  Bernard 
Cohler,  M.D.,  secretary/treasurer  and  Joseph  Silverstein,  M.D.,  executive  secretary. 

Robert  E.  Lee,  M.D.,  Ph.D.,  is  the  newly  named  vice  president  of  the  Illinois 
Society  of  Cytology.  Dr.  Lee  is  associated  with  Lutheran  General  Hospital  in 
Park  Ridge.  . . . Daniel  X.  Freedman,  M.D.,  chairman  of  the  department  of 
psychiatry  at  the  University  of  Chicago  is  the  new  president  of  the  American 
Psychiatric  Association.  . . . Hassan  Najafi,  M.D.,  Chicago,  has  been  named 
president-elect  of  the  Society  of  Thoracic  Surgeons,  an  international  professional 
group.  Dr.  Najafi  is  affiliated  with  Rush-Presbyterian-St.  Luke’s  Medical  Center. 

Robert  A.  deVito,  M.D.,  Maywood,  has  been  elected  president  of  the  Illinois 
Psychiatric  Society.  Chicago  psychiatrists  Edward  Wolpert  and  Patti  Tighe  have 
been  elected  president-elect  and  secretary,  respectively.  Newly  named  IPS  Coun- 
cilors-At-Large  are  Drs.  Leon  Diamond,  David  Hawkins  and  David  Rothstein, 
all  of  Chicago.  IPS  also  named  Jerome  Beigler,  M.D.,  Chicago,  Melvin  Prosen, 
M.D.,  Chicago  and  Joseph  Flaherty,  M.D.,  Evanston,  to  serve  as  their  represen- 
tatives to  the  American  Psychiatric  Association. 

MEDICAL  STAFF  LEADERSHIP  SEMINAR  ANNOUNCED-The  AMA  is  sponsoring  a two 
day  conference  on  hospital  medical  staff  leadership  at  the  Chicago  Drake  Hotel, 
September  18-19.  The  program,  intended  to  explore  physician  functions,  duties 
and  responsibilities  in  relationship  to  the  hospital,  provides  information  regarding 
organization,  the  art  of  negotiating,  accreditation  clinics,  quality  assurance  and 
other  issues.  Seminars  are  scheduled  for  8:00am-4:00pm  each  day,  and  hour-for- 
hour  Category  1 CME  credit  is  available  to  participants.  Tuition  is  $250  for  AMA 
members  and  $375  for  non-members.  (Additional  registrants  from  the  same  hos- 
pital, including  trustees  and  administrators,  may  attend  at  one-half  the  tuition 
they  would  otherwise  be  required  to  pay.)  Further  information  may  be  obtained 
by  writing  the  Department  of  Hospitals  and  Health  Facilities,  American  Medical 
Association,  535  N.  Dearborn,  Chicago,  IL  60610. 

NUTRITION  CONFERENCE  ANNOUNCED— The  American  Society  for  Parenteral  and  Enteral 
Nutrition  will  sponsor  a postgraduate  course  entitled  “Advances  in  Clinical  Nu- 
trition,” on  September  3 and  4 at  the  Sea  Pines  Resort,  Hilton  Head,  South 
Carolina.  The  course  is  designed  for  professionals  in  the  clinical  health  care  field. 
Further  information  may  be  obtained  by  writing  Julie  Bishop,  A.S.P.E.N.,  Suite 
810,  1025  Vermont  Avenue,  NW,  Washington,  D.C.,  20005. 


Answers:  1.  C,  D 2.  B,  C,  D 


EKG 

(Continued  from  page  9) 


Each  of  the  three  panels  shows  sinus  rhythm 
in  short  runs,  e.g.,  beats  3,  4,  5,  6,  11  and  12  in 
the  top  ECG  strip.  There  is  slight  sinus  arrhyth- 
mia here  at  a rate  of  90  beats  per  minute.  These 
groups  of  sinus  beats  are  separated  by  beats  with 
a distorted  P wave  or  no  P wave  at  all  at  a rate 
of  52  beats  per  minute.  These  are  junctional  es- 
cape beats  or  junctional  rhythm  and  are  best  seen 
as  beats  2,  3,  4,  8,  9 and  10  in  the  last  ECG  strip. 
When  the  sinus  fails,  these  junctional  beats  keep 
the  ventricle  stimulated  and  the  patient  main- 
tains his  blood  pressure.  This  is  an  example  of 
sinus  arrest  or  high  grade  sino-atrial  block.  Even 
though  the  P-P  cycles  are  not  equal,  there  is  fail- 
ure of  sinus  impulse  formation  allowing  the  sub- 
sidiary junctional  pacemaker  to  escape.  This  is 
commonly  caused  by  digitalis  intoxication.  Both 
digoxin  and  quinidine  were  discontinued  because 
of  the  interaction  of  these  two  drugs.  The  patient 
was  hospitalized  for  ECG  rhythm  monitoring  and 
had  a serum  digoxin  level  drawn.  Serum  digoxin 
concentration  was  abnormally  elevated.  Some  j 
studies  have  demonstrated  that  patients  on  di-  I 
goxin  can  double  their  serum  digoxin  concentra-  1 
tion  by  taking  quinidine  in  addition.  The  time  I 
course  of  the  drug  interaction  here  was  longer  1 
than  might  be  anticipated.  Still,  the  cause  of  this  1 
arrhythmia  was  digoxin  intoxication.  Discontin- 
uing the  drugs  allowed  normal  sinus  rhythm  to 
return.  No  pacemaker  was  required  because  the 
rate  never  fell  below  45  beats  per  minute  and  no 
symptoms  of  bradycardia  were  seen. 

For  more  information  on  digoxin-quinidine 
interaction,  see  Doering,  New  England  Journal 
of  Medicine,  301:400,  1979;  Bigger,  New  Eng- 
land Journal  of  Medicine,  301:779,  1979,  and 
Hirsch,  et  al.,  American  Journal  of  Cardiology, 


46:863,  1980. 
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TUCKS®  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  cither  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg:  bismuth  subgallate.  225%;  bismuth  resorcin  compound, 

I. 75%;  benzyl  benzoate,  12%;  Peruvian  balsam,  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate,  12.0  mg;  Peruvian  balsam,  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes, 
and  the  antiinflammatoiy  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults;  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  appty  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9"-86”F  (15°-30T). 
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Figure  5 


ANSWER:  C.T.  — Herniated  L5-S,  disc  (arrow, 
Figure  5). 


The  merits  of  the  different  choices  are  as  fol- 
lows. Surgery  without  definitive  demonstration 
of  a lesion  is  not  generally  recommended.  Re- 
peating the  myelogram  with  an  oily  contrast 
(Pantopaque)  is  very  unlikely  to  demonstrate  a 
lesion  not  demonstrated  by  water  soluble  con- 
trast (Metrizamide)  because  of  the  former’s  in- 
herent greater  radio-opacity  and  lesser  viscosity. 
Epidural  venography  is  certainly  a useful  pro- 
cedure in  symptomatic  patients  with  a negative 
myelogram,  but  it  is  invasive  and  time  consum- 
ing. Computed  tomography  of  the  spine  is  cur- 
rently the  best  answer.  If  CT  is  negative, 
conservative  management  would  then  be  rec- 
ommended. 

In  this  case,  however,  the  CT  scan  demon- 
strates a lateral  disc  herniation  at  the  L5-S,  disc 
level  (arrows).  The  patient  was  free  of  symptoms 
following  surgery. 

This  case  demonstrates  the  significant  advance 
in  the  diagnosis  of  lumbosacral  disease  that  CT 
scanning  of  the  spine  represents.16  Prior  to  the 


64 


Illinois  Medical  Journal 


advent  of  CT,  the  myelogram  was  considered  the 
standard  diagnostic  procedure  of  choice  in  the 
determination  of  herniated  lumbar  disc.  CT 
scanning  has,  in  a short  period  of  time,  dem- 
onstrated just  how  inaccurate  myelography  is. 
Some  sources  suggest  that  there  is  an  approxi- 
mate 20%  false  negative  rate.  In  addition  many 
patients  who  undergo  myelography  for  other  rea- 
sons have  signs  of  disc  disease  without  appro- 
priate clinical  symptoms.  This  poor  specificity  of 
the  myelogram  has  undoubtedly  contributed  to 
some  of  the  poor  results  seen  in  back  surgery. 

With  the  advent  of  CT  scanning,  however,  a 
new  perspective  has  developed.  Because  myelog- 
raphy demonstrates  only  the  subarachnoid  space 
and  its  contents,  lesions  or  abnormalities  not  in- 
denting or  in  contact  with  it  are  not  demon- 
strated. This  includes  lateral  disc  protrusion, 
abnormalities  of  the  pathway  of  the  nerve  through 
the  intervertebral  foramen  and  degenerative 
changes  in  the  facet  joints.  Herniated  discs  and 
degenerative  facet  joint  changes  often  coexist  and 
each  may  produce  backache  or  nerve  root 
compression,  particularly  if  the  disc  space  has 
become  narrowed,  producing  stress  on  these 
joints. 

The  facet  joint  changes  are  exquisitely  shown 
at  CT  and  this  facilitates  surgical  preplanning. 

Since  the  addition  of  CT  to  our  diagnostic  ar- 
senal, patient  selection  for  surgery  and  proce- 
dural preplanning  have  resulted  in  an  immediate 
improvement  in  short-term  outcome. 
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Physician  Recruitment  Program 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians,  the  Physician  Recruitment  Program  and  the 
Doctor’s  Job  Fair,  arc  publishing  synopses  in  the  Journal. 

Physicians  who  arc  seeking  a place  to  practice  or  who  know  of  any  out-of-state  physicians  seeking  an  Illinois  residence 
are  asked  to  notify  the  Program. 

Any  areas  wishing  to  be  listed  should  contact:  Mrs.  E.  Duffy,  Physician  Recruitment  Program,  ISMS,  55  E.  Monroe, 
Suite  3510.  Chicago.  60603. 


CHICAGO:  Family  practitioner,  dynamic  two  doctor  urban 
practice.  Comprehensive  ambulatory  emphasis.  Nearby  hos- 
pital privileges  include  OB.  Far  south  Chicago,  ethnic,  blue 
collar  community.  Spanish  desirable.  CONTACT:  T.  Kearney, 
M.D..  Claretian  Medical  Center.  2945  E.  91st  St..  Chicago 
60617  (312-768-5000).  (8) 


CLIFTON:  Service  Area.  8.500— Immediate  opening  for 
family  practitioner  in  rural  setting.  First  year:  guarantee,  ofTice 
spacc/slaffing  provided.  Seventy  miles  south  of  Chicago  on 
interstate  highway.  Excellent  school  system.  Obstetrics  or 
general  internal  medicine  background  helpful.  CONTACT: 
George  Rasmussen,  Central  Community  Hospital,  Clifton 
60927.  AC  815-694-2392.  (10) 


EDWARDSVILLE:  practice  opportunity  available  in  area 
with  over  10.000  population  near  St.  Louis,  Mo.  Two  FP 
planning  retirement.  CONTACT:  J.  C.  Collins,  Jr.,  M.D..  325 
S.  Kansas  St..  Edwardsville  62025.  (618-656-1048).  (9) 


EL  PASO:  Population  2700.  Family  Practice  available  im- 
mediately. Fully  equipped  ofTice.  Excellent  schools,  churches 
and  hospitals.  Contact  R.  P.  Lykkebak.  M.D.,  El  Paso  6 1 738. 
Phone  (309)  527-4007.  (9) 


FAIRBURY:  Thriving  family  practice  opportunity  available 
as  third  physician  of  well-established  group.  Progressive  rural 
community  near  urban  areas.  Well-equipped,  JCAH  ac- 
credited. I 1 2 bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  CV  in  confidence  to:  F.A.  Brady, 
Adm..  Fairbury  Hospital.  519  S.  5th  St.,  Fairbury  61739.  (8) 


FREEPORT:  Otolaryngologist.  Cardiologist,  Gastroenterol- 
ogist, General  Internist.  Family  Practice,  Urologist  — to  join 
expanding  20  physician  multi-specialty  Clinic.  This  30  yr. 
old  group  practices  in  a new  facility  across  from  a recently- 
expanded  general  hospital  in  a community  of  30,000.  CON- 
TACT: C.  Wm.  Metcalf.  M.D.,  Medical  Director,  Freeport 
Clinic,  S.C.,  1036  W.  Stephenson  St.,  Freeport  61032,  815- 
235-5111.(12) 


MT.  CARMEL:  Wanted  pediatrician  or  family  practitioner 
to  replace  retired  physician.  Office  ready  to  go.  Solo  or  joint 
with  another  physician.  CONTACT:  B.  G.  Lambos.  M.D.. 
101  Broad  St.,  Lanark.  61046  (815-273-3323).  (8) 


PARIS:  Practice  opportunity  available.  Physician  (FP)  plan- 
ning to  retire  is  interested  in  someone  to  take  over  practice. 
Population  area  over  10.000.  Modern  hospital  facilities  and 
complete  office  available.  CONTACT : Or.  G.  M.  Churukian. 
406  S.  Main  St..  Paris  61944.  (217-463-4560).  (9) 


PONTIAC:  Associate  in  my  local  downtown  office  building. 
Great  need  for  qualified  Orthopedic  Surgeon  or  Associate  in 
Family  Practice.  Could  be  renting  separate  office  or  my  same 
large  2-man  designed  office  space.  Economic  association, 
partnership  or  rental  could  be  arranged,  mutually.  Long- 
standing 60  year  practice  established  by  father.  Contact  H.C. 
Parkhill.  M.D..  202  N.  Main  St..  Pontiac  61764  or  AC  815- 
844-6148.  (9) 


SAVANNA:  Practice  Opportunities—  FP's  and  Internal  Med- 
icine Specialists.  Join  progressive  health  care  center  in  de- 
lightful small  town  community.  Complete  office  facilities, 
immediate  access  to  hospital.  Financial  assistance  available. 
Hunting,  fishing,  water-sports  paradise.  CONTACT:  Darrell 
Milner,  Savanna/Carroll  County  Health  Services.  333  Chicago 
Avenue.  Savanna,  61074:  Phone (815) 273-2287.  (12) 


WAllKEGAN:  Plant  Physician  Wanted.  Responsibilities  in- 
clude services  to  occupational  disease  and  injury  cases,  physical 
examinations,  evaluation  of  disability  cases  and  advising 
management  on  medical  matters.  Excellent  benefit  package 
available.  Salary  negotiable.  Please  contact  J.W.  S/cygielski. 
Employee  Relations  Manager.  Johns-Manvillc  Sales  Corp.. 
Greenwood  Avenue.  Waukegan  60087.  (AC  312)  623-2900 
EXT  213.  (12) 
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IMJ  Attention 


POSSIBLE  END  TO  NATIONAL  HEALTH  PLANNING  LAW  — The  AMA  has 
reported  that  a bill  to  repeal  PL  93-641,  the  National  Health  Planning  and 
Resources  Development  Act,  has  been  introduced  by  Congressman  Richard 
Shelby  (D-Alabama),  a member  of  the  House  Energy  and  Commerce  Com- 
mittee’s Sub-committee  on  Health.  HR  3666  is  strongly  supported  by  the 
AMA,  and  Reagan  Administration  plans  to  phase  out  funding  for  the  pro- 
gram over  the  next  three  years  are  said  to  support  optimism  for  its  passage. 

AMA  notes  that  plans  to  end  federal  funding  do  not  affect  requirements 
under  federal  law  that  states  enact  conforming  certificate  of  need  provisions. 

AMA  support  for  rescission  of  PL  93-641  is  based  upon  five  perceived 
shortcomings  in  the  Act:  (1)  federal  regulations  are  imposed  upon  what 
should  be  primarily  local  health  planning;  (2)  short-term  cost  containment 
objectives  have  been  targeted  over  local  health  needs;  (3)  the  program  is  not 
cost  effective;  (4)  plans  are  anti-competitive  and  create  barriers  through 
CON  and  other  approval  requirements  and  (5)  complex  regulations  growing 
from  the  law  give  undue  emphasis  to  red  tape  over  health  care. 


FEDERAL  HEALTH  SPENDING  CUT  — A budget  resolution  passed  by  the  U.S.  Con- 
gress calls  for  $73.5  billion  in  federal  health  spending  over  the  next  fiscal 
year,  AMA  reports.  That  figure,  which  is  more  than  $3  billion  less  than 
predicted,  has  resulted  in  concomitant  cost  cutting  by  House  committees. 

AMA  reports  that  the  House  Ways  and  Means  Committee  has  recom- 
mended that  the  Medicare  program  be  cut  by  $1.7  billion.  One  vehicle  would 
make  Medicare  a “second  payer,”  when  retired  persons  have  other  health  in- 
surance. The  committee  has  also  recommended  that  federal  funding  for 
PSRO  terminate  within  two  years. 

In  a similar  action,  the  Senate  Finance  Committee  has  recommended 
Medicare  savings  through  higher  deductibles  and  reduced  benefits.  That  plan 
would  also  cut  Medicaid  spending  by  $1.1  billion. 


DES  RESEARCH  RESULTS  — The  National  Cancer  Institute  has  published  several 
documents  detailing  results  of  the  DESAD  Project,  a five  year  study  of 
associated  vaginal  and  cervical  irregularities,  and  rare  instances  of  clear-cell 
adenocarcinoma,  occurring  in  daughters  of  persons  exposed  to 
Diethylstilbestrol  in  utero.  Findings  also  include  other  health  effects,  and 
research  of  possible  effects  on  male  offspring.  The  summaries  include  color 
illustrations  of  frequent  abnormalities  and  pathological  specimens. 

Physicians  may  order  copies  of  Information  for  Physicians,  an  Atlas  of 
Findings,  and  also  patient  education  booklets  entitled  Questions  and 
Answers  About  DES  Exposure  During  Pregnancy  and  Before  Birth  and 
Were  YOU  or  YOUR  DAUGHTER  or  SON  Born  After  1940?  at  no  cost. 
These  materials  may  be  obtained  by  writing  the  Office  of  Cancer  Com- 
munications, Department  DES,  Building  31,  Room  10A19,  National  Cancer 
Institute,  Bethesda,  MD  20205. 


CALL  TO  INVOLVEMENT  — Summer  months  often  provide  opportunity  to  pursue  inter- 
ests and  hobbies.  The  ISMS  Key  Man  Program  can  provide  a rewarding  and 
worthwhile  outlet  for  intellectual  energies. 

The  Key  Man  is  either  a constituent  of  a legislator  or  person  who  practices 
in  the  legislative  district.  Ideally,  he  or  she  is  also  a relative,  personal  friend 
or  campaign  supporter.  The  Key  Man’s  responsibility  is  to  advise  state 
legislators  and  congressmen  of  ISMS  positions  on  significant  bills,  and  the 
implications  of  health-related  proposals. 

The  Key  Man  is  provided  with  background  information  and  detailed  ex- 
planation of  the  ISMS  position  when  important  issues  come  before  the 
General  Assembly  or  Congress.  This  information  is  generally  supplied 
through  the  On  The  Legislative  Scene  newsletter.  Armed  with  these  facts,  he 
contacts  his  legislator,  explains  the  ISMS  position  and  seeks  support  for  it. 

Key  Men  are  not  expected  to  devote  extraordinary  time  commitments. 
They  are  contacted  by  ISMS  staff  only  when  major  issues  arise,  and  then 
asked  to  telephone  or  write  the  legislator.  Personal  travel  and  meetings  are 
not  required. 

The  Key  Man  Program  has  been  part  of  ISMS  public  affairs  activities  for 
over  ten  years.  It  provides  an  opportunity  to  fulfill  civic  duty  and  serve  your 
profession.  You  might  get  to  know  your  legislators  better  during  the  summer 
to  enhance  your  role  as  a Key  Man. 

Further  information  about  the  Key  Man  Program  may  be  obtained  by 
writing  the  Illinois  State  Medical  Society,  Public  Affairs  Committee,  55  E. 
Monroe,  Suite  3510,  Chicago  IL  60603;  (312)  782-1654. 

CHILD  ABUSE  PREVENTION  — The  National  Committee  for  Prevention  of  Child 
Abuse  (NCPCA)  has  announced  publication  of  five  new  educational  items 
which  deal  with  child  abuse,  child  abuse  prevention  and  parenting.  New  titles 
are:  “An  Approach  to  Preventing  Child  Abuse,”  “Physical  Child  Neglect,” 
“Emotional  Maltreatment  of  Children,”  “Growth  and  Development 
through  Parenting,”  and  “Parent-Child  Bonding:  The  Development  of  In- 
timacy.” The  NCPCA  catalog,  which  describes  available  materials  and  gives 
instructions  for  obtaining  them,  is  available  by  writing  NCPCA,  Publishing 
Dept.,  332  S.  Michigan  Ave.,  Suite  1250,  Chicago  IL  60604;  (312)  663-3520. 

ACIP  CONVENTION  ANNOUNCED  — The  sixth  annual  convention  of  the  American 
College  of  International  Physicians  will  be  held  August  19-23  at  the  Chicago 
Lake  Shore  Hotel,  600  N.  Lake  Shore  Drive,  Chicago.  The  College  will  con- 
sider issues  affecting  all  physicians,  but  particularly  those  who  were  educated 
in  medical  schools  abroad.  Fellowship  is  open  to  all  physicians  who  were 
educated  in  foreign  medical  schools  and  now  practice  in  the  United  States. 
Scientific  sessions  will  provide  up  to  19  hours  Category  1 CME  credit.  Fur- 
ther information  may  be  obtained  by  writing  the  ACIP  office  at  3030  Lake 
Avenue,  Fort  Wayne,  IND  46805. 

HCG  TREATMENTS  PERSIST  — The  AMA  has  reported  that,  despite  lack  of  any  proven 
efficacy,  HCG  (human  chorionic  gonadotropin)  is  being  used  in  diet  clinics 
throughout  the  US, 

In  an  evaluation  of  HCG,  {JAMA,  1974)  two  senior  AMA  scientists 
analyzed  claims  made  for  the  product  and  concluded:  “No  convincing  scien- 
tific evidence  exists  that  human  chorionic  gonadotropin  has  any  phar- 
macologic effect  in  weight  reduction.  Hence,  claims  to  the  public  that  such 
effects  do  occur  are  a misrepresentation  of  the  scientific  facts.” 

The  AMA  report  states  that  a recent  newspaper  advertisement  listed  ten 
locations  for  clinics  in  Chicago  alone  which  use  HCG  to  help  the  overweight 
trim  off  pounds. 

The  FDA  now  requires  a printed  statement  in  labeling  and  advertising  for 
all  marketed  preparations  of  HCG.  Advertisements  must  state  that  HCG  is 
not  approved  by  the  FDA  as  safe  and  effective  in  treatment  of  obesity  or 
weight  control. 

The  AMA  report  concludes:  “The  claim  that  HCG  causes  preferential 
mobilization  of  ‘abnormal’  fat  is  unsupported  by  any  acceptable  scientific 
evidence.  There  is  no  rational  basis  for  its  use  in  weight  reduction,  except  as  a 
placebo.” 


FALL  WORKSHOP  SERIES  PLANNED 


The  Illinois  Blue  Cross  and  Blue  Shield  Plan’s  Fall  Workshop  series  for  medical  assistants  in  the  Chicago  and 
Metropolitan  areas  will  begin  on  September  9.  The  majority  of  meetings  have  been  scheduled  in  the  Blue  Shield 
Auditorium  at  2 Illinois  Center. 

The  workshops  are  intended  to  inform  medical  assistants  in  Plan  administrative,  claims  and  payment  procedures 
and  advise  them  of  changes  in  Blue  Shield  benefits  and  contracts. 

Letters  of  invitation  are  being  sent  to  physician’s  office’s  with  reservation  forms.  For  additional  information, 
please  write  Professional  Relations  Department,  Blue  Cross  and  Blue  Shield  Plan,  233  North  Michigan  Avenue, 
Chicago,  Illinois  60601,  or  call  (312)  661-4489. 

The  following  workshops  are  scheduled: 


Wednesday 

September  9 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 

Wednesday 

September  16 

Blue  Shield  Auditorium 
2 Illinois  Center 

1 p.m.  to  4 p.m. 

Thursday 

September  17 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 

Wednesday 

September  23 

Holiday  Inn;  Gurnee,  111. 
6161  West  Grand  at  Rte.  132 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

Wednesday 

September  30 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 

Wednesday 

October  7 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 

Wednesday 

October  14 

Blue  Shield  Auditorium 
2 Illinois  Center 

1 p.m.  to  4 p.m. 

Wednesday 

October  14 

Joliet  Holiday  Inn  South 
1-80  at  Larkin  Road 

9 a.m.  to  Noon 

Wednesday 

October  21 

North  Aurora  Holiday  Inn 
311  So.  Lincolnway 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

Thursday 

October  22 

Elgin  Holiday  Inn 
345  West  River  Road 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

Wednesday 

October  28 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

Wednesday 

November  4 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

Thursday 

November  5 

Blue  Shield  Auditorium 
2 Illinois  Center 

9 a.m.  to  Noon 
1 p.m.  to  4 p.m. 

NEW  MAJOR  MEDICAL  PLAN  AVAILABLE  UNDER 

HIA  PROGRAM 


A new  comprehensive  Major  Medical  Plan,  called 
HIA  500,  went  into  effect  in  July  for  Health  Im- 
provement Association  members. 

New  members  are  being  given  the  option  of  pur- 
chasing the  HIA  500  Plan,  or  the  present  HIA  80 
program.  The  HIA  100  program  will  no  longer  be 
available  to  new  members. 

The  new  identification  number  for  the  HIA  500 
Plan  will  retain  the  regular  five-digit  group  number 
and  five-digit  subscriber  number,  but  will  have  a 1 
(one)  in  front  of  the  group  number 

Following  are  benefit  highlights  of  the  new 
program: 

— Lifetime  Maximum  . . . $1,000,000 

— Out-of  Pocket  limitation  per  person  per  calen- 
dar year  . . . $2000  (deductible  applies)  - max- 
imum two  per  family 

— Dependent  unmarried  children  . . . From  birth 
to  age  23 

— After  a deductible  of  $500  per  person  per  calen- 
dar year  has  been  met  (maximum  deductibles 
two  per  family);  the  following  benefits  will  be 
paid  at  80  percent. 


HOSPITAL  BENEFITS 

— Inpatient  days  per  accident  or  illness  . . . 365 
days 

— Room  allowance  . . . most  common  semi- 
private room 

— Ancillaries 


MEDICAL/SURGICAL  BENEFITS 

— Inpatient  medical  visits  per  accident  or 

illness  . . . 365  days 

— Surgery,  wherever  performed 

— Obstetrical  care 

— Anesthesia 

— Consultation  (in-hospital  only) 

— Surgical  Assistant 

NOTE:  Payment  is  based  on  usual  and  customary 
fees. 

OUTPATIENT  BENEFITS 

— Emergency  accident  and  medical  care  within  72 
hours 

BENEFIT  EXCLUSIONS 

— Outpatient  mental  care 

— Chiropractic  services 

WAITING  PERIOD 

There  is  a 270  day  waiting  period  for  all  pre 
existing  conditions  including  maternity  under  th< 
Comprehensive  Major  Medical  Plan  and  the  HIA  8( 
Plan.  This  waiting  period  commences  on  the  Cover 
age  Date  for  any  condition  existing  on  the  Coverag' 
Date  for  which  treatment  has  been  received  within 
year  prior  to  the  Coverage  Date.  No  benefits  will  b 
provided  for  services  related  to  such  condition  unti 
after  the  expiration  of  the  waiting  period.  Thi 
waiting  period  is  reduced  by  the  length  of  time  com 
parable  coverage  was  held  under  any  other  Blu 
Cross  and  Blue  Shield  benefit  contract  continuousl 
providing  coverage  to  the  Coverage  Date  under  thes 
contracts. 


(This  report  is  a service  to  the  physicians  of  Illinois) 


Volume  160,  No.  2 


CONTENTS 


August  1981 

(USPS  258-160) 


Clinical  Articles 


89 


The  Tined  Transvenous  Pacing  Lead 
By  Donald  M.  Coder,  M.D.,  V.  Arvind 
Menon,  M.D.,  Adam  H.  Romeiser,  Jr., 
M.D.,  Mark  A.  Stern,  M.D.  and  James 
M.  Wicks,  M.D. 


96 


Pulmonary  Sarcoidosis 

By  Lisa  K.  Miller,  M.D.  and  Leonid 

Calenoff,  M.D. 


Shehata,  M.D.,  F.F.R.,  Rafael  Ramirez, 
M.D.,  James  M.  Hall,  M.D.  and  Sister 
Joseph  Ignatius  Owyang,  M.D. 


Special  Articles 


92 


University  of  Illinois  College  of  Med- 
icine Centennial 

By  Joseph  H.  Kiefer,  M.D.  and  Elisa- 
beth Wittman 


Case  Reports 


100 


Cutaneous  Larva  Migrans 
By  Nasiruddin  Khokhar,  M.D. 


102 


Intrathoracic  Paraganglioma  Arising 
from  Aorticosympathetic  Paraganglion 
By  Foroogh  K.  Jazy,  M.D.,  Wagih  M. 


104 


Inexpensive  Data  Retrieval  in  the  Office 
By  John  F.  Monroe,  M.D.  and  R.M. 
Gulley,  M.D. 


President's  Page 

1 24  Together 

Fred  Z.  White,  M.D.,  President 


Microfilm  copies  of  current  as  well  as  some  back  issues  of  the  Illinois  Medical  Journal  may  be  purchased  from 
Xerox  University  Microfilm,  300  North  Zeeb  Road,  Ann  Arbor,  Mich.  481 06. 


Contents  of  IMJ  are  listed  in  the  Current  Contents/ 
Clinical  Practice 

Copyright,  1981,  the  Illinois  State  Medical 
Society.  All  material  subject  to  this  copyright 
may  be  photocopied  for  the  noncommercial  pur- 
pose of  scientific  or  educational  advancement. 

Subscription  $12.00  per  year,  in  advance, 
postage  prepaid  for  the  United  States,  Cuba, 
Puerto  Rico,  Philippine  Islands  and  Mexico. 
$1 5.00  per  year  for  all  foreign  countries  included 
in  the  Universal  Postal  Union.  Canada  $12.50, 
U.S.  Single  current  copies  available  at  $1.00 
($1.25  by  mail),  back  issues  $1.50.  IMJ — Illinois 
Medical  Journal  (USPS  258-160)  is  published 
monthly  by  the  Illinois  State  Medical  Society,  55 
East  Monroe,  Suite  3510,  Chicago,  IL,  60603. 
(312)  782-1654.  Second  Class  postage  paid  at 
Chicago,  IL,  and  at  additional  mailing  offices. 
POSTMASTER:  Send  address  changes  to  the 
Illinois  Medical  Journal,  55  East  Monroe,  Suite 
3510,  Chicago,  IL  60603.  Subscribers:  Please  no- 
tify Journal  office  of  any  address  change,  with  old 
mailing  label  if  possible. 


Pharmaceutical  advertising  must  be  approved  by 
the  ISMS  Publications  Committee.  Other  advertising 
accepted  after  review  by  Publications  Committee  or 
Board  of  Trustees.  All  copy  or  plates  must  reach  the 
Journal  office  by  the  fifteenth  of  the  month  preceding 
publication.  Rates  furnished  upon  request. 

Original  articles  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed  only 
to  the  Illinois  Medical  Journal.  The  ISMS  denies 
responsibility  for  opinions  and  statements  expressed 
by  authors  or  in  excerpts,  other  than  editorial  or  allied 
views  or  statements  which  reflect  the  authoritative  ac- 
tion of  the  ISMS  or  of  reports  on  official  actions, 
policies  or  positions.  Views  expressed  by  authors  do 
not  necessarily  represent  those  of  the  Society;  any 
connection  with  official  policies  is  coincidental. 

The  Illinois  Medical  Journal  is  published  by  the  Il- 
linois State  Medical  Society  as  an  educational  and 
professional  information  magazine  and  distributed  as 
a benefit  of  membership  in  the  Illinois  State  Medical 
Society.  Its  intent  is  to  keep  members  current  in 
medical  knowledge  as  a part  of  a continuing  medical 
education  program.  Socioeconomic  matters,  affecting 
as  they  do  a changing  pattern  in  the  proper  delivery  of 
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diQzepQno/ 

Roche 

Before  prescribing,  please  consult  complete  prod- 
uct Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology;  spasticity  caused  by  upper  motor 
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The  effectiveness  of  Valium  in  long-term  use,  that  is, 
more  than  4 months,  has  not  been  assessed  by 
systematic  clinical  studies.  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for 
the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
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severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
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in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  similar  to  those  with 
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abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology 
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of  this  is  unclear. 
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periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10 
mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Children:  1 to  2 VS  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered 
boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  in  trays  of  10. 

/ \.  Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
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Clinics  for  Crippled  Children 
Listed  for  September 

Forty-one  clinics  for  Illinois'  physically  handicapped  chil- 
dren have  been  scheduled  for  September  by  the  University  of 
Illinois,  Division  of  Services  for  Cripped  Children.  The  clinics 
provide  diagnostic  orthopedic,  pediatric,  speech  and  hearing 
examination,  along  with  medical,  social  and  nursing  services. 
There  will  be  30  general  clinics,  10  cardiac  clinics,  and  one 
for  children  with  neurological  problems.  Any  private  physician 
may  refer  to  or  bring  to  a convenient  clinic  any  child  or  children 
for  whom  he  may  want  examination  or  consultative  services. 

1  Carrollton  — Boyd  Memorial  Hosp. 

1 Belleville— St.  Elizabeth’s  Hospital 
1 Park  Ridge  Cardiac— AM  — Lutheran  General  Hospital 
1 Park  Ridge  General  — PM  — Lutheran  General  Hospital 

1 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

2 Hinsdale— Hinsdale  Sanitarium 

3 Sterling— Community  General  Hospital 

3 Effingham  — St.  Anthony  Memorial  Hosp. 

3 Lake  County  Cardiac— Victory  Memorial 

4 Division  Cardiac— U.  of  I.  at  the  Medical  Center 
8 East  St.  Louis— Community  Hospital 

8 Peoria  — St.  Francis  Medical  Center 

9 Rock  Island  CP— Foundation  for  Crippled  Children  & 

Adults 

9 Carmi— Carmi  Township  Hospital 
9 Champaign  — Urbana— McKinley  Health  Service  Center 
9 Joliet— St.  Joseph’s  Hospital 
9 Chicago  Heights  General— St.  James  Hospital 
1 0 Aurora  Cardiac— Mercy  Center  for  Health  Care  Services 
10  Kankakee  General  — St.  Mary’s  Hospital 
14  Peoria  Cardiac— St.  Francis  Med.  Center 
14  Chicago  Heights  Cardiac— St.  James  Hosp. 

14  Maywood— (Ortho/Ped/Neuro)— Loyola  Medical  Center 

15  Rock  Island  General  — Moline  Public  Hosp. 

15  Alton  — Alton  Memorial  Hospital 

15  Decatur— Decatur  Memorial  Hospital 

16  Springfield  Ped  — Neuro— St.  John’s  Hosp. 

16  Evergreen  Park— Little  Company  of  Mary  Hospital 

17  Rockford  — Rockford  Memorial  Hospital 
17  Springfield  — St.  John’s  Hospital 

17  Centralia  — St.  Mary’s  Hospital 

17  Elmhurst  Cardiac— Memorial  Hospital  of  DuPage  County 

18  Kankakee  Cardiac— St.  Mary’s  Hospital 

21  Maywood  — (Ortho/Ped)— Loyola  Medical  Center 

22  Peoria  — St.  Francis  Medical  Center 

23  Chicago  Heights  General  — St.  James  Hosp. 

24  Macomb  — McDonough  Health  Department 

24  West  Frankfort  — United  Mine  Worker’s  of  America  — 
Union  Hospital 

28  Peoria  Cardiac— St.  Francis  Med.  Center 
28  Chicago  Heights  Cardiac— St.  James  Hosp. 

28  Maywood  — (Ortho)— Loyola  Medical  Center 
30  Elgin  General  — Sherman  Hospital 

The  Division  of  Services  for  Crippled  Children  is  the  official 
state  agency  established  to  provide  medical,  surgical,  corrective 
and  other  services  and  facilities  for  diagnosis,  hospitalization 
and  after-care  for  children  with  crippling  conditions  or  who 
are  suffering  from  conditions  that  may  lead  to  crippling.  In 
carrying  on  its  program,  the  Division  works  cooperatively  with 
local  medical  societies,  hospitals,  the  Illinois  Children’s  Hos- 
pital-School, civic  and  fraternal  clubs,  visiting  nurse  associ- 
ations, local  social  and  welfare  agencies,  local  chapters  of  the 
National  Foundation  and  other  interested  groups.  In  all  cases, 
the  work  of  the  Division  is  intended  to  extend  and  supplement, 
not  supplant,  activities  of  other  agencies,  either  public  or  pri- 
vate, state  or  local,  carried  on  in  behalf  of  crippled  children. 
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The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 

Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 

This  month’s  Viewbox  was  contributed  by  Edward  Chesna,  M.D.,  radiology  department,  Loyola 
University  Medical  Center. 


This  neonate  has  had  intermittent  episodes  of  vomiting  during 
the  first  week  of  life.  The  abdomen  is  flat. 
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Figure  3 — Patient  3 Figure  4 — Patient  4 

This  neonate  presents  with  abdominal  distention.  This  neonate  had  normal  passage  of  meconium,  but  now  presents 

with  vomiting  and  abdominal  distention. 


What  diagnosis  fits  each 
plain  film  picture  best? 

a)  Midgut  volvulus 
a)  Jejunal  atresia 

c)  Meconium  peritonitis 

d)  Duodenal  atresia 


(Continued  on  page  117) 
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Only  a physician-owned 
insurance  company  can  besi 
understand  the  physician’s 
professional  liability  needs 


ISMIE  is  a physician-owned,  reciprocal 
company  providing  professional  liability  in- 
surance to  Illinois  State  Medical  Society 
members.  Policies  are  written  on  an  occur- 
rence basis  and  offer  individualized  risk  clas- 
sifications and  a choice  of  coverage  limits. 


Administered  by 

Illinois  State  Medical  Insurance  Services,  inc. 


55  East  Monroe  Street,  Chicago,  Illinois  60603  • 312/782-1654 


Guest  Editorial 


Prepaid  Health  Care  in  the  United  States 

By  Stuart  S.  Burstein,  M.D./Chicago 

Prepaid  health  care  has  evolved,  through  contract  medicine,  industrial  medical 
services  and  government,  to  subsidized  medical  care.  It  is  currently  expanding  with 
HMOs.  HMOs  are  organizations  which  provide  medical  care.  Their  cost  contain- 
ment programs  could  influence  federal  legislation  related  to  national  health  in- 
surance and  mandatory  cost  controls.  HMO  membership  activities  may  have  an 
effect  on  the  potential  for  malpractice  complaints. 


Prepaid  health  care  has  received  much  attention 
from  organized  medicine,  the  federal  government 
and  the  general  public.  It  is  not  a new  arrival  on 
the  health  care  scene.  Forms  of  prepaid  medical 
care  have  been  practiced  in  the  United  States 
since  the  founding  of  the  country.  Industry  and 
labor  have  favored  some  form  of  prepaid  medical 
care  for  over  50  years.  The  medical  care  of  active 
duty  and  retired  military  personnel  and  their 
dependents  has  been  the  equivalent  of  a prepaid 
system  for  many  years. 

Within  the  U.S.,  prepaid  health  care  reflects 
the  industrial  expansion  and  governmental  in- 
tervention which  have  occurred  in  the  nineteenth 
and  twentieth  centuries.  Health  Maintenance 
Organizations  (HMOs)  are  the  most  recent  form 
of  prepaid  health  care.  They  epitomize  what  Peter 


STUART  S.  BURSTEIN,  M.D.,  is  an  attending  psychiatrist  at 
the  Michael  Reese  Hospital  and  Medical  Center  and  chief  of 
mental  health  services  for  the  Michael  Reese  Health  Plan.  He 
is  also  a board  certified  psychiatrist  and  clinical  assistant  pro- 
fessor of  psychiatry  at  the  University  of  Chicago  Pritzker  School 
of  Medicine. 


Drucker  foresaw  40  years  ago  to  the  effect  that 
“any  organization— is  as  much  a social  organi- 
zation, a community  and  society,  as  it  is  an  eco- 
nomic organ.”  Drucker  has  spoken  of  “industrial 
citizenship;”  it  would  be  appropriate  to  speak  of 
“organizational  citizenship”  for  HMOs. 

Prepaid  health  care  was  first  practiced  in  the 
U.S.  as  “contract  medicine.”  Contract  medicine 
arose  in  the  south  before  the  Civil  War.  It  gen- 
erally was  practiced  by  young  physicians  who  had 
difficulty  establishing  a practice  or  collecting  a 
fee.  They  contracted  with  plantation  owners  to 
provide  medical  care.  Through  the  contractual 
arrangement,  the  physicians  gained  both  expe- 
rience and  income.  An  early  instance  of  contract 
medicine  occurred  when  George  Washington  and 
his  fellow  plantation  owners  hired  physicians  to 
care  for  their  slaves. 

The  contract  system  spread  to  urban  areas, 
where  young  practitioners  offered  flat,  annual 
rates  to  members  of  labor  unions,  social  organ- 
izations and  other  groups.  Competition  among 
physicians  not  only  assured  their  availability  for 
contracts  but  kept  contract  fees  minimal.  The 
contract  form  of  medical  practice  dwindled  to 
negligible  proportions  by  the  1920s. 

Another  early  form  of  prepaid  health  care  in 
the  U.  S.  was  the  railroad  medical  service.  Such 
services  began  to  develop  in  the  late  nineteenth 
century,  when  railroads  spread  across  the  country. 
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As  the  railroads  advanced  into  remote  areas  and 
the  number  of  employees  grew,  it  became  nec- 
essary for  management  to  provide  medical  serv- 
ices which  were  covered  by  deductions  from  the 
worker’s  pay.  The  railroad  company  became  re- 
sponsible for  employing  salaried  physicians  to 
care  for  workers  and  their  dependents.  In  many 
cases,  the  company  developed  hospitals  for  its 
employees. 

Subsequently,  a development  similar  to  rail- 
road medical  services  occurred  in  the  mining  and 
lumber  industries.  The  Kaiser-Permanente 
Health  Plan  began  in  part  with  a mining  company 
medical  service.  Kaiser  Industries  was  one  of  the 
companies  building  Hoover  Dam  in  the  1930s. 
It  was  responsible  for  the  health  of  its  employees. 
They  were  far  from  any  regularly-available  med- 
ical facilities.  However,  there  were  some  physi- 
cians working  for  a nearby  mining  company. 
Kaiser  hired  these  physicians  as  the  nucleus  of  a 
medical  group  to  look  after  the  needs  of  the  work- 
ers. 

From  this  beginning,  Kaiser  went  on  to  provide 
similar  medical  care  for  its  workers  in  the  ship- 
building industry  and  other  government-financed 
construction  projects  on  the  west  coast  during 
World  War  II.  The  projects  were  often  located 
in  remote  areas.  Numerous  construction  workers 
and  their  dependents  required  basic  medical  care. 
Kaiser’s  medical  group  provided  the  care,  and 
financing  came  from  the  government’s  support 
of  the  projects.  Thus,  the  largest  prepaid  health 
plan  in  America  developed  from  medical  care 
that  started  with  indirect  subsidies  from  the  fed- 
eral government. 

The  success  of  the  Kaiser  Plan  gave  impetus 
to  prepaid  group  practices  in  the  years  following 
World  War  II.  Some  prepaid  plans  were  devel- 
oped by  individual  labor  unions,  often  in  co- 
operation with  employer  associations.  Others 
were  established  as  community  health  associa- 
tions with  the  support  of  both  labor  and  industry. 
These  usually  aimed  to  provide  high-quality 
medical  care  at  reasonable  cost. 

Concern  for  costs  has  regularly  been  a consid- 
eration in  plans  for  prepaid  care.  A federal  project 
entitled  “Committee  on  the  Costs  of  Medical 
Care”  first  laid  out  the  idea  of  a prepaid  national 
health  service  in  1932.  The  plan  was  designed  as 
a nationwide  service  which  would  be  paid  for  by 
contributions  from  employers,  employees  and  the 
federal  government.  It  closely  paralleled  the  lines 
ofanHMO. 

More  Recent  History 

The  passage  of  Medicare  in  1965  brought  the 
federal  government  into  direct  subsidization  of 


health  care.  By  1970,  it  was  apparent  that  the 
costs  of  health  care  were  rising  dramatically:  the 
national  expenditure  for  health  care  in  1975  was 
$119  billion.  This  was  ten-fold  the  amount  for 
health  care  in  1950  and  five-times  the  amount 
in  1960.  Prepaid  health  care  was  seen  as  a means 
to  control  the  cost  of  health  care. 

On  March  23rd,  1970,  nearly  40  years  after 
the  federal  Committee  on  Costs  of  Medical  Care 
recommended  a prepaid  health  plan,  the  term 
“Health  Maintenance  Organization”  first  made 
a public  appearance.  Its  debut  occurred  before 
the  House  Ways  and  Means  Committee  to  which 
the  Nixon  Administration  was  presenting  its 
“Health  Effectiveness  Bill.”  Two  days  later,  De- 
partment of  Health,  Education  and  Welfare  Sec- 
retary Finch  suggested  the  concept  of  an  HMO 
as  a new  approach  to  providing  Medicare  benefits. 

An  additional  three  years  of  hearings,  legislative 
efforts  and  politicking  preceded  the  passage  of 
the  HMO  Act  of  1 973.  That  act  provided  enabling 
legislation  to  facilitate  the  development  of  HMOs 
across  the  country. 

There  were  only  20  prepaid  health  plans  ex- 
isting in  the  U.S.  before  1960.  There  are  over 
200  today  with  a total  membership  of  9.0  million 
people.  In  the  Metropolitan  Chicago  Area  there 
are  six  federally-qualified  HMOs  with  a combined 
membership  of  approximately  195,000  which  is 
2.5%  of  the  Metropolitan  Chicago  population. 
Current  projections  hold  that  20  million  persons 
(10%  of  the  U.S.  population)  could  be  covered 
by  HMOs  in  the  next  five  years. 

The  Federal  HMO  Act  of  1973  established  the 
HMO  as  an  organized  health  care  delivery  system 
that  provides  a wide-range  of  comprehensive 
health  care  services  to  a voluntarily  enrolled  pop- 
ulation in  exchange  for  a fixed  and  prepaid  pe- 
riodic payment.  The  act  provided  grants  and  loans 
for  planning  and  development.  It  overrode  re- 
strictive state  laws  and  mandated  dual  choice  for 
employers  of  25  or  more  employees.  Within  the 
HMO,  emphasis  is  placed  on  ambulatory  care 
and  preventive  service.  Such  emphasis  is  part  of 
an  effort  to  maintain  the  health  of  the  enrollees 
and  minimize  inpatient  care. 

HMOs  arrived  on  the  health  care  scene  in  late 
1 973.  They  have  subsequently  expanded  in  num- 
ber and  size.  They  are  federally-mandated  as  a 
health  care  option  for  many  Americans  and  have 
considerable  importance  for  organized  medicine. 
In  particular,  HMO  cost  containment  programs 
could  influence  federal  legislation  for  national 
health  insurance  and  mandatory  cost  controls. 
HMO  membership  activities  may  contribute  to 
those  organizations’  comparatively  small  expe- 
rience with  malpractice  claims. 
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Economic  Aspects 

HMOs  are  likely  to  influence  federal  health 
care  legislation  through  their  cost  containment 
programs.  They  hold  down  costs  by  minimizing 
hospital-bed  utilization.  They  provide  further 
incentives  for  cost  control  with  the  capitation 
method  of  payment. 

Cost  containment  is  attractive  to  government 
officials  who  want  to  implement  some  form  of 
national  health  insurance.  National  health  in- 
surance is  deemed  risky  until  a lid  is  put  on  the 
rising  cost  of  health  care.  HMOs  are  a means  to 
hold  down  the  cost  of  health  care.  Thus,  they 
provide  financial  safeguards  which  encourage 
congressmen  and  the  executive  branch  to  proceed 
with  plans  for  national  health  insurance. 

On  a different  note,  cost  containment  could 
discourage  the  movement  for  mandatory  cost 
controls.  Organized  medicine  has  responded  to 
the  threat  of  mandatory  cost  controls  with  an 
emphasis  on  voluntary  cost  control.  HMO  cost 
containment  promotes  voluntary  cost  control  by 
encouraging  competition  within  the  health  care 
system.  Competition  fosters  price  consciousness 
on  the  part  of  providers  and  consumers.  It  thereby 
should  help  stabilize  costs  of  medical  care.  Sta- 
bilization of  costs  supports  the  voluntary  effort 


for  cost  control  and  consequently  erodes  the  fed- 
eral government’s  argument  for  mandatory  cost 
controls. 

There  are  reports  of  closed-panel  HMO  staffs 
experiencing  a lower  incidence  of  malpractice 
claims  in  comparison  to  similar  groups  of  fee- 
for-service  M.D.s  or  university  hospital  staff 
physicians.  The  membership  activities  of  closed- 
panel  HMOs  could  be  a reason  for  their  com- 
paratively small  experience  with  malpractice 
claims.  The  closed-panel  HMOs  acquaint  mem- 
bers with  their  programs  through  marketing  ef- 
forts and  periodic  newsletters.  They  encourage 
members  to  select  a primary-care  physician  and 
to  utilize  preventive  medical  services.  They  fre- 
quently have  consumers  on  the  board  of  directors. 
Thus,  the  closed-panel  HMOs  facilitate  member 
participation  in  the  organization.  Participative 
membership  may  decrease  the  potential  for  mal- 
practice complaints. 

In  summary,  prepaid  health  care  has  evolved 
in  association  with  industrial  expansion  and  fed- 
eral intervention.  At  the  present  time,  it  is  most 
widely  practiced  through  HMOs.  HMOs  may 
influence  health  care  legislation  by  encouraging 
cost  control  and  competition.  They  may  also  have 
an  effect  on  the  potential  for  malpractice  com- 
plaints. 


SOLVING  THE  PROTECTION  PUZZLE  FOR  YOU  . . . 

. . . WITH  INSURANCE  PLANS  DESIGNED  TO  MEET  YOUR  PERSONAL 
AND  PROFESSIONAL  NEEDS. 
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PROFESSIONAL  LIABILITY  WORKERS’ COMPENSATION  OVERHEAD  EXPENSE 
PLUS . . . ESTATE  PLANNING  SERVICES 

FOR  INFORMATION  CONTACT: 

ISMS  INSURANCE  PLANS  ADMINISTRATOR 
CORROON  & BLACK  OF  ILLINOIS,  INC. 

1 35  S.  LA  SALLE  ST.  CHICAGO  IL 
TELEPHONE:  31 2/621  -4909 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
inlormation. 

Indications  and  Usage:  Ceclor1  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  ot  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND7HERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAO  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics.  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 
Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported. 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic— Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200).  [iososor] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H.  influenzae.  ’ 

Note:  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Some  ampiclllln-resistant  strains  of 
Haemophilus  Influenzae— a recognized 
complication  of  bacterial  bronchitls*-are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


EKG  of  the  Month 


This  is  an  eighty-one  year  old  man  who  gave  a two  to  three  month  history  of  exertional  and 
postprandial  chest  pressure.  It  was  associated  with  shortness  of  breath  and  dizziness.  A previous 
problem  of  congestive  heart  failure  had  been  treated  with  digoxin,  furosemide,  and  potassium 
chloride.  There  was  a question  of  poor  compliance  in  taking  medication,  and  this  was  partly 
confirmed  with  a nondetectable  serum  digoxin  level.  Physical  examination  demonstrated  bilateral 
crepitant  rales  in  the  lung  bases,  and  atrial  and  ventricular  gallops.  A chest  X-ray  showed  car- 
diomegaly  with  bilateral  pleural  effusions.  An  ECG  showed  complete  left  bundle  branch  block.  The 
patient  was  hospitalized  and  no  myocardial  infarction  was  found.  His  congestive  heart  failure 
improved  and  he  was  discharged  from  the  hospital. 

Three  months  later  he  was  readmitted  to  the  hospital  with  shortness  of  breath.  He  was  again  in 
congestive  heart  failure,  but  there  was  no  history  of  chest  discomfort  or  dizziness.  However,  the 
ECG  now  showed  atrial  fibrillation,  complete  left  bundle  branch  block,  and  frequent  premature 
ventricular  beats.  A serum  digoxin  level  was  in  the  therapeutic  range.  An  increase  in  diuretic  therapy 
improved  the  patient’s  heart  failure.  The  premature  ventricular  beats  were  treated  with  800mg.  of 
quinidine  sulfate  per  day  and  seemed  to  be  decreasing  in  frequency.  A twenty-four  ambulatory 
ECG  Holter  was  ordered  to  evaluate  the  anti- arrhythmic  therapy.  A portion  of  this  ECG  recording 
is  shown. 


- r* 


Questions: 

1.  The  ECG  rhythm  strip  shows: 

a.  Atrial  fibrillation. 

b.  Multifocal  premature  ventricular  beats. 

c.  Bigeminy. 

d.  Ventricular  flutter-fibrillation. 

e.  All  of  the  above. 

2.  Which  of  the  following  statements  are  true? 

a.  The  incidence  of  premature  ventricular 
beats  tends  to  increase  with  age,  along  with 
the  increased  incidence  of  coronary  artery 
disease. 


b.  The  significance  of  ectopic  ventricular 
beats  seems  to  be  related  to  the  underlying 
presence  or  absence  of  organic  heart  dis- 
ease. 

c.  Left  ventricular  tachycardia  is  more  often 
associated  with  organic  heart  disease  than 
is  right  ventricular  tachycardia. 

d.  In  the  presence  of  coronary  artery  disease, 
left  ventricular  aneurysm  is  a common 
anatomic  basis  for  ventricular  tachycardia. 

e.  All  of  the  above. 

(Continued  on  page  130) 
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GREENBERG  RADIOLOGY  CLINIC 

For  the  first  time  in  one  office:  a complete,  new  diagnostic  facility 
with  state-of-the-art  equipment 


Computerized  Axial  Tomography 

Newest  generation  GE  8800  CTK  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal  capability 

• total  body:  neck,  thorax,  liver,  spleen, 

pelvis,  pancreas,  kidney, 
adrenal,  retroperrtoneum 

• special  bone  and  spine  procedures 

• reconstruction  capability 

• tumor  staging 

• future  capabilities 


Ultrasound 

Siemens  Digital  B-mode  and  Stand  Alone 
Phased  Array  Real  Time  Scanning 

• gall  bladder,  liver,  pancreas,  kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 

thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  vivo  procedures 


General  Diagnostic  Radiography 

Picker  X-Ray 

• standard  flouroscopy  image  intensification 

with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 

enteroclysis,  arthrography, 
hysterosalpingography,  etc. 


GREENBERG  RADIOLOGY  CLINIC 

1160  Park  Avenue  West,  Suite  2E-Highland  Park,  IL  60035  433-0500 


Irving  M.  Greenberg,  M.D. 

Diplomate  American  Board  of  Nuclear  Medicine 
Diplomate  American  Board  of  Radiology 


Brent  M.  Greenberg,  M.D. 

Diplomate  American  Board  of  Radiology 


Mark  Greenberg,  M.D. 

Diplomate  American  Board  of  Radiology 


A Partial  Solution  to  Early  Lead  Failures 

The  Tined  Transvenous  Pacing  Lead 


Bv  Donald  M.  Coder,  M.D.,  V.  Arvind  Menon,  M.D., 
Adam  H.  Romeiser,  Jr.,  M.D.,  Mark  A.  Stern,  M.D., 

And  James  M.  Wicks,  M.D./Highland  Park  And  Lake  Forest 


Displacement  of  a transvenous  electrode  in  the 
first  few  hours  or  days  after  placement  has  caused 
a high  incidence  of  repeat  surgery.  This  incidence 
ranges  from  a low  of  around  4%  to  20%  or  more. 
Even  centers  with  a large  experience  have  report- 
ed early  repeat  surgery  for  lead  complications  in 
20%  or  more  of  new  pacemaker  implantations.1"5 
One  approach  to  reducing  the  incidence  of  early 
dislodgment  has  been  development  of  new  lead 
systems  with  devices  designed  to  hold  the  lead  in 
the  intended  position.  The  screw-in  myocardial 
electrode  was  developed  largely  to  avoid  entirely 
the  problem  of  dislodgment  with  transvenous 
leads.  More  recent  innovations  in  transvenous 
leads  have  been  directed  toward  ways  of  attaching 
the  lead  to  trabeculations  or  the  endocardial  sur- 
face. These  include  hooks,  barbs,  jaws,  screws,  an 
inflatable  balloon,  a wedge-shaped  flange,  a po- 
rous tip,  nylon  barbs,  and  soft  tines  of  various 
lengths.6 

In  1978,  we  first  began  using  a lead  with 
2.5mm.  silicone  rubber  tines.  This  review  of  our 
early  experience  with  this  lead  compares  it  with 
the  flanged  lead,  which  we  had  employed  routine- 


ly since  1974.  A combined  total  of  72  consecutive 
cases  is  reviewed. 

Procedure 

The  hospital  records  of  72  consecutive  patients 
were  reviewed.  All  had  implantation  of  a perman- 
ent transvenous  cardiac  pacemaker  during  the 
period  from  March,  1976  through  August,  1979. 
The  flanged  lead  was  employed  in  33  patients  and 
the  tined  lead  in  39  patients.  The  procedures  were 
performed  in  the  operating  room  under  local 
anesthesia.  The  cephalic  vein  was  the  intended 
route  of  entry  into  the  venous  system  in  each 
case.  Electrical  parameters  were  measured  intra- 
operatively  using  a pacing  system  analyzer.  The 
patient  was  monitored  a minimum  of  48  hours 
and  was  kept  in  bed  for  this  period.  Discharge 
from  the  hospital  was  permitted  on  the  fifth  post- 
operative day  whenever  possible,  but  most  pa- 
tients remained  in  the  hospital  for  seven  to  eight 
days.  Subsequent  monitoring  of  pacemaker  func- 
tion was  by  telephone-transmitted  EKG  or  by 
office-based  EKG.  Follow-up  was  for  a minimum 
of  one  month. 
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TABLE  1 

Electrical  Parameters  Measured  Intra-Operatively 

Flanged  Lead 

Tined  Lead 

Voltage  Threshold,  volts 

0.75  (0.08) 

0.59  (0.04) 

Resultant  current,  milliamperes 

1.07  (0.08) 

0.89  (0.06) 

Impedance,  ohms 

587  (2.4) 

581  (18.5) 

R-wave,  millivolts 

8.1  (0.56) 

Means,  with  standard  error  of  mean 

9.70  (0.78) 

The  flanged  lead  was  unipolar,  7 French  Diam- 
eter at  the  pacing  tip,  with  a taper  increasing  to  a 
diameter  of  10  French  at  the  flange.  Thirty-three 
leads  of  this  type  were  implanted. 

The  tined  lead  was  unipolar  and  had  four  tines 
made  of  silicone  rubber,  2.5mm.  long,  placed 
about  3mm.  from  the  pacing  tip.  The  tines  were 
angled  at  45°  from  the  body  of  the  lead.  The  tip 
diameter  was  8 French.  Thirty-nine  leads  of  this 
type  were  implanted. 

Results 

The  cephalic  vein  was  used  successfully  in  82% 
of  both  groups.  The  external  jugular  vein  was 
used  with  3%  of  the  flanged  leads  and  8%  of  the 
tined  leads,  and  the  internal  jugular  vein  was 
employed  in  15%  and  10%  of  cases  respectively. 
Electrical  parameters  are  summarized  in  Table  1. 
Differences  between  measurements  with  the  two 
different  leads  were  not  statistically  significant. 
No  particular  problem  at  placement  was  encoun- 
tered with  either  type  of  lead.  There  was  no  per- 
foration at  placement,  and  no  documented  per- 
foration postoperatively. 


TABLE  2 
Complications 

Flanged  Lead  Tined  Lead 

Dislodgment  1 0 

Perforation  0 0 

Failure  to  Sense/Pace  2 1 


Complications  are  summarized  in  Table  2.  The 
only  dislodgment  was  with  a flanged  lead  which 
displaced  into  the  out-flow  tract  the  day  after  sur- 
gery. Three  patients  had  repeat  surgery  because 
of  failure  to  sense  or  pace  without  evidence  of 
dislodgment  on  X-ray,  two  with  the  flanged  lead 
and  one  with  the  tined  lead.  One  patient  was  a 93- 
year-old  female  with  sudden  loss  of  capture  and 
sensing  three  days  after  implantation  of  a flanged 
lead.  This  was  corrected  readily  by  repositioning 
the  lead.  Poor  sensing  was  noted  in  a 70-year-old 
male  nine  days  after  placement  of  a flanged  lead. 
At  repeat  surgery,  only  very  low  voltage  R-waves 
were  recorded  with  repeated  repositioning  of  the 


lead.  Therefore,  a sutureless  myocardial  lead  was 
placed  in  an  area  with  excellent  R-waves.  Both 
patients  did  well  after  repeat  surgery.  One  patient 
with  a tined  lead,  an  81 -year-old  male,  had  repeat 
surgery  because  of  failure  to  sense  or  drive  one 
month  postoperatively.  Remanipulation  of  the 
lead  resulted  in  satisfactory  function.  There  was 
no  diaphragmatic  driving,  no  infection,  and  no 
erosion  during  the  follow-up  period. 

There  was  one  in-hospital  death.  It  occurred  on 
the  36th  postoperative  day  from  congestive  heart 
failure  in  a 75-year-old  male.  A tined  lead  had 
been  placed  because  of  complete  block  three 
weeks  after  a myocardial  infarction.  The  pace- 
maker functioned  normally  and  he  was  not  pace- 
maker dependent. 

There  were  two  additional  deaths  after  dis- 
charge from  the  hospital  following  pacemaker 
inplantation  during  the  follow-up  period.  Both 
were  patients  with  sick  sinus  syndrome  and  the 
deaths  were  not  pacemaker  related.  Both  had  the 
flanged  lead.  One  died  in  respiratory  distress  16 
days  after  pacemaker  implantation.  The  other  pa- 
tient died  of  acute  myocardial  infarction  eight 
days  after  discharge  and  17  days  after  pacemaker 
implantation. 

Discussion 

The  etiology  of  early  transvenous  electrode 
failure,  excluding  fracture  and  insulation  failure, 
can  be  divided  into  two  broad  categories.  The 
more  common  is  displacement  of  the  lead  from 
its  intended  position  by  dislodgment  or  perfora- 
tion. The  other  category  is  failure  to  sense  or 
drive  or  both,  with  no  apparent  displacement  on 
X-ray.  Some  authors  consider  the  second  cate- 
gory to  be  the  result  of  “micro-displacement”  or 
perforation,  but  the  consensus  is  that  a lead  can 
cease  to  function  adequately  without  any  dis- 
placement or  perforation.  Repeat  surgery  is  nec- 
essary when  dislodgment  or  perforation  occur; 
the  malfunctioning  lead,  without  apparent  dis- 
placement, also  needs  repositioning  unless  a 
multi-programmable  generator  has  been  im- 
planted and  the  dysfunction  can  be  corrected  by 
appropriate  reprogramming.  Dislodgment,  the 
most  common  of  these  problems,  occurs  in  up  to 
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26%  of  the  series  reported.3  Surgeon  inexperi- 
ence is  probably  the  chief  reason  for  high  failure 
rates  in  this  category,  and  the  electrode  manufac- 
turers have  responded  by  attempting  to  provide  a 
lead  that  will  stay  where  it  is  placed  anywhere  in 
the  right  ventricle.  Several  reports  have  indicated 
that  the  leads  with  the  short  silicone  rubber  tines 
rarely  dislodge,  and  we  had  no  dislodgments  in 
this  series  of  39  cases  employing  this  type  lead.4 

However,  failure  to  sense  or  drive  without 
apparent  displacement  of  the  lead  is  a problem 
which  will  probably  demand  a different  solution. 
Before  introduction  of  the  electrodes  with  either 
flanges  or  tines,  we  experienced  early  lead  failure 
without  displacement  in  twice  as  many  cases  as  in 
those  with  obvious  dislodgment.  This  complica- 
tion has  not  been  prevented  by  use  of  the  tined 
lead.  Dislodgment  in  this  series  was  a minimal 
problem  with  an  overall  incidence  of  1.4%.  How- 
ever, a total  of  4%  required  repeat  surgery  be- 
cause of  lead  failure  without  dislodgment.  There- 
fore, this  study  suggests  that  although  dislodg- 
ment can  be  prevented  or  minimized  by  employ- 
ing a tined  lead,  the  poorly  defined  problem  of 
lead  failure  without  displacement  remains 
unsolved  and  continues  to  require  repeat  surgery 
in  an  unacceptably  high  percentage  of  patients. 

We  have  not  found  any  reason  to  reject  the 
tined  lead  in  this  early  experience.  Although  it  is 
more  difficult  to  place  in  small  veins  than  the 
leads  without  tines,  we  succeeded  in  placing  it  in 
the  cephalic  vein  in  82%  of  the  cases,  the  same  as 
with  the  flanged  lead.  The  tined  lead  provided  a 
lower  pacing  threshold  (Table  1)  although  this 
was  not  statistically  significant  because  of  the 
small  numbers.  In  the  one  patient  in  whom  we 
had  to  reposition  a tined  lead  one  month  postop- 
eratively,  there  was  no  difficulty  in  removing  the 
lead  from  its  original  position,  although  it  gave 
the  feeling  of  secure  attachment. 

Conclusions 

There  was  no  dislodgment  in  this  series  of  39 
cases  of  placement  of  a permanent  transvenous 
pacemaker  lead  with  the  dislodgment  feature  of 
2.5mm.  silicone  rubber  tines.  However,  failure  to 
sense  or  pace  without  dislodgment  remains  an 
unsolved  problem  and  it  appears  to  be  distinct 
from  the  issue  of  the  stability  of  the  position  of 
the  lead,  occurring  in  4%  of  this  series. 

The  presence  of  tines  on  the  lead  had  no 
adverse  influence  on  access  to  the  cephalic  vein 
or  on  electrical  parameters.  Therefore,  use  of  the 
tined  lead  is  recommended,  since  it  will  reduce 
the  incidence  of  dislodgment  in  the  early  postop- 
erative period.  ◄ 
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Special  Articles 


University  of  Illinois 
College  of  Medicine  Centennial 

By  Joseph  H.  Kiefer,  M.D.,  and  Elisabeth  Wittman/Chicago 


The  city  of  Chicago  was  incorporated  in  1833.  Within  ten  years,  the  first  medical 
school  was  founded.  By  the  turn  of  the  century  there  were  26  medical  schools  and 
45  hospitals  and  sanitaria.  Early  in  its  history,  Chicago  was  a center  for  medical 
education. 


Figure  1 

Five  Founders,  College  of  Physicians  and  Surgeons  of  Chicago.  (Photo  courtesy,  Ul  Medical  Center  Archives.) 


In  October  1881,  one  hundred  years  ago,  five 
men  incorporated  a new  medical  school,  the  Col- 
lege of  Physicians  and  Surgeons  of  Chicago.  In 
1876,  Charles  Warrington  Earle  first  sounded  out 
several  of  his  colleagues  on  the  idea  of  a new 
school.  As  a result,  he  and  Leonard  St.John, 
Samuel  McWilliams,  Daniel  A.K.  Steele  and 
Abraham  Reeves  Jackson  pooled  their  financial 
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versity of  Illinois  at  the  Medical  Center.  She  holds  a master's 
degree  in  library  science  from  the  University  of  Wisconsin- 
Madison  Library  School. 


resources  to  start  the  school.  (Figure  1)  Their  first 
task  was  to  erect  a college  building  and  it  was 
built  directly  opposite  Cook  County  Hospital  at 
Harrison  and  Honore  Streets.  The  cover  photo 
shows  the  building  that  first  housed  the  College 
of  Physicians  and  Surgeons  of  Chicago.  Erected 
by  the  founders  in  1882,  it  was  directly  opposite 
the  front  entrance  of  Cook  County  Hospital.  The 
section  shown  left  center  is  the  1893  laboratory 
addition  and  the  building  farthest  left  was  later 
the  West  Side  Hospital. 

The  five  founders  enlisted  other  faculty,  some 
of  whom  bought  additional  shares  of  stock  in  the 
project.  The  first  students  were  enrolled  in  Sep- 
tember 1882,  when  the  first  faculty  numbered  28 
and  there  were  100  students.  Affiliation  with  the 
University  of  Illinois  was  arranged  in  1897,  but 
it  was  not  until  1913  that  it  became  an  integral 
part  of  the  University. 

The  academic  year  1981-1982  has  been  des- 
ignated the  Centennial  Year  of  the  University  of 
Illinois  College  of  Medicine.  One  event  in  cele- 
bration will  be  publication  of  a history  of  the 
College  by  Patricia  Spain  Ward,  who  has  been 
researching  the  history  of  the  College  for  the  last 
two  years. 
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Figure  2 

The  second  building  of  the  college  was  the  converted  West  Side  High  School.  The  1882  building  is  in  the 
background  at  left.  Notice  the  sign  for  the  West  Side  Free  Dispensary,  an  out-patient  clinic  of  the  school. 
(Photo  courtesy,  Ul  Medical  Center  Archives.) 


Figure  3 

This  aerial  view  of  the  campus  shows  the  first  sections  of  the  present  buildings  (center)  shortly  after 
completion  in  the  mid  1920s.  Cook  County  Hospital  buildings  are  across  Polk  Street,  top  left.  University 
units  shown  are  a section  of  classroom  and  laboratory  building,  the  Quine  Library  and  original  unit  of  the 
Research  and  Educational  Hospital.  (Photo  courtesy,  Ul  Medical  Center  Archives.) 
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Figure  4 

The  most  recent  addition  to  medical  facilities  of  the  University  of  Illinois  at  the  Medical  Center  is  the 
University  of  Illinois  Replacement  Hospital,  dedicated  on  October  17,  1980  and  fully  occupied  by  early  in 
1981.  (Photo  courtesy,  Ul  Medical  Center  Office  of  Public  Affairs.) 


Early  Affiliations 

The  story  of  how  the  College  of  Physicians  and 
Surgeons  became  a part  of  the  University  of  Il- 
linois has  been  fully  addressed  by  Ward  in  her 
historical  research.  The  College  has  enjoyed  great 
success  in  attracting  students  and  in  acceptance 
of  its  graduates  by  the  medical  profession.  How- 
ever, it  was  not  always  a financial  success. 

Several  revisions  in  the  corporate  arrangements 
were  necessary.  The  1897  affiliation  with  the 
University  of  Illinois  resulted,  in  part,  from  these 
considerations  and,  in  part,  from  the  fact  that  the 
University  had  no  medical  education  facility.  As 
a result,  the  College  had  a dual  identity  as  a Col- 
lege of  the  University  and  as  the  College  of  Phy- 
sicians and  Surgeons  until  1913. 

That  year,  and  those  immediatly  preceding  it, 
witnessed  much  negotiation  between  the  stock- 
holders, the  university  and  state  government,  and 
also,  very  importantly,  the  school’s  alumni.  Con- 
current changes  in  medical  education  made  the 
existing  financial  arrangements  unfeasible  and 
new  resources  were  required;  full  affiliation  with 
the  university  became  desirable  and  necessary. 
The  state  legislature  failed  to  provide  funds  to 
purchase  the  college  for  the  state  and  the  college 
disaffiliated  with  the  university  for  a time  in  1912- 


1 9 1 3.  It  was  the  alumni,  along  with  faculty  stock- 
holders, who  donated  shares  of  the  college  which 
they  had  owned  and  purchased  others  and  then 
presented  them  as  a gift  to  the  University  in  1913. 

As  a result,  the  old  College  of  Physicians  and 
Surgeons  went  out  of  existence  and  the  University 
of  Illinois  College  of  Medicine  took  its  place.  The 
College  became  the  second  unit  of  the  University 
to  be  located  in  Chicago,  joining  the  College  of 
Pharmacy.  The  College  of  Dentistry  was  added 
at  the  same  time,  as  it  had  been  a department  of 
the  College  of  Medicine  since  1901.  The  College 
of  Dentistry  was  still  housed  in  the  original  Phy- 
sicians and  Surgeons  building.  An  adjacent  build- 
ing, formerly  the  West  Side  High  School  (Figure 
2)  had  been  occupied  by  the  College  of  Medicine 
since  1901.  This  and  the  West  Side  Hospital, 
occupied  in  1 896,  were  the  newest  facilities  avail- 
able. 

Architectural  Growth 

In  1919,  a major  step  for  the  College  came 
when  the  state  authorized  purchase  of  a full  square 
block  of  vacant  land  south  of  Cook  County  Hos- 
pital for  the  purpose  of  erecting  all  new  facilities. 
The  land  was  the  site  of  the  West  Side  Ball  Park, 
vacated  earlier  in  the  decade  by  the  Cubs  when 
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Wrigley  Field  was  completed  on  the  north  side 
in  1926.  The  original  unit  of  the  Research  and 
Educational  Hospitals  with  the  Quine  Library  was 
completed  by  1925.  (Figure  3)  Since  that  time, 
building  has  been  continuous;  the  newest  unit  is 
the  new  University  of  Illinois  Replacement  Hos- 
pital, which  opened  in  1980.  (Figure  4) 

The  accompanying  illustrations  show  some  of 
the  physical  changes  that  the  College  and  the 
University  of  Illinois  at  the  Medical  Center  have 
undergone  through  the  years.  The  earliest  facilities 
were  considered  innovative  at  the  time  of  their 
construction  but  as  the  college  grew  and  affiliated 
with  the  university,  the  buildings  became  inad- 
equate. The  area  surrounding  the  college  was  a 
heavily  populated  depressed  area  which  in  1941 
was  marked  off  by  legislative  action  as  the  “Med- 
ical Center  District.”  A Commission  was  given 
eminent  domain  over  the  entire  area,  which  al- 
lowed the  University  and  other  medical  insti- 
tutions to  obtain  needed  space  for  new  buildings. 

Academic  Expansion 

Since  1969,  the  college  has  been  reorganized 
and  expanded.  It  includes  two  basic  science 
schools,  in  Chicago  and  Urbana  and  clinical 
schools  at  Peoria  and  Rockford,  in  addition  to 
the  Abraham  Lincoln  School  of  Medicine  in  Chi- 
cago. The  College  also  established  hospital  affil- 
iations in  all  of  these  cities,  including  the  Metro- 
Six  group  of  hospitals  in  the  city  of  Chicago. 

In  addition  to  Patricia  Spain  Ward’s  centennial 
history  of  the  College  of  Medicine  of  the  Uni- 
versity of  Illinois,  there  are  plans  for  a full  year 
of  Centennial  events.  The  first  event  is  a scientific 
symposium,  “Medicine  in  Transition,”  to  be  held 
October  1-2,  1981.  The  chair  of  this  event  is 
Edward  Cohen,  dean  of  the  School  of  Basic  Med- 
ical Sciences,  Chicago.  The  keynote  speakers  are 
two  Nobel  Laureates,  Rosalyn  Yalow  and  John 
Bardeen.  The  published  proceedings  of  the  sym- 
posium, including  a historical  section  by  Ward, 
will  be  available  for  purchase  at  the  time  of  the 
meeting.  A second  major  event  of  the  year  will 
be,  “Medicine  and  Mankind  in  Transition,”  June 
3-4,  1982.  This  Symposium  will  be  chaired  by 
Max  Samter,  professor  of  medicine  Emeritus. 

While  these  meetings  are  taking  place  in  Chi- 
cago, other  centennial  events  are  scheduled 
throughout  the  state,  Rockford,  Peoria,  Urbana, 
Decatur  and  the  Quad  Cities.  Some  additional 
Chicago  events  include  an  International  Confer- 
ence on  Medical  Education  in  the  Spring  of  1 982, 
a Centennial  Ball  and  the  13th  Annual  Midwest 
Regional  Student  Research  Forum.  The  College’s 
Class  of  1 982  has  been  designated  the  Centennial 
Class.  Their  June  1 1,  1982,  Commencement  will 


be  another  focus  of  celebration,  with  traditional 
alumni  events,  speakers  and  honorary  degrees 
given. 

All  physicians  in  Illinois  are  invited  to  mark 
this  centennial  year  along  with  the  faculty,  ad- 
ministrators and  alumni  of  the  college.  The  cen- 
tennial symposia  and  Ward’s  history  should  be 
of  particular  interest  to  all. 

This  occasion  affords  us  the  opportunity  to 
examine  an  important  segment  of  the  history  of 
medical  education  in  the  state  and  the  city  of 
Chicago.  Interwined  with  this,  is  much  relating 
to  the  history  of  Cook  County  Hospital  and  the 
entire  West  Side  Medical  Center  as  well  as  the 
evolution  of  Chicago  as  one  of  the  most  important 
centers  of  medical  education  in  the  country. 

For  details  concerning  any  and  all  of  these 
events,  call  or  write  Una  Creditor,  Office  of  the 
Executive  Dean,  College  of  Medicine,  University 
of  Illinois  at  the  Medical  Center,  Chicago,  P.O. 
Box  6998,  Chicago,  Illinois  60680,  Phone:  (312) 
996-3500.  ◄ 
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A Spectrum  of  Radiographic  Manifestations 

Pulmonary  Sarcoidosis 

By  Lisa  K.  Miller,  M.D.  And  Leonid  Calenoff,  M.D. /Chicago 

Pulmonary  sarcoidosis  has  a spectrum  of  radiographic  manifestations  which  are  easily 
recognized  in  some  instances  but  create  a differential  diagnostic  problem  in  others.  This 
is  particularly  true  in  atypical  or  late  presentations,  when  pulmonary  sarcoidosis  may 
simulate  other  lung  diseases. 


Sarcoidosis  is  a systemic  disease  of  unknown 
etiology  characterized  pathologically  by  non- 
caseating  granulomatous  lesions.  The  lesions 
have  a predilection  for  many  organs,  including 
the  lung,  liver,  spleen,  lymph  nodes,  skin  and 
bone.  Diagnostic  proof  of  the  disease  is  obtained 
by  histological  examination  of  biopsy  material 
from  lymph  node,  lung,  liver  or  skin.  A positive 
Kveim  test  is  complementary  diagnostic  evi- 
dence.’ 

The  hallmark  of  early  sarcoidosis  is  bilateral 
hilar  and  right  paratracheal  lymphadenopathy 
(Stage  1).  The  disease  may  progress  to  pa- 
renchymal involvement  with  reticulonodular  pat- 
tern, large  nodules  or  alveolar  infiltrates  (Stage 
2).  The  lymph  nodes  can  regress  while  the  pa- 
renchymal changes  remain  (Stage  3).  With  fur- 
ther progression,  advanced  pulmonary  fibrosis, 
bulla  and  cavity  formation  are  seen  (Stage  4). 2 

Lymphadenopathy 

Nodual  enlargement  can  present  alone  or  in 
association  with  parenchymal  disease.  Intratho- 
racic  lymphadenopathy  can  be  present  in  approxi- 
mately 73%  of  patients  with  sarcoidosis.3  The 
most  frequent  combinations  are  bilateral  hilar, 
right  paratracheal,  and  aorto-pulmonic  lymph- 
adenopathy (Figure  1).  The  aorto-pulmonic  in- 
volvement has  previously  received  much  less  at- 
tention than  the  bilateral  hilar  and  right  para- 
tracheal involvement.  Less  common  is  in- 


USA  MILLER,  M.D.,  is  a resident  physician  in  diagnos- 
tic radiology  at  Northwestern  University  Medical  School 
in  Chicago. 

LEONID  CALENOFF,  M.D.,  is  a professor  of  radiology 
at  Northwestern  University  Medical  School  and  chief  of 
outpatient  diagnostic  radiology  at  Northwestern  Me- 
morial Hospital  and  the  Rehabilitation  Institute  of  Chica- 
go. 


Figure  1 


Bilateral  hilar  and  right  paratracheal  lymph  node  enlarge- 
ment in  a 25  year-old  man  with  sarcoidosis. 


volvement  of  sub-carinal,  anterior  and  posterior 
mediastinal  and  para-aortic  nodules.4  Lymphade- 
nopathy alone  is  highly  suggestive  of  sarcoidosis, 
but  biopsy  confirmation  is  needed,  as  lymphoma 
or  metastatic  disease  can  also  present  in  this  man- 
ner. 

Reticulonodular  Pattern 

The  most  common  parenchymal  abnormality  is 
a reticulonodular  pattern,  either  diffuse  or  local- 
ized.1 If  coupled  with  lymphadenopathy,  the  diag- 
nosis is  readily  suggested.  Pure  nodular,  mixed 
reticulonodular,  or  pure  reticular  densities  may 
be  seen  (Figure  2).  The  nodules  range  from 
3-5mm.  in  diameter  and  a pure  nodular  pattern 
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Figure  2 


Sarcoidosis  in  a 50  year-old  woman  with  diffuse  reticulo- 
nodular  pattern  coupled  with  lymphadenopathy. 


•p’  ■amp 
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Figure  3 


Scattered  pulmonary  nodules  and  bilateral  hilar  adenopathy 
in  a 24  year-old  man  with  sarcoidosis.  The  nodules  have 
fuzzy,  ill-defined  margins. 


resembles  miliary  disease.  The  pure  reticular  pat- 
tern consists  of  fine  linear  densities  with  central 
lucencies  appearing  in  a “honeycomb”  pattern. 
The  mixed  reticulonodular  pattern  comprises 
both  the  miliary  nodules  and  the  fine  linear  den- 
sities. 


Figure  4 

Alveolar  disease  in  a 24  year-old  man  with  sarcoidosis, 
characterized  by  “bat-wing”  distribution,  acinar  nodules, 
and  coalescence. 


Figure  5 

Advanced  sarcoidosis  in  a 41  year-old  woman  with  fibrotic 
changes  of  unilateral  predominance  and  left  hilar  retrac- 
tion. 


Multiple  Large  Pulmonary  Nodules 

Large  pulmonary  nodules  have  been  noted  in 
up  to  4%  of  patients  with  sarcoidosis.2  These 
multiple  nodules  may  be  seen  alone  or  in  associa- 
tion with  lymphadenopathy,  fibrosis,  infiltrates 
or  miliary  disease.  The  nodular  margins  tend  to 
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Figure  6A  Figure  6B 


A.  Advanced  pulmonary  fibrosis  with  mainly  upper  lobe  distribution  and  bronchiectatic  changes  in  a 48  year-old  woman  with 
sarcoidosis.  B.  Tomogram  of  the  right  apex  demonstrates  thick-wall  cavity  with  Aspergillus  mycetoma  formation. 


be  fuzzy  and  ill-defined  (Figure  3).  The  nodules 
are  often  mistaken  for  metastatic  disease. 
Lymphoma,  septic  emboli,  infectious  disease 
(tuberculous  or  fungal),  immunologic  disease 
(Wegener’s  granulomatosis,  rheumatoid  lung) 
and  pneumoconiosis  are  also  in  the  differential 
diagnosis. 

Alveolar  Infiltrates 

The  alveolar  form  of  sarcoidosis  can  occur  in  as 
many  as  20%  of  cases.1  The  alveolar  pattern  is 
characterized  by  segmental  or  lobar  distribution, 
fluffy  margins,  air  bronchograms,  coalescence 
and  acinar  nodules  (Figure  4).  Transition  be- 
tween the  miliary,  large  nodular,  and  alveolar 
form  has  been  found  to  occur  readily.5  These  al- 
veolar infiltrates  can  be  confused  with  pneumo- 
nia, alveolar  cell  carcinoma,  alveolar  proteinosis, 
or  pulmonary  hemorrhage. 

Fibrosis 

On  occasion,  a patient’s  initial  radiographic 
examination  will  show  a late  stage  of  sarcoidosis 
with  advanced  pulmonary  fibrosis  and  possibly 
bulla  formation  and  bronchiectatic  changes. 
These  findings  can  be  seen  in  approximately  25% 
of  sarcoidosis  patients.6  This  advanced  stage  of 
sarcoidosis  can  easily  be  confused  with  tuberculo- 
sis or  other  inflammatory  diseases,  depending 


upon  the  distribution.  Fibrosis  is  the  result  of 
granulomas  which  do  not  resolve.  The  end-stage 
linear  fibrotic  changes  are  coarse  with  strands  of 
varying  thickness.  Contraction  secondary  to  fi- 
brosis with  hilar  retraction  may  occur  (Figure  5). 
Conglomerate  masses,  pneumothorax  and  pleu- 
ral effusion  can  occur.  Between  the  fibrotic 
strands  and  distorted  vasculature,  areas  of 
emphysematous  bulla  can  be  seen.  When  the  fi- 
brosis is  bilateral  and  prominent  in  the  upper  lung 
fields,  as  is  often  the  case,  differentiation  from 
tuberculosis  is  very  difficult.  Cystic  bronchiectic 
changes  may  be  present. 

Cavitary  Lesions 

Cavities  are  a complication  of  fibrocystic  sar- 
coidosis which  can  be  seen  in  12.5%  of  patients 
with  parenchymal  involvement.6  Cavitary  lesions 
can  also  occur  in  other  fibrocystic  lung  disease, 
such  as  tuberculosis,  bronchiectasis,  pneumo- 
coniosis or  histoplasmosis.  These  cavities  are 
abnormal  air  spaces  with  thick  walls  and  are  sur- 
rounded by  masses  of  hyaline  fibrosis.  A myceto- 
ma can  be  found  in  40%  of  patients  with  cavitary 
lesions  (Figure  6).  Decubitus  views  can  show 
mobility  of  the  mycetoma,  almost  invariably 
caused  by  Aspergillus. 

In  the  spectrum  of  pulmonary  manifestations 
of  sarcoidosis,  the  “classical”  radiographic  pres- 
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entation  of  lymphadenopathy  with  or  without 
reticulonodular  parenchymal  changes  is  usually 
well  appreciated.  However,  the  less  typical  mani- 
festations of  sarcoidosis,  ranging  from  large  nod- 
ular and  alveolar  patterns  to  fibrocystic  disease 
and  cavitary  lesions,  are  often  a diagnostic  diffi- 
culty. Therefore,  sarcoidosis  must  be  included  in 
the  differential  diagnosis  of  a significant  number 
of  abnormalities  seen  on  the  chest  radiograph.  ◄ 
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Case  Reports 


Cutaneous  Larva  Migrans 

Nasiruddin  Khokhar,  M.D. /Havana 

Cutaneous  Larva  Migrans  is  a migratory  intensely  pruritic  skin  eruption  caused  by 
percutaneous  invasion  and  subsequent  migration  of  nematode  larvae.  It  is  also  known 
as  creeping  eruption. 

Cutaneous  Larva  Migrans  has  been  reported  mainly  from  the  Southeastern  United 
States  particularly  Florida,  Georgia,  South  Carolina,  North  Carolina  and  Alabama, 
although  it  is  found  in  all  the  southern  states  from  Texas  to  New  Jersey A case  of  this 
infection  is  described  in  Illinois.  This  explains  the  transport  of  a helminthic  disease  by 
infected  animals  from  endemic  area  to  remote  places  where  this  infection  is  not  com- 
monly seen. 


The  patient,  a 58-year-old  white 
male  in  otherwise  good  health,  pre- 
sented with  skin  lesions  on  both  legs 
accompanied  with  severe  itching  of 
one  week’s  duration.  He  denied  any 
previous  skin  condition  or  any 
symptoms  related  to  the  respiratory 
tract  or  any  recent  travel.  He  worked 
as  a foreman  in  a local  factory.  He 
had  recently  spent  several  days 
working  on  his  lawn  and  garden. 
Further  questioning  revealed  that 
patient’s  neighbors  had  some  vis- 
itors from  Texas  who  had  a dog 
along  with  them  and  that  this  dog 
had  soiled  patient’s  lawn  for  the  past 
several  days. 

Physical  examination  showed 
papulo-pustular  lesions  on  both  legs 
below  the  knees  with  some  oozing. 
There  were  characteristic  erythe- 
matous, tortuous  and  linear  skin 


NASIRUDDIN  KHOKHAR,  M.D.,  is 
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eruptions  all  over  the  legs  and  both 
feet;  buttocks,  thighs,  hands  and 
other  parts  of  body  were  free  of 
rash.  Systemic  examination  was 
negative. 

Patient  was  prescribed  Thia- 
bendazole 25mg/kg/day  for  two 
days  along  with  Chlorpheneramine 
Maleate  for  relief  of  itching.  Follow- 
up exam  after  four  days  showed 
marked  improvement  of  lesions  but 
some  were  still  present.  Another 
treatment  with  oral  Thiabendazole 
was  given  and  a subsequent  exami- 
nation revealed  complete  resolution 
of  skin  lesions  with  relief  of  pruritis. 
Six  months  later,  there  were  no  fur- 
ther skin  or  systemic  symptoms. 

Discussion 

Cutaneous  Larva  Migrans  is 
caused  by  infective  larvae  forms  of 
the  hookworm  species  which  pro- 
duce intestinal  infection  in  dogs  and 
cats.  The  most  common  cause  is 
Ancylostoma  braziliense.  Oc- 
casionally A.  caninum  is  responsible. 
Human  hookworm  like  Nector 
americanus  and  A.  duodenale  may  al- 
so produce  a similar  rash  of  shorter 
duration.  Strongyloides  stercoralis 
causes  perianal  eruptions  called  Lar- 
va Currens.  Causes  of  Cutaneous 
larva  migrans  are  described  in  Table 
1. 

Infected  cats  and  dogs  deposit  fe- 


cal material  containing  ova  A. 
braziliense  on  the  soil.  In  optimal 
temperature,  the  eggs  hatch.  The  la- 
rvae develop  into  the  infectious 
third  stage  forms  in  three  to  four 
days.  Sandy,  moist,  warm  and  shady 
areas  are  favorable  for  the  parasite 
Larvae  directly  invade  the  skin  and 
penetrate  with  the  help  of  a colla- 
genase-like  enzyme.2  The  disease  is 
seen  in  plumbers,  pipefitters, 
gardeners,  farm  workers,  swimmers 
on  beaches  and  anyone  who  must 
work  under  buildings  and  crawlways 
where  skin  comes  in  contact  with 
soil. 

Initial  eruption  occurs  on  hands, 
feet,  legs  and  buttocks:  the  areas 
which  have  come  in  contact  with  the 
ground.  Erythematous  papular 
pruritic  rash  develops  in  a few 
hours.  Migration  of  larvae  causes 
serpiginous  tunnels  within  a few 
days.  Larvae  advance  at  a rate  of 
one  to  two  cm/day.  The  eruption 
then  becomes  vesicular  and  sec- 
ondary infection  with  scabbing  and 
scarring  may  occur.  Larvae  may  stop 
migrating  within  a few  days  or 
weeks  or  may  continue  for  as  long  as 
a year  if  untreated,  with  periods  of 
quiescence  alternating  with  mi- 
grations. Larvae  ordinarily  remain 
in  skin  epidermis  but  in  rare  in- 
stances may  be  found  in  sputum 
along  with  pulmonary  infiltration 
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TABLE  1 

CAUSES  OF  CUTANEOUS  LARVA  MIGRANS5 


PARASITE 

FREQUENCY 

DATE  DESCRIBED 

Non  Human  Hookworm 

Ancylostoma  braziliense 

Common 

1910 

A.  caninum 

Uncommon 

1859 

Uncinaria  stenocephala 

Rare 

1884 

Bunostomum  phlebotomum 

Rare 

1900 

Human  Parasites 

A.  duodenale 

Uncommon 

1933 

Necator  americanus 

Uncommon 

1933 

Strongyloides  stercoralis 

Rare 

1926 

(Larva  Currens) 

and  eosinophilia.2 

Diagnosis  is  by  characteristic  clin- 
ical appearance  of  eruption.  Biopsy 
of  skin  may  reveal  infecting  larvae. 
Stool  exam  is  not  helpful. 

The  treatment  is  directed  towards 
killing  the  larvae.  Thiabendazole  is 
drug  of  choice  which  can  be  given 
orally  as  25-50  mg/kg/day  for  2 
days3  in  severe  cases  or  locally  as 
15%  lotion  or  cream4  QID  for  10 
days  in  mild  cases.  Oral  dose  may  be 
repeated  in  few  days,  if  necessary. 


Side  effects  of  oral  Thiabendazole 
are  nausea,  vomiting,  dizziness, 
drowsiness  and  hematuria.2-3  Ethyl 
Chloride  spray  has  also  been  used  to 
kill  larvae  in  mild  cases.  Non  speci- 
fic treatment  includes  aluminum 
acetate  soaks,  topical  anesthetics  or 
oral  antihistamines  for  pruritis  and 
antibiotics  for  secondary  infection, 
if  present. 

Prevention  of  infection  requires 
better  animal  control  and  periodic 
deworming  of  all  dogs  and  cats.  Pro- 


tective clothing  by  workers  in  high 
risk  areas  is  also  helpful. 

This  case  emphasizes  the  need  for 
physicians  in  non  endemic  areas  to 
be  aware  of  such  parasitic  infec- 
tions. -4 
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The  Ninth  Illinois  Congress  On  Continuing  Medical  Education 

September  11-12, 1 981 

How  Physicians  Learn:  Effective  Methods  in  CME 

This  year’s  Congress— the  second  of  a four-year  cycle  presenting  all  the  fundamentals  of  CME 
planning— focuses  on  effective  learning  methods. 

Highlighting  this  program  will  be  Howard  S.  Barrows,  M.D.,  Associate  Dean/Education  Affairs, 
Southern  Illinois  University  School  of  Medicine,  known  internationally  for  his  work  in  problem- 
solving and  simulations  in  medical  education. 

Most  of  the  Congress  consists  of  small-group  workshops,  such  as:  Matching  Methods  to  Needs, 
Teaching  with  Technology,  Self-Directed  Learning  Techniques,  Do’s  and  Don’ts  of  Didactics, 
Medical  Audit  as  a Learning  Method.  There  will  also  be  a special  workshop  for  non-physician  CME 
Coordinators.  Plan  to  join  us  . . . 

1981 

Annual  Illinois  Congress  on  Continuing  Medical  Education 
Oak  Brook  Hyatt  Hotel,  Oak  Brook,  IL 
Friday,  September  11,  7:45  PM  — Saturday,  September  12,  5:00  PM 

For  additional  information,  write  or  call . . . 

Illinois  Council  on  Continuing  Medical  Education 
55  E.  Monroe  St.,  Suite  3510 
Chicago,  IL  60603 
(312)  236-6110 
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Case  Reports 


Report  of  Two  Coses 

Intrathoracic  Paraganglioma  Arising 
From  Aorticosympathetic  Paraganglion 


By  Foroogh  K.  Jazy,  M.D.,  Wagih  M.  Shehata,  M.D.,  F.F.R., 
Rafael  Ramirez,  M.D.,  James  M.  Hall,  M.D., 

Sister  Joseph  Ignatius,  M.D./Cincinnati 


Two  cases  of  aorticosympathetic  paragangliomas  arising  in  the  posterior  cos- 
tovertebral sulcus  are  described.  The  presenting  symptoms,  workup,  treatment  and 
review  of  the  literature  are  discussed. 


The  carotid  body  was  first  de- 
scribed by  VonHaller  in  1 843.  It  was 
not  until  1891  that  the  first  case  of 
tumor  of  this  body  was  reported  by 
Moorhan.  In  1950,  Lattes  reported 
two  patients  with  paragangliomas 
originating  in  the  area  of  the  aortic 
arch.  Since  that  time  an  additional 
51  cases  of  intrathoracic  paragan- 
glioma have  been  reported.  Eleven 
of  these  were  located  in  the  costo- 
vertebral sulcus  (mediastinal  aortico- 
sympathetic paraganglioma).  I_4-7' 
io.i4.i5  \ye  elected  to  report  our  two 
cases  because  it  is  a rare  tumor. 


Case  1 

A 36-year-old  black  male  pre- 
sented complaining  of  dull  pain  in 
the  right  lateral  chest.  The  chest  X- 
ray  and  subsequent  tomogram 
showed  an  extra-pleural  posterior 
mediastinal  mass  ip  the  right  par- 
aspinal  region.  The  patient  denied 
dyspnea,  dysphagia  or  cough.  He  had 
a ten  pound  weight  loss. 

The  physical  examination  was  un- 
remarkable. Hemoglobin  was  14.4, 
WBC  10,400  and  barium  swallow 
showed  esophageal  diverticulum. 
The  nephrotogram  and  infusion 


pyelogram  were  normal.  A right  tho- 
racotomy was  performed.  He  was 
found  to  have  a lobular,  quite  vas- 
cular mass  in  the  right  costovertebral 
sulcus  extending  from  D7-D9 
(4x8cms.)  interspaces.  Partial  resec- 
tion was  done.  The  patient  lost 
l,500cc  of  blood  during  surgery. 
Postoperatively,  he  received  4,000 
rads  externally  by  anterior/posterior 
port  and  an  additional  1,600  rads 
boost  by  reduced  field  to  the  tumor 
bed  (total  of  5,600  rads  in  46  days). 
Two  months  after  completion  of 
treatment,  he  was  lost  to  followup. 

Case  2 


SISTER  JOSEPH  IGNATIUS  OWYANG,  M.D.,  is  a board  certified  anatomic  pathologist 
affiliated  with  Good  Samaritan  Hospital  in  Cincinnati.  A member  of  the  American 
Society  of  Clinical  Pathologists,  Dr.  Owyang  is  a sister  of  charity. 

JAMES  M.  HALL,  M.D.,  is  a board  certified  internist  affiliated  with  several  Cincinnati 
hospitals.  A medical  oncologist.  Dr.  Hall  is  a clinical  instructor  in  the  department  of 
hematology  at  the  University  of  Cincinnati  Medical  Center  and  former  secretary-treasurer 
of  the  Cincinnati  Society  of  Clinical  Oncology. 

RAFAEL  M.  RAMIREZ,  M.D.,  is  a board  certified  neurological  surgeon  in  private 
practice.  Dr.  Ramirez  is  assistant  director  of  the  neurosurgical  training  program  at 
Good  Samaritan  Hospital,  Cincinnati. 

WAGIH  M.  SHEHATA,  M.D.,  F.F.R.,  is  a board  certified  radiation  therapist  and 
director  of  radiotherapy  at  Good  Samaritan  Hospital  in  Cincinnati.  A fellow  of  the 
Royal  College  of  Radiologists,  London,  Dr.  Shehata  has  also  practiced  and  taught  at 
Cairo  University,  Egypt  and  Rush-Presbyterian-St.  Luke's  Medical  Center,  Chicago.  He 
is  presently  an  associate  clinical  professor,  department  of  radiology.  University  of 
Cincinnati. 

FOROOGH  K.  JAZY,  M.D.,  is  a radiation  oncologist  affiliated  with  Good  Samaritan 
Hospital  in  Cincinnati.  Board  certified  in  radiation  therapy.  Dr.  Jazy  is  associate  attending 
staff  in  radiation  therapy  at  Good  Samaritan  and  an  assistant  professor  of  radiology 
at  the  University  of  Cincinnati. 


A 24-year-old  white  female  was 
admitted  to  our  institution  with  a 
year’s  history  of  pain  in  the  upper 
thoracic  spine.  Three  weeks  prior  to 
admission  she  noticed  numbness  and 
weakness  of  the  lower  part  of  her 
body  from  the  nipple  area  down.  The 
chest  roentgenogram  and  tomogram 
of  the  dorsal  spine  (Figure  1 ) revealed 
the  presence  of  a 9cm.  rounded  mass 
in  the  left  posterior  mediastinum 
overlying  the  third  rib  and  collapse 
of  the  third  dorsal  vertebra. 

Myelography  revealed  a complete 
extradural  block  at  D3  interspace.  An 
emergency  decompressive  laminec- 
tomy was  performed  with  complete 
return  of  her  motor  function.  A tu- 
mor was  found  surrounding  and  ex- 
tending into  the  body  of  the  third 
dorsal  vertebra.  It  also  extended  into 
the  epidural  space  and  laterally  on 
the  posterior  portion  of  the  third  and 
fourth  ribs.  The  rib  portion  of  the 
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Figure  1 

Case  2:  Laminogram  of  the  mediastinum 
shows  compression  of  D3  vertebral  body 
and  bilateral  soft  tissue  mass  at  this  level. 


tumor  was  well  encapsulated  and 
completely  removed.  The  extradural 
portion  of  the  tumor  was  partially 
resected.  Postoperatively,  she  re- 
ceived 4,200  rads  by  two  posterior 
wedge  oblique  ports  utilizing  21 
treatments  in  49  days.  The  patient 
was  free  of  disease  until  18  months 
later,  when  weakness  of  the  left  upper 
extremity  developed.  Repeat  my- 
elogram revealed  an  extra  dural 
block  at  C7  with  diffuse  infiltration 
of  the  tumor  up  to  the  C5-C6  epi- 
dural space.  She  received  4,000  rads 
in  four  weeks  in  the  Cl  to  C3  epi- 
dural space. 

Six  months  after  conclusion  of 
therapy,  the  patient  developed  pro- 
gressive weakness  of  her  lower  ex- 
tremities. Myelogram  revealed  an 
extra-dural  mass  at  D10,  Dll  and 
twelfth  dorsal  spine.  She  underwent 
laminectomy  with  partial  excision  of 
epidural  paraganglioma  with  no  re- 
covery in  her  paraplegia.  Her  chest 
Xray  also  showed  lung  nodules.  At 
this  writing,  patient  was  in  the  hos- 
pital with  progressive  lung  metas- 
tases  and  recurrent  mediastinal  mass. 

Discussion 

The  morphologic  appearance  of 
the  two  cases  (Figures  2 and  3)  was 
identical  to  that  classically  described 
for  the  aortico-sympathetic  para- 
ganglioma. This  was  mainly  a small 
mass  of  round  uniform  cells  sup- 
ported by  a highly  vascular  fibrous 
tissue  stroma,  with  mild  pleo- 


Figure  2 

Case  1:  Tumor  shows  marked  cellular  and 
nuclear  pleomorphism.  Hyalinized  blood 
vessels  are  present. 


Figure  3 

Case  2:  Relatively  uniform  polyhedral 
cells  arranged  in  cell  nests  surrounded  by 
delicate  vascular  fibrous  tissue.  Colla- 
genous fibrous  tissue  septa  are  also  noted. 
(Reticulin  stain) 


morphism  and  numerous  argy- 
rophilic  granules  within  the  tumor 
cells  (by  Bodian  and  Fontana  stains). 

Intrathoracic  paragangliomas  are 
very  rare  tumors.  Despite  its  rarity, 
problems  encountered  in  the  diag- 
nosis and  proper  treatment  ensure 
continued  interest  in  such  tumors. 


The  extra-adrenal  paraganglion 
system  comprises  minute  macro- 
scopic bodies  and  microscopic  cell 
groups  associated  with  the  auto- 
nomic nervous  system.  These  are 
distributed  symmetrically  and  seg- 
men tally  in  the  para-axial  regions  of 
the  trunk  and  in  the  vicinity  of  the 
ontogenetic  gill-arches. 

Glenner  and  Grimley6  divided  the 
extra-adrenal  paragangliomas  into 
four  groups  on  the  bases  of  location, 
innervation  and  histology:  bran- 
chiometric,  aorticosympathetic,  vis- 
ceral autonomic  and  intravagal.  The 
aorticosympathetic  paraganglioma 
are  associated  with  segmental  ganglia 
of  the  sympathetic  chain,  and  as  such 
are  found  along  the  costovertebral 
sulcus  in  both  the  thorax  and  retro- 
peritoneum.  Both  of  our  patients’ 
tumors  were  arising  in  the  para-ver- 
tebral area  without  a clear  relation- 
ship to  the  aorta. 

Eight  out  of  1 1 patients  reported 
in  the  literature  with  aortico-sym- 
pathetic paraganglioma  were  alive 
and  free  of  disease  up  to  2 to  15  years 
followup  (seven  out  of  eight  had 
complete  excision).  Two  of  the  re- 
maining three  patients  were  alive 
with  documented  residual  disease 
(post  surgery):  one  of  them  for  four 
and  a half  years.  The  remaining  one 
died  during  surgery.  One  of  these 
eight  patients  developed  second  par- 
aganglioma. None  of  the  eleven  pa- 
tients developed  distant  metastases. 

Complete  excision  is  the  treatment 
of  choice  with  relatively  good 
survival513  in  patients  with  para- 
gangliomas. Although  radiation 
therapy  has  proven  ineffective  as  the 
primary  treatment  of  the  paragan- 
glioma, there  has  been  a significant 
reduction  in  tumor  vascularity  fol- 
lowing irradiation  therapy,"  and  it 
is  a useful  adjuvant  therapy  in  par- 
agangliomas, particularly  for  those 
tumors  which  can  not  be  completely 
excised.12  -41 


References 

A complete  list  of  references  for  “In- 
trathoracic Paraganglioma  Arising  from 
Aorticosympathetic  Paraganglion,”  may 
be  obtained  by  writing  the  Illinois  Medical 
Journal,  55  E.  Monroe,  Suite  3510,  Chi- 
cago 60603. 


for  August,  1981 


103 


Special  Articles 


Inexpensive  Data  Retrieval  in  the  Office 

By  John  F.  Monroe,  M.D.  And  R.  M.  Gulley,  M.D./Peoria 

The  authors  describe  a system  for  retrieval  of  data  in  an  ambulatory  internal 
medicine  educational  unit.  The  system  is  based  on  the  use  of  patient  cards,  birth 
month  filing,  problem  oriented  medical  record,  an  adaptation  of“Pri-Care  Code” 
and  a manual  McBee  Keysort  card  system.  The  system  is  easy  to  install,  inexpensive 
and  adaptable  to  primary  care  practices.  It  provides  a ready  means  for  implementing 
preventive  care  practices,  determining  practice  size  and  demographic  characteristics, 
auditing  physician  behavior,  facilitating  research,  and  administering  an  educational 
program  for  primary  care  residents. 


The  most  frequent  patient-physician  interac- 
tion occurs  in  the  physician’s  office.  Until  re- 
cently, this  was  one  of  the  least  critically  examined 
and  most  neglected  study  areas  of  clinical  med- 
icine. The  increasing  interest  in  understanding 
health  care  delivery,  expanding  health  mainte- 
nance techniques,  establishment  of  cost-effective 
strategies,  outpatient  training  of  primary  care 
residents  and  measuring  of  CME  value  all  em- 
phasize the  importance  of  this  area  and  the  need 
for  individual  practice  data. 

Our  interest  in  developing  an  office  record  sys- 
tem with  inexpensive  data  retrieval  capabilities 
was  primarily  prompted  by  educational  require- 
ments. We  identified  a need  to  develop  a system 
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practitioner  affiliated  with  St.  Francis 
Hospital-Medical  Center  in  Peoria.  A 
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to  help  us  evaluate  each  resident’s  range  of  ex- 
perience and  ability,  and  to  demonstrate  a system 
to  the  residents  which  could  be  utilized  in  their 
future  private  practices. 

Design  objectives  for  the  office  data  retrieval 
system  were  stated  as  follows:  (1)  The  system 
must  be  inexpensive;  (2)  It  must  operate  with 
usual  office  personnel;  (3)  It  must  require  min- 
imum physician  time;  (4)  It  must  be  compatible 
with  most  established  office  systems;  (5)  Its  com- 
plexity must  increase  in  a step-wise  fashion  with- 
out alteration  of  early  steps  and  (6)  It  must  be 
easy  to  convert  to  computer  use  when  econom- 
ically feasible. 

Office  Characteristics 

Patients:  Our  practice  included  approximately 
1000  active  patients  ages  12  to  94.  The  patients 
constitute  a wide  spectrum  of  socio-economic 
status. 

Physicians:  Two  attending  internists  and  ten 
second  and  third  year  internal  medicine  residents 
practice  in  this  “model  office.”  Each  resident  has 
a panel  of  patients  assigned  to  his  care  for  the 
three  years  of  his  residency.  The  resident  functions 
as  the  patients’  private  physician,  as  do  the  at- 
tendings,  and  see  other  physician’s  patients  only 
when  they  are  covering  for  vacation  or  meeting 
times.  In  effect,  the  office  is  designed  to  function 
as  a large  “group  practice”. 

Staff:  There  are  four  full  time  employees:  a 
medical  secretary-receptionist,  a medical  tran- 
scriptionist,  an  RN,  and  a clinical  assistant. 
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Records:  The  chart  for  each  patient  is  an  8V2  x 
1 1"  folder  containing  all  of  the  patient  identifi- 
cation and  the  complete  medical  record.  Each 
chart  has  a problem  list  derived  from  the  Weed 
Problem  Oriented  Medical  Record  System.1  The 
charts  were  filed  alphabetically. 

System  Implementation 

Filing  System  Revision:  A Rolodex®  card  was 
typed  for  each  patient.  It  contained  the  patient’s 
name,  address,  phone  number,  and  physician. 
These  cards  were  filed  alphabetically. 

The  charts  were  refiled  by  grouping  them  into 
12  sets  determined  by  the  patient’s  birth  month. 
Each  set  therefore  designated  a month  and  was 
so  numbered  ( i.e .,  January  #1,  October  #10). 

The  charts  within  each  birth  month  set  were 
randomly  assigned  consecutive  numbers,  1 to 
infinity;  each  individual  chart  had  a unique  num- 
ber, such  as  1-12  (twelfth  chart  of  January)  or 
1 0-33  (thirty-third  chart  of  October).  This  number 
was  entered  on  the  patient’s  Rolodex  card  and 
chart. 

Each  month  was  given  a unique  color  coding 
by  means  of  colored  tape  placed  on  the  chart 
where  it  was  visible  when  the  chart  was  filed. 

Chart:  The  entries  on  each  problem  list  were 
coded  with  a Pri-Care  number.2  This  code  consists 
of  a Roman  numeral  topic  heading  and  an  Arabic 
numeral  designating  a specific  diagnosis.  The  code 
is  a modification  of  the  International  Classifi- 
cation of  Diseases-Amended  Code. 

McBee  Keysort  Card:  Specific  locations  on  a 
double  row  8 x 5"  McBee  Keysort®  card  were 
assigned  to  all  data  desired  for  recall  evaluation. 
This  included  patient  identification,  age,  sex,  race, 
physician,  and  all  Pri-Care  numbers. 

The  punching  of  the  Keysort  card  was  simpli- 
fied by  tracing  a Keysort  card  outline  on  a full 
sheet  of  paper  with  the  specific  definition  of  each 
hole  printed  on  the  margins  of  the  paper.  This  is 
then  put  in  a glassine  cover  to  form  a template 
(Figure  1). 

Coding  the  card  for  punching  consists  of  placing 
the  unpunched  card  on  the  template  and  by  direct 
reading  of  labels  marking  the  holes  to  be  punched 
with  a colored  wax  pencil. 

Correct  punching  of  the  card  then  was  done  by 
punching  out  the  marked  areas. 

Maintenance  of  a System 

Adding  New  Patients:  As  a new  patient  enters 
the  practice,  the  chart  number  assigned  is  the 
number  of  the  birth  month  of  the  patient  plus 
the  next  open  sequential  number  in  that  month. 
The  Rolodex  card,  problem  list,  Pri-Care  code 


and  McBee  card  are  complete  as  described  above. 

Updating  Established  Patients:  With  the  ad- 
dition of  new  problems  or  higher  resolution  of 
old  problems,  the  problem  list  is  changed  by  the 
physician.  The  staff  then  Pri-Care  codes  the  new 
entry  and  enters  the  data  on  the  Keysort  card. 

System  Cost 

Material  costs  were  approximately  $ 1 35.00  to- 
tal. 

Time  Costs:  The  typing  of  the  Rolodex  cards 
took  approximately  25  hours  and  was  done  in 
spare  moments  by  the  secretary  over  one  month’s 
time.  The  refiling  and  color  coding  by  birth  month 
and  entering  the  number  on  the  chart  and  Rolodex 
cards  was  done  by  the  four  office  staff  members 
in  a three  hour  period  after  office  hours.  Entering 
of  the  Pri-Care  code  on  each  problem  list  was 
done  in  spare  time  by  office  staff  over  a two 
month  period.  Approximately  25  staff  hours  were 
required. 

Patient  identification,  problem  list,  Pri-Care 
number,  chart  number  and  physician  entries  on 
the  Keysort  card  and  the  punching  of  that  card 
were  done  by  the  same  staff  and  took  approxi- 
mately 25  hours.  Physician  time  was  limited  to 
explanation  and  demonstration  only;  no  direct 
involvement  was  required.  The  supervision  of 
the  institution  of  this  system  was  performed  by 
one  of  the  authors  who  had  had  no  previous  ex- 
perience with  the  system.  Figure  2 demonstrates 
the  use  of  the  cards.  The  “desired  cards”  fall  in 
response  to  insertion  of  the  probe. 

Results 

We  feel  this  system  has  met  our  design  objec- 
tives. As  the  figures  show,  the  system  is  inex- 
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Figure  2 

Sorting  the  Cards 


pensive  and  was  implemented  by  regular  office 
staff  with  minimal  physician  explanation  and 
time  investment.  The  Keysort  Coding  System  is 
a binary  code  and  can  be  easily  adapted  to  com- 
puter techniques  without  the  need  to  handle  the 
patient’s  chart.  As  the  major  component  of  the 
system  is  the  patient’s  chart,  which  is  present  in 
all  office  systems,  it  is  readily  adaptable  to  most 
offices.  In  the  eighteen  months  that  we  have  used 
the  system,  we  have  realized  a number  of  benefits. 

Office  Procedure  Benefits 

Reduction  of  filing  errors:  The  switch  from  an 
alphabetical  filing  system  to  a numerical  one  and 
addition  of  color  coding  has  markedly  reduced 
frequency  and  severity  of  filing  errors. 

Screening  facilitation:  Shortly  after  completing 
the  system  we  were  able  to  begin  a health  screen- 
ing program.  Each  patient’s  chart  is  now  reviewed 
two  months  prior  to  his  birthday  month.  Utilizing 
a screening  form  placed  on  the  chart,  his  health 
screening  needs  are  identified  and  he  is  mailed 
a card  advising  him  to  call  the  office  for  an  ap- 


pointment to  complete  his  health  screening 
maintenance  needs.  For  example,  in  early  August, 
the  October  charts  are  reviewed,  contact  initiated 
and  appointments  scheduled,  allowing  for  esti- 
mation of  the  October  work  load. 

Practice  data:  Since  implementation  of  the  sys- 
tem, we  have  ready  access  to  data  regarding  the 
practice  not  previously  available.  This  includes 
a continual  update  of  the  size  of  the  practice  and 
the  demographic  characteristics  including  male- 
female  ratio,  age,  percentage  on  public  aid,  etc. 

Recall  capabilities:  The  system  allows  us,  with 
ready  and  easy  access,  to  recall  those  patients 
with  specific  problems  when  new  therapeutic 
modalities  become  available  or  other  information 
becomes  known.  For  example,  with  the  availa- 
bility of  pneumococcal  vaccine,  this  system  al- 
lowed us  to  pull  the  charts  on  all  of  those  patients 
who  possessed  coded  problems  identifying  them 
as  a member  of  a high  risk  group  and  in  need  of 
the  vaccination. 

Benefits  for  Education 

Resident  education:  The  system  allows  the  di- 
rector of  the  office  immediate  access  to  each  in- 
dividual resident’s  patient  panel,  giving  control 
over  the  size  of  that  panel  and  the  characteristics 
of  the  problems  each  resident  is  responsible  for 
following.  In  addition,  when  a resident  completes 
his  three-year  tour  in  the  office,  his  patient  panel 
can  be  redistributed  among  new  residents  coming 
into  the  practice  in  an  ordered  manner,  allowing 
for  maximum  utilization  of  the  clinical  material. 

Audit  capabilities:  We  have  instituted  several 
audits  on  specific  topics  since  application  of  this 
system.  For  example,  we  defined  criteria  and  then 
reviewed  our  performance  in  treatment  of  hy- 
pertension. Even  in  the  context  of  an  educational 
office,  several  glaring  deficiencies  were  noted  in 
our  approach  to  the  treatment  of  hypertension  in 
individual  patients. 

Board  recertification  requirements:  One  of  the 
authors  recently  became  due  for  recertification 
in  family  practice.  The  American  Board  of  Family 
Practice  requires  review  of  specific  charts  from 
the  physician’s  office  practice.  These  charts  are 
requested  from  a disease-oriented  standpoint,  i.e., 
the  physician  is  asked  to  produce  a certain  number 
of  patients  with  chronic  obstructive  pulmonary 
disease,  diabetes,  obesity,  etc.  This  system  al- 
lowed that  activity  to  take  place  in  1 5 minutes’ 
time,  and  saved  several  hours’  searching  to  iden- 
tify proper  charts  under  previous  circumstances. 

Benefits  for  Research 

Application  of  the  system  in  our  office  has 
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allowed  us  to  institute  several  clinical  research 
projects.  We  have  begun  a controlled  study  eval- 
uating the  utility  of  behavior  modification  as  an 
approach  to  treating  obese  hypertensives.  This 
system  allowed  us  to  pull  all  of  those  patients 
who  had  obesity  and  hypertension  within  10 
minutes.  The  cards  could  be  assigned  in  a random 
fashion,  utilizing  a table  of  random  numbers,  into 
a control  and  experimental  group  within  30  min- 
utes. 

Discussion 

Several  illustrative  areas  are: 

Office  Management—  When  additions  to  office 
personnel  or  laboratory  equipment  are  consid- 
ered, many  office  systems  do  not  readily  provide 
the  data  base  for  an  adequate  cost-effective  de- 
cision. With  this  system,  if  glucose  analyzer  is 
considered,  cards  of  diabetics  are  sorted,  charts 
pulled,  and  number  and  types  of  diabetes  are 
recorded.  The  total  number  of  glucoses  done  on 
these  patients  are  counted  and  a data  base  is  de- 
veloped. The  same  type  procedure  can  be  used 
for  any  specific  disease(s)  that  require  specific 
laboratory  tests  or  special  office  handling,  such 
as  identifying  the  need  for  a nurse  practitioner 
to  work  with  hypertensives. 

Physician  Performance— “How  well  do  I care 
for  Hypertensives?”  is  an  easily  answered  ques- 
tion. The  staff  sorts  the  Keysort®  cards  and  pulls 
the  identified  charts.  Blood  pressures  obtained  in 
this  group  during  the  past  year  are  then  recorded. 
Laboratory  tests  and  physical  examinations  of 
target  organs  are  checked  as  done  or  not  done. 
In  a short  time,  the  physician  can  examine  a rec- 
ord of  his  performance. 

CME  Needs— With  many  states  now  requiring 
CME  credits  for  licensure  (as  well  as  board  cert- 
ification requirements  for  CME)  this  area  has 
become  more  important.  The  number  of  CME 
courses  has  also  increased  dramatically,  and  the 
physician  is  confronted  with  the  problem  of  how 
to  choose.  By  using  practice  self-audit,  areas  for 
education  are  rapidly  identified.  These  may  be 
common  conditions  that  present  problems,  or 
conversely,  conditions  rarely  seen  in  a particular 
practice  which  require  a refresher  course. 

Research 

The  need  for  collected  research  reports  from 
well-run  private  ambulatory  care  offices  is  self- 
evident.  Studies  from  the  usual  university  out- 
patient clinics  may  not  reflect  the  degree  of  con- 
trol, patient  compliance,  and  natural  history  of 
disease  experienced  in  private  practice. 

As  Smith3  pointed  out  in  a recent  overview, 


the  published  data  on  the  effect  of  treatment  of 
mild  hypertensives  is  based  on  less  than  400  peo- 
ple and  a period  of  observation  is  less  than  eight 
years.  Compare  this  with  the  wealth  of  data  al- 
ready on  file  in  the  offices  of  ambulatory  care 
physicians. 

Finnerty,4  in  a companion  article  to  Smith’s, 
commented  on  the  reasons  for  lack  of  compliance 
in  hypertensives  in  one  clinic.  These  points  in- 
cluded: (1)  Long  wait  for  physician,  average  2.5 
hours;  (2)  Long  wait  for  medicines,  average  1.8 
hours,  (3)  Poor  follow-up;  (4)  A poor  or  non- 
existent doctor-patient  relationship  and  (5)  Side 
effects  of  antihypertensive  agents. 

Certainly  the  first  four  listed  are  not  usual  find- 
ings in  private  practice  and  the  fifth,  while  real, 
may  also  be  related  to  the  first  four.  An  inex- 
pensive data  retrieval  system  such  as  this  would 
readily  permit  integration  of  several  differing 
practices. 

Practice  Benefits—  When  yearly  examinations 
are  used  for  health  maintenance  it  is  simple  for 
the  staff  to  review  charts  and  contact  patients  for 
their  appointments.  The  charts  are  filed  by  month 
so  the  review  may  be  done  without  individual 
chart  finding. 

The  most  difficult  measure  of  patient  compli- 
ance is  to  find  the  individual  who  did  not  make 
the  appropriate  appointment.  The  filing  by 
months  in  which  routine  examinations  should  be 
scheduled  allows  identification  of  those  who  did 
not  respond  to  their  notification. 

Conclusion 

We  have  described  an  office  information  re- 
trieval system  that  can  be  implemented  in  a step- 
wise fashion.  This  system  works  well  for  us  in 
answering  questions  concerning  our  practice.  It 
is  only  a tool  and  ultimate  benefits  are  determined 
by  user  needs. 

With  the  increase  in  practice  complexity  and 
declining  cost  of  computers,  electronic  data  proc- 
essing will  eventually  be  available  for  most  offices. 
Until  then,  this  system  provides  a low  cost 
method  that  fulfills  most  needs.  The  possibilities 
and  applications  of  this  system  are  limited  only 
by  the  questions  asked  by  the  user.  ◄( 
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Medical  Student  Section  in  Action 


Part  Two 


A Medical  Education:  Only  For  The  Rich? 


Last  month’s  column  reported  on  the  high  cost 
of  U.S.  medical  education  and  described  various 
student  loan  programs.  Many  of  these  programs 
have  since  been  eliminated  or  curtailed.  However, 
the  high-interest  Health  Education  Assistance 
Loan  (HEAL)  program  is  in  full  operation  and 
will  be  expanded. 

HEAL  programs  and  their  counterparts  result 
in  excessively  large  loan  debts  when  medical 
training  is  completed.  For  example,  borrowing 
$10,000  for  each  of  four  years  at  15%  interest 
(4%  below  the  current  rate)  would  mean  a debt 
of  $192,000  accrued  for  payment  in  a ten  year 
period  after  residency.  Extending  the  payback 
period  to  1 5 years,  the  amount  repaid  jumps  to 
$252,000.  Certainly,  students’  debts  will  rise  un- 
der such  programs,  perhaps  with  a concomitant 
rise  in  default  rates. 

Medical  school  financial  aid  officers  must  take 
the  first  steps  in  easing  this  dilemma.  Students 
must  be  explicitly  informed  of  the  ramifications 
of  accruing  a debt.  Although  repayment  provi- 
sions are  noted,  monthly  payments,  taxes,  in- 
surance and  cost  of  living  expenses  are  not 
corelated  with  the  anticipated  income.  Debts  of 
$100,000  and  more  are  common.  Students  will 
certainly  be  unable  to  deal  with  such  debts  if 
adequate  instruction  is  not  given. 

The  debts,  however,  must  be  kept  at  a reason- 
able level  or  no  amount  of  “debt-management 
instruction”  will  help.  Since  the  federal  govern- 
ment is  bowing  out  of  the  financial  aid  market, 
state  and  local  governments,  medical  schools  and 
organized  medicine  must  assume  part  of  the  bur- 
den. New  loan  programs  supported  at  all  levels 
must  be  developed. 


It  is  hoped  that  ISMS  will  support  establish- 
ment of  state  and  local  government  loan  programs 
for  medical  students.  Illinois  already  spends  mil- 
lions of  dollars  in  support  of  its  state  medical 
schools  and  tuition  has  remained  affordable. 
However,  as  costs  of  living  rise  and  students’  in- 
comes remain  at  zero,  new  loans  to  offset  these 
increases  become  necessary. 

Sharing  the  responsibility  of  financing  medical 
education,  ISMS  has  recognized  its  charge  and 
hopes  to  fund  100  Illinois  medical  students  in 
1985.  County  societies  need  to  get  on  this  band- 
wagon as  well.  Most  important,  a tenable  mech- 
anism for  such  programs  is  needed.  ISMS’ 
commendable  role  in  assisting  medical  students 
in  financing  their  educations  will  soon  become 
an  important  source  of  funds. 

In  addition  to  ISMS,  individual  physicians  need 
to  become  aware  of  the  sudden  paucity  of  funds 
and  increasing  cost  of  medical  education.  Indi- 
viduals might  consider  helping  a medical  student 
through  school.  Such  a practice  already  occurs  in 
Illinois  on  a small  scale;  the  impact  on  the  lives 
of  those  students  supported  is  certainly  significant. 

Finally,  loans  and  grants  by  private  industries 
within  Illinois  presently  provide  a limited  but 
meaningful  source  of  monies.  ISMS  should  con- 
sider soliciting  businesses  statewide  to  support 
medical  education. 

In  short,  there  is  an  urgent  need  for  attention 
to  financial  aid  for  medical  students.  Medical 
student  sponsored  bakesales  and  carwashes  are 
not  the  solution.  It  is  time  for  all  those  involved 
in  medicine  and  medical  education  to  devise  a 
workable  blueprint  for  the  education  of  our  phy- 
sicians. <4 

Michael  L.  Nieder 
Chairman,  ISMS-MSS 
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MEDICAL 

DIRECTOR 

Rapidly  expanding  mental  health  center  in  need  of  a Medical 
Director  who  would  be  responsible  for  the  administration  of  medical 
care  and  for  the  medical  treatment  of  all  patients  of  the  Center. 
Specific  duties  will  include  organization  and  performance  of  the 
Quality  Assurance  Program,  preventative  and  consultative  services, 
medical  records  supervision,  provision  of  medical  evaluations, 
scheduling  of  psychiatric  time  for  case  staffing,  and  24-hour  psy- 
chiatric coverage.  Excellent  opportunity  for  a dynamic  psychiatrist 
interested  in  community  mental  health  and  seeking  a challenge. 
Applicants  must  be  board  certified  or  eligible  in  Psychiatry  and 
licensed  in  the  State  of  Indiana.  Must  have  successfully  completed 
a 3-year  residency  approved  by  the  American  Board  of  Psychiatry 
and  Neurology.  At  least  2 years  experience  in  a related  field  and/ 
or  experience  working  with  a multi-disciplinary  staff  is  preferred. 
Send  resume  to: 


Glenn  A.  Kuipers 
Center  Director 
TRI-CITY  COMMUNITY 
MENTAL  HEALTH  CENTER 
3901  Indianapolis  Blvd. 

East  Chicago,  IN  46312 

An  Equal  Opportunity  Employer 


*Clemens,  Raymond  R.,  Joliet,  died  June  28,  1 98 1 
at  the  age  of  5 1 . Dr.  Clemens  was  a 1 960  graduate 
of  the  University  of  Michigan  Medical  School. 


*Delfosse,  John  F.,  Chicago,  died  June  27,  1981 
at  the  age  of  62.  Dr.  Delfosse  was  a 1 942  graduate 
of  the  Loyola  University  Stritch  School  of  Med- 
icine. 


*Holmes,  George  W.,  Chicago,  died  June  11,  1981 
at  the  age  of  71 . Dr.  Holmes  was  a 1937  graduate 
of  Rush  Medical  College. 


**Johnson,  Arthur  Green,  Arizona,  died  April  7, 
1981  at  the  age  of  97.  Dr.  Johnson  was  1910 
graduate  of  the  University  of  Illinois  School  of 
Medicine. 


**Levinson,  Yale  N.,  Florida,  died  January  4, 
1981  at  the  age  of  90.  Dr.  Levinson  was  a 1917 
graduate  of  the  University  of  Illinois  School  of 
Medicine. 


**Sehring,  George  H.,  Joliet,  died  June  17,  1981 
at  the  age  of  78.  Dr.  Sehring  was  a 1929  graduate 
of  the  University  of  Michigan  Medical  School. 


**Spafford,  Howard  Everett,  DeKalb,  died  May 
6,  1981  at  the  age  of  77.  Dr.  Spafford  is  a 1930 
graduate  of  the  University  of  Michigan  Medical 
School.  M 


* Indicates  ISMS  member 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Northern  Illinois  Office 
T.  J.  PANDAK,  J.  C.  KUNCHES, 

L.  R.  GANNON,  and  W,  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
. W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 


The  American  College  of 
Stomatologic  Surgeons 
Sponsors  Its  Third  Annual 
Advanced  Cardiac  Life  Support 
In  Cooperation  With 
The  Department  of  Oral  and 
Maxillofacial  Surgery 
Loyola  University  Medical  Center, 
Maywood,  Illinois 

Course  Director:  Fern  R.  Sanner,  M.D. 
Clinical  Professor  Anesthesiology 
Department  of  Oral  and  Maxillofacial  Surgery 
Loyola  University  Medical  Center 
Maywood,  Illinois 

November  21  and  22,  1981 
(a  two  day  seminar) 

For  further  information  and  registration  forms,  contact: 
Dr.  Fern  R.  Sanner  or 
Dr.  Nicholas  C.  Choukas 
Department  of  Oral  and  Maxillofacial  Surgery 
Loyola  University  School  of  Dentistry 
2160  South  First  Avenue 
Maywood,  IL  60153 
Phone:  312-531-3625 


PHYSICIAN 

Blue  Cross  Blue  Shield,  an  established  leader  in 
the  health  insurance  industry,  seeks  an  Illinois- 
licensed  Physician  to  assume  a broad  scope  of 
medical  administrative  responsibilities.  An  active 
medical  practice  background  that  includes  hospital 
experience  and  experience  in  administrative  med- 
icine represents  the  desired  professional  require- 
ments. 

Position  responsibilities  will  encompass: 

• Review  of  major  claims 

• Research  and  update  of  drug,  procedure,  testing  and 
medical  policy  information 

• Divisional  communications,  organization  and  policy- 
making 

• Employee  health  clinic 

• Review  of  medicare  regulations 

• Orientation  of  hospital  staff  physicians. 

For  confidential  consideration,  forward  letter  or 
resume,  or  call: 

Mary  Roney 
(312)  661-4566 

Blue  Cross  Blue  Shield 

233  N.  Michigan  Ave. 

Chicago,  IL  60601 

An  Equal  Opportunity  Employer  M/F 


*7  Quit"  Clinics 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  has  facilitated  a series  of  “I  Quit 
Smoking”  clinics  around  the  state.  The  clinics 
are  held  for  five  days  in  1 V2  hour  sessions. 

Inquiries  should  be  addressed  to  the  Council 
at  20  N.  Wacker  Drive,  Room  1240,  Chicago 
60606.  Telephone  (312)  346-4675. 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  coordinates  and  helps  its  member 
agencies  combat  the  serious  health  hazards  of 
smoking  and  provides  liaison  with  the  National 
Interagency  Council  on  Smoking  and  Health. 

The  Journal  will  carry  this  listing  on  a regular 


basis,  and  urges  Illinois  physicians  to 
patients  of  this  service. 

notify  their 

September  7 

Hinsdale  Sanitarium  & 
Hosp.  & A.C.S. 

Hinsdale 

September  8 

St.  Francis  Hosp.  & A.C.S. 

Blue  Island 

October  5 

Hinsdale  Sanitarium  & 
Hosp.  & A.C.S. 

Hinsdale 

October  5 

Lake  Forest  Hospital  & 
A.C.S. 

Lake  Forest 

October  5 

Grant  Hospital  & Chicago 
Lung  Assn. 

Chicago 

October  12 

Christ  Hospital  & A.C.S. 

Oak  Lawn 

October  19 

Sherman  Hospital  & A.C.S. 

Elgin 

October  20 

Decatur  Memorial  Hospital 
& A.C.S. 

Decatur 

October  20 

Lutheran  General  Hosp.  & 
A.C.S. 

Park  Ridge 

October  25 

Victory  Memorial  Hospital 

Waukegan 

October  26 

St.  Francis  Hospital  & 
A.C.S. 

Evanston 

November  3 

St.  Francis  Hospital 

Blue  Island 

November  9 

Rockford  YWCA  & North- 
ern Illinois  Interagency 
Council  on  Smoking 

Rockford 

November  16 

St.  Therese  Area  Trauma 
Satellite 

Lake  Villa 

December  7 

Christ  Hospital  & A.C.S. 

Oak  Lawn 
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Quarterly  Reports:  July  1 -December  30,  1980 

Formal  Decision  Regarding  Discipline 
Of  Medical  Professionals 
Ordered  by  the  State  of  Illinois 
Department  of  Registration  and  Education 

This  report  includes  formal  decisions  regarding  issuance,  refusal  to  issue,  restoration,  renewal  or 
refusal  to  renew,  revocation  and  suspension  of  licenses  and  probationary  or  other  disciplinary  action 
taken  by  the  Department.  It  does  not  include  formal  decisions  involved  in  the  Director’s  approval 
of  board  or  committee  recommendations  to  issue  licenses  to  persons  passing  licensure  examinations. 


MEDICAL  PROFESSION 

FORMAL  DECISIONS  REGARDING  DISCIPLINE 
ORDERED  BY  THE  DEPARTMENT  OF  REGISTRATION  AND  EDUCATION 


Name  & Address 
Profession 

Act  (111.  Rev. 

Stat.)  & Section 
And/Or  Rule  Violated 

Discipline 
Ordered 
Case  Number 

Date 

Ordered 

Jerome  J.  Lubin 
715  South  Bradley 
Santa  Maria,  Cal. 
MEDICAL  DOCTOR 
36-23076 

Chpt. Ill,  Sec.  4433  (1  1) 
Respondent’s  license  as  a phy- 
sician in  the  State  of  California 
was  revoked. 

Revocation 

78-113 

7-8-80 

William  F.  McNabola 
30  North  Michigan 
Room  722 

Chicago,  Illinois  60602 
MEDICAL  DOCTOR 
36-031579 

Chpt.  Ill,  Sec.  4433  (19) 
Respondent  admits  that  cir- 
cumstances surrounding 
his  prescribing  practice  indi- 
cate that  some  prescriptions 
may  have  been  written  for 
non-therapeutic  purposes. 

5 Year 

Probation  of  Medical  Li- 
cense; Revocation  and  Vol- 
untary surrender  of 
Controlled  Substances 
License 

Consent  Order  80-64 

7-8-80 

George  Housakos 
4921  N.  Western  Avenue 
Chicago,  Illinois 
MEDICAL  DOCTOR 
36-26449 

Chpt.  111.  Sec.  4433  (19) 
Respondent  wrote  improper 
prescriptions  for 
controlled  substances. 

6 Month  Suspension  of  Con- 
trolled Substances  License 
followed  by  Probation 
Consent  Order  80-76 

7-8-80 

Standiford  Helm 
636  Church  Street 
Evanston,  IL  60624 
MEDICAL  DOCTOR 
CONTROLLED  SUB- 
STANCES 
36-21868 
003-36-21868-1 

Chpt.  Ill,  Sec.  4433  (19) 
Respondent  admits  that  some 
prescriptions  may  have  been 
written  for  non-therapeutic 
purposes. 

Revocation  of  Controlled 
Substances  License 
Consent  Order  80-88 

7-31-80 

Pascual  Culala 
5758  North  Leroy 
Lincolnwood,  Illinois 
MEDICAL  DOCTOR 
036-44849 

Chpt.  Ill,  Sec.  4433  (19)  & 
Engaged  in  dishonorable, 
unethical  or  unprofessional 
conduct;  wrote  prescriptions 
for  controlled  substances  for 
other  than  therapeutic  pur- 
poses; making  and  filing  false 
records  and  reports. 

Revocation  78-140 

7-31-80 
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Name  & Address 
Profession 

Act  (111.  Rev. 

Stat.)  & Section 
And/Or  Rule  Violated 

Discipline 
Ordered 
Case  Number 

Date 

Ordered 

Jerome  J.  Wisneski 
26  Sheldon, 

Rm  502 

Grand  Rapids,  Michigan 
MEDICAL  DOCTOR 
36-040632 

Chpt.  Ill,  Sec.  4430  (4)  (11) 
(19) 

Respondent’s  license  was  sus- 
pended in  Michigan  for  1 year. 

Controlled  Substances  license 
Suspended  until  7-15-81 
Consent  Order  80-6 1 

11-21-80 

Sinisa  Princevac 
5011  N.  Lincoln 
Chicago,  Illinois 
MEDICAL  DOCTOR 
36-49181 

Chpt.  Ill,  Sec.  444 1 
Respondent  engaged  in  dishon- 
orable, unethical  and  unprofes- 
sional conduct,  of  a character 
likely  to  harm  the  public. 

Immediate  Suspension 
80-143 

11-12-80 

Leonard  Pomper 
2036  West  Madison 
10  South  Paulina 
Chicago,  Illinois  60612 
MEDICAL  DOCTOR 
36-34732 

Chpt.  Ill,  Sec.  4441 
Respondent  engaged  in  dishon- 
orable, unethical  and  unprofes- 
sional conduct  of  a character 
likely  to  harm  the  public. 

Immediate  Suspension 
80-142 

11-21-80 

Basil  Sklan 
c/o  Chester  Mental 
Health  Center 
P.O.  Box  31 
Chester,  IL  62233 
MEDICAL  DOCTOR 
36-35201 

Chpt.  Ill,  Sec.  4433 
Unprofessional  conduct. 

2 month  Suspension 

22  month  Probation  starting 

12-19-78 

2 month  Suspension  consid- 
ered served 
79-45 

12-3-80 

By  the 

Other  Formal  Decisions  Ordered 
Department  of  Registration  and  Education 

Name  & Address 
Profession 

Act  (111  Rev. 

Stat.)  & Section 
And/Or  Rule  Violated 

Discipline 
Ordered 
Case  Number 

Date 

Ordered 

Emanuel  Stolman 
P.O.  Box  1574 
Upland,  California 
MEDICAL  DOCTOR 
36-31626 

Chpt.  111.  Sec.  4446 
Petitioner  has  complied  with 
all  terms  and  conditions. 

Restoration  80-50 

8-19-80 

W.  John  Borak 
2640  S.W.  22nd  Street 
Room  1 104 
Delray  Beach,  Florida 
MEDICAL  DOCTOR 

Chpt.  Ill,  Sec.  4446 
No  evidence  was  presented  as 
to  his  competence  to  resume 
his  profession. 

Petition  for  Restoration 
Denied  80-1 

7-8-80 

Edward  Barkdull 
502  West  St.  Louis 
West  Frankfort.  IL 
MEDICAL  DOCTOR 
36-26630 

Chpt.  Ill,  Sec.  4446 
Petitioner  has  complied  with 
all  terms  and  conditions. 

Restoration  of  Controlled 
Substances  License 
Schedule  II 
80-49 

8-19-80 

Aldona  Nakutis 

c/o  Shea  & Heth,  Ltd. 

2135  S.  Maple  Avenue 

Berwyn, IL  60402 

MEDICAL  DOCTOR 

36-35374 

44-827 

Chpt.  Ill,  Sec.  4433 
Petitioner  presented  sufficient 
evidence  to  prove  rehabilita- 
tion and  good  moral  character 

Restoration  with  2 years 
Probation  79-77 

10-3-80 
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Pulse  of  the  ISMS  Auxiliary 


From  the  Desk  of  the  President 

COMING  EVENTS 

By  Bonnie  Keegan,  ISMSA  President 

Physicians  and  physicians’  spouses  take  note!  Clip  this  page  and  add  to  your  calendar  of  important 
events. 


Thursday,  September  17 
ISMSA  Leadership  Seminar-South 
Centralia 

Friday,  October  9 
ISMSA  Leadership  Seminar-North 
Chicago 

Saturday,  October  10 

Open  to  ALL 
ISMSA  Fall  Conference 
Wilmette 

“Fun,  Fitness,  and  Information” 

October  11,12  and  13,  Drake  Hotel 
AMAA  Confluence  (County  Pres. -elects) 
Chicago 

Friday,  November  6,  Springfield  Hilton 
ISMSA  Leadership  Seminar-Central 
Springfield 

Saturday,  November  8,  Springfield  Hilton 
ISMSA  Fall  Board  Meeting 
Springfield 

November  6-8  Springfield  Hilton 
ISMS  Board  and  House  of  Delegates 
Springfield 

Monday,  January  18,  1982  Palmer  House  Hotel 
ISMSA  Convention  Committee  Meeting 
Chicago 

Tuesday,  January  19,  1982, 

Rehabilitation  Institute 
ISMSA  Board  Meeting 
Chicago 

April  17  thru  21,  1982,  Palmer  House  Hotel 
ISMS  and  ISMSA  Annual  Meeting 
Chicago. 


Benefits  of  Membership 
In  ISMS  Auxiliary 

Your  membership  in  the  ISMS  Auxiliary 

enables  you: 

*To  associate  with  one  of  the  most  con- 
structively involved  health  organizations 
in  your  community 

*To  know  and  work  with  other  physicians’ 
spouses 

*To  have  a voice  in  county,  state,  and  na- 
tional affairs  of  the  Auxiliary 

*To  use  a unique  national  clearinghouse  for 
community  health  programs 

*To  receive  PULSE  the  ISMS  Auxiliary 
publication  for  and  about  physicians’ 
spouses 

*To  receive  all  AMA  Auxiliary  publications 

*To  participate  in  free  leadership  training 
and  educational  seminars 

*To  improve  health  care  and  medical  prac- 
tice by  impacting  legislation 

*To  provide  financial  assistance  to  medical 
students,  interns,  and  residents 

*To  support  important  scientific  and  med- 
ical research. 

AMA  AUXILIARY 
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Viewbox 

(Continued  from  page  81) 


Figure  2A — Patient  2 
Abnormal  midline  position  of  the  cecum. 


Diagnoses: 

Patient  Figure  1 — Plain  film  findings  indicate 
a markedly  distended  stomach  and  duodenum 
with  no  distal  GI  tract  air.  This  is  the  classic 
double  bubble  of  duodenal  atresia. 

Patient  Figure  2— Plain  film  findings  indicate 
a corkscrew  configuration  of  bowel  loops  in  the 
LUQ  indicative  of  midgut  volvolus.  The  BE  find- 
ings (Figure  2A)  indicate  a malpositioned  cecum 
overlying  the  spine. 

Patient  Figure  3— Plain  film  findings  show 
calcification  in  the  right  abdomen  with  distended 
bowel  loops  indicative  of  meconium  peritonitis 
with  bowel  obstruction. 

Patient  Figure  4— Plain  film  findings  include 
a dilated  loop  of  small  bowel  along  with  dilatation 


Figure  4A  — Patient  4 
There  is  microcolon. 


of  the  stomach  and  duodenum  without  distal  air. 
The  BE  findings  indicate  a microcolon  (Figure 
4A).  The  UGI  indicates  a dilated  stomach  and 
duodenum  with  a dilated  proximal  jejunum  in- 
dicative of  jejunal  atresia. 

Table  1 demonstrates  that  a large  number  of 
problems  can  cause  neonatal  obstruction  of  the 
stomach,  duodenum,  and  small  bowel. 

In  most  cases,  diagnosis  and  location  of  an  ob- 
struction can  be  made  by  evaluating  clinical  and 
roentgenographic  information.  To  accurately  as- 
sess the  patient  and  localize  the  site  of  obstruction, 
several  radiographs  of  the  abdomen  are  recom- 
mended. The  easiest  to  obtain  are  the  AP  upright, 
AP  supine,  and  cross  table  lateral  supine  films.1 

Duodenal  obstruction  is  much  more  frequent 
in  the  neonate  than  gastric  obstruction.  A com- 
mon cause  of  duodenal  obstruction  are  peritoneal 
bands.  The  most  frequent  type  are  Ladd’s  bands, 
which  are  often  associated  with  malrotation  and 
midgut  volvulus.1 2 The  bands  extend  from  the 
malpositioned  cecum  to  the  right  posterolateral 
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Table  1 

Causes  of  Neonatal  Obstruction 
Proximal  to  the  Colon1 

STOMACH 

Gastric  web 
Gastric  volvulus 
Gastric  outlet  obstruction 
— hypotonia 
— pylorospasm 
Gastric  membrane 
Duplication 

Gastroduodenal  intussusception 
Lactobezoar 
DUODENUM 
Instrinic 

* Atresia 
Stenosis 

* Incomplete  diaphragm 
Duplication 
Aganglionosis 
Hematoma 

Absence  of  duodenal  musculature 
Extrinsic 

‘Midgut  volvulus 

‘Bands  with  or  without  malrotation 
Preduodenal  portal  vein 
Cholecystitis 
‘Annular  pancreas 

SMALL  BOWEL 

‘Atresia 

Stenosis 

‘Meconium  ileus 

Total  colon  Hirschsprungs 

Duplication 

Volvulus 

Bands 

Meckel's  diverticulum 

Infarct  2°  to  UA  catheter 

Stricture  secondary  to  necrotizing  enterocolitis 

Intussusception 

Diaphragm 

Mesenteric  cyst 

Internal  hernia 

Idiopathic  segmental  dilatation 
Inspissated  milk  syndrome 


abdominal  wall.  They  course  over  the  third  and 
fourth  portions  of  the  duodenum  and  cause  var- 
ious degrees  of  obstruction.3 

Signs  of  obstruction  do  not  occur  in  all  infants, 
but  if  obstruction  presents  in  the  neonatal  period 
it  frequently  occurs  in  the  first  week  of  life.  Bilious 
vomiting  occurs  and  the  abdomen  is  flat.1'2  Plain 
film  findings  include  a normal  or  mildly  dilated 
duodenal  bulb  with  varying  amounts  of  air  in  the 
distal  bowel.2  The  need  for  contrast  studies  de- 
pends upon  the  degree  of  obstruction.  In  cases 
of  complete  duodenal  obstruction,  most  feel  that 
opaque  studies  are  unnecessary.  If  surgery  is  to 


Figure  5 

The  cecum  is  located  in  the  LUQ  in  this  patient  with  malrotation. 


be  delayed,  however,  an  enema  can  be  performed 
to  rule  out  a malrotation.1 4 Cecal  position  in  the 
midline  or  left  upper  quadrant  indicates  malro- 
tation. (Figure  5)  High  cecal  position  in  the  right 
upper  quadrant,  however,  is  normal  in  the  neo- 
nate.4 

In  cases  of  incomplete  duodenal  obstruction 
many  feel  that  an  opaque  enema  should  be  per- 
formed because  of  the  possibility  of  associated 
midgut  volvulus.  (A  malpositioned  cecum  indi- 
cates malrotation.)  Others  feel  that  an  UGI  should 
be  performed  since  malrotation  with  duodenal 
obstruction  can  be  found  with  normal  position 
of  the  cecum.  An  advantage  of  the  UGI  is  actual 
demonstration  of  the  site  of  obstruction.1-4  (Figure 
6) 

Malrotation  of  the  gut  predisposes  to  volvulus 
because  of  the  presence  of  a short  mesenteric  root. 
Clinical  signs  occur  in  the  first  week  of  life  and 
are  commonly  intermittent.  Occasionally,  symp- 
toms recur  for  years  prior  to  diagnosis.  The  ab- 
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Figure  6 

An  obstruction  is  evident  in  the  third  portion  of  the  duodenum 
and  was  due  to  peritoneal  bands. 


domen  is  flat  and  there  is  bilious  vomiting.  X- 
ray  findings  include  duodenal  dilatation  plus 
some  air  in  the  small  bowel.  (Figure  7)  Barium 
enema  will  demonstrate  a malpositioned  cecum 
but  an  UGI  will  demonstrate  the  site  of  obstruc- 
tion. Findings  on  UGI  include:  (1)  abnormal  lo- 
cation of  the  proximal  small  bowel  loops;  (2) 
duodenal  dilatation  with  tapering  distally  and  (3) 
spiral  or  corkscrew  configuration  of  the  upper 
jejunum.2 

Volvulus  may  be  complicated  by  ischemia  and 
is  suggested  by  blood  in  the  stool  or  vomitus  and 
clinical  deterioration.  X-ray  findings  include 
pseudotumor  caused  by  fluid  filled  bowel  loops, 
intramural  gas,  pneumoperitoneum,  gasless  ab- 
domen, or  mucosal  irregularity.  Prompt  surgical 
intervention  is  mandatory.' 

Duodenal  atresia,  usually  perimpullary,  is  an- 
other cause  of  duodenal  obstruction.  Atresia  has 


a higher  incidence  in  Down’s  syndrome.3  Clinical 
symptoms  occur  within  the  first  24  hours  of  life. 
There  is  bile  stained  vomitus,  a flat  abdomen, 
and  absent  or  abnormal  passage  of  meconium. 
The  classic  radiographic  appearance  is  the  double 
bubble  sign  with  dilatation  of  both  the  duodenal 
bulb  and  stomach.  There  is  no  air  distally  in  the 
intestine.4  If  the  child  has  recently  vomited,  10- 
15cc  of  air  can  be  injected  through  a nasogastric 
tube  to  better  delineate  the  duodenum  and  stom- 
ach. Contrast  studies  are  unnecessary  prior  to 
surgery  if  complete  obstruction  is  shown  on  plain 
films.  The  rare  occurrence  of  a bifid  bile  duct 
with  one  limb  proximal  and  one  limb  distal  to 
the  obstruction  allows  air  to  enter  the  small  bowel 
simulating  incomplete  obstruction.  Distal  air  will 
also  be  present  with  duodenal  stenosis.4 

Annular  pancreas  is  often  listed  as  a cause  of 
duodenal  obstruction,  but  because  of  the  nearly 
constant  association  of  intrinsic  obstruction  of 


Figure  7 

Findings  include  dilatation  of  the  stomach  and  duodenum  with 
air  in  LUQ  bowel  loops  due  to  malrotation  with  volvulus. 
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the  duodenum,  many  feel  that  annular  pancreas 
in  itself  is  not  the  cause  of  the  obstruction.  X- 
ray  findings  are  usually  those  of  partial  duodenal 
obstruction.1-4  (Figure  8)  Clinical  findings  are 
variable  depending  upon  the  degree  of  obstruc- 
tion. Many  patients  are  not  diagnosed  until 
adulthood.  Diagnosis  is  seldom  possible  preop- 
eratively. 

Duodenal  diaphragm  is  an  infrequent  cause  of 
duodenal  obstruction  and  can  be  missed  at  the 
time  of  surgery  if  not  specifically  sought.  Dia- 
phragms are  found  in  10%  of  patients  with  ex- 
trinsic obstruction  due  to  peritoneal  bands.4  The 
diaphragm  is  most  commonly  located  post  am- 
pullary.  As  in  other  causes  of  duodenal  obstruc- 
tion, associated  malformations  (TE  fistula, 
esophageal  atresia,  anorectal  anomaly,  and  con- 
genital heart  disease)  may  be  present.1 4 

Clinical  signs  depend  upon  the  size  of  the  dia- 
phragmatic opening.  With  a small  opening, 
symptoms  may  be  similar  to  atresia,  but  if  the 
opening  is  large,  symptoms  may  be  delayed  in 
appearance  for  months  or  years.  The  late  outcome 
is  an  intraluminal  diverticulum  in  an  adult.1 4 

The  radiographic  appearance  varies  from  nor- 
mal to  that  of  an  incomplete  duodenal  obstruc- 
tion. When  obstruction  is  incomplete  an  UGI  is 
indicated.  The  duodenal  dilatation  is  severe  with 
a characteristic  rounded  contour  of  the  distal  seg- 
ment. Passage  of  contrast  is  delayed.4  The  defin- 
itive diagnosis  of  a diaphragm  can  be  made  if 
there  is  demonstration  of  the  wall  of  the  dia- 
phragm as  a thin  lucent  line,  but  this  finding  is 
rare  in  the  neonate.  Treatment  consists  of  surgical 
resection  of  the  diaphragm.1 

Small  bowel  obstruction  is  found  secondary  to 
congenital  defects  in  one  out  of  1 500  infants.4 

Small  bowel  atresia  occurs  without  predilection 
for  the  jejunum  or  ileum.  There  may  be  multiple 
sites  of  atresia.4  5 Atresia  of  the  small  bowel  is 
felt  to  be  due  to  bowel  ischemia  occurring  late 
in  fetal  life.  This  is  in  contrast  to  duodenal  atresia 
which  is  due  to  a failure  of  recanalization  of  the 
duodenum  early  in  fetal  life. 

Clinical  symptoms  occur  in  the  first  few  days 
of  life  and  consist  of  bilious  vomiting  and  ab- 
dominal distention.  There  can  be  normal  passage 
of  meconium  since  the  atresia  develops  late  in 
fetal  life.4 

Plain  film  X-ray  findings  include  marked  dil- 
atation of  the  intestine  with  air  fluid  levels. 
Greater  numbers  of  air  fluid  levels  are  present 
with  more  distal  obstructions.  The  presence  of  a 
microcolon  suggests  the  presence  of  a complete 
small  bowel  obstruction  close  to  the  colon.  Di- 
agnosis is  fairly  easy  when  there  is  atresia  with 
only  a few  dilated  loops  of  bowel,  but  low  ileal 


Figure  8 

The  film  shows  a double  bubble  with  some  air  in  the  distal 
bowel  indicative  of  an  incomplete  duodenal  obstruction. 


occlusion  can  mimic  other  diseases  such  as  me- 
conium ileus.  The  presence  or  absence  of  micro- 
colon depends  upon  the  time  the  obstruction 
occurred  in  fetal  life  and  its  location.  If  obstruc- 
tion is  high  in  the  small  bowel  or  occurs  late  in 
fetal  life,  the  colon  can  be  normal  because  of 
meconium  formed  distal  to  the  atresia.4 

Meconium  ileus  occurs  in  10%  of  patients  with 
cystic  fibrosis.  In  addition,  most  patients  with 
meconium  ileus  also  have  cystic  fibrosis.4  The 
obstruction  is  due  to  the  increased  viscosity  of 
the  meconium  which  causes  obstruction  in  the 
distal  ileum. 

Clinically  there  is  abdominal  distention  and 
vomiting.  Complications  are  frequent  (50%  of 
cases)  and  include  volvulus,  small  bowel  atresia, 
meconium  peritonitis,  and  pseudocyst  formation. 

Meconium  ileus  or  ileal  atresia  can  also  cause 
meconium  peritonitis.  Intra-abdominal  calcifi- 
cations are  usually  residuals  of  intestinal  perfo- 
ration which  occurred  in  utero.  12  4 
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X-ray  findings  in  the  uncomplicated  meconium 
ileus  include  non-uniformly  distended  loops  of 
bowel  with  few  if  any  air-fluid  levels.  If  air-fluid 
levels  are  present,  they  are  curvilinear  rather  than 
horizontal.  A bubbly  appearance  due  to  gas  mixed 
with  meconium  can  be  seen  in  the  RLQ.1 2 4 

Diagnosis  is  confirmed  by  a contrast  exami- 
nation of  the  colon  to  exclude  rotational  an- 
omalies and  colonic  obstruction,  but  an  enema 
should  not  be  performed  if  there  are  signs  of  a 
complication.  Recommended  agents  are  Gastro- 
grafin  or  Hypaque.12  Findings  include  micro- 
colon, round  defects  in  the  distal  ileum,  and 
distended  ileal  loops  more  proximally.  Before  and 
after  the  enema,  fluid  balance  is  critical  as  the 
water  soluble  agents  are  hyperosmolar.  The  water 
soluble  agent  and  its  wetting  agent  may  be  used 
to  relieve  the  obstruction.  Repeated  fillings  may 
be  necessary  to  dislodge  the  inspissated  mecon- 
ium.2 

Intussusception  is  another  cause  of  bowel  ob- 
struction but  is  rare  in  the  first  few  weeks  of  life. 
Two-thirds  of  the  cases  are  ileocecal.1  In  the  neo- 


nate the  cause  is  usually  secondary  to  a leading 
point,  while  later  in  childhood  intussusception  is 
usually  idiopathic.4  Clinically  the  signs  are  those 
of  obstruction,  which  may  be  complicated  by  in- 
testinal ischemia.  X-ray  findings  include  obstruc- 
tion, lack  of  RLQ  gas,  and  colon  gas  outlining  a 
mass.  A barium  enema  may  be  necessary  to  make 
the  diagnosis.  Some  authors  recommend  water 
soluble  contrast  for  the  enema  study  because  of 
the  risk  of  perforation.  Surgery  is  necessary  due 
to  the  high  incidence  of  a leading  point  in  the 
neonate  with  intussusception.1 
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THE  PROBLEM 

To  invent  a 48  hour  day  and  a physician 
who  can  be  in  two  places  at  the  same 
time. 

THE  ANSWER 

A Physician  Assistant 

To  learn  more  about  the  physician  assistant 
and  how  this  trained  professional  can  be- 
come an  asset  to  your  busy  practice,  con- 
tact: 


The  Illinois  Academy 
Of  Physician  Assistants 

55  E.  Monroe  - Suite  3510 


HOSPITAL-BASED 

PHYSICIANS 

We  offer  to  bill  for  you  expertly 
at  moderate  cost. 

Your  patients  will  be  treated 
courteously,  your  account  con- 
fidentially. 

If  interested,  please  contact: 

John  Butler 
(312)  323-1661 

Illinois  Medical  Billing  Service 

23  North  Lincoln 
Hinsdale,  Illinois  60521 
(312)323  1661 
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Physician  Recruitment  Program 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians,  the  Physician  Recruitment  Program  and  the 
Doctor's  Job  Fair,  are  publishing  synopses  in  the  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any  out-of-state  physicians  seeking  an  Illinois  residence 
are  asked  to  notify  the  Program. 

Any  areas  wishing  to  be  listed  should  contact:  Mrs.  E.  Duffy,  Physician  Recruitment  Program,  ISMS,  55  E.  Monroe, 
Suite  3510,  Chicago,  60603. 


AURORA:  Population  85,000-opening  for  cardiologist  in  well- 
established  group  of  45  physicians.  Excellent  hospital  and 
clinic  space  available.  Located  50  miles  from  downtown  Chi- 
cago on  E/W  Tollway.  CONTACT:  L.  E.  Snyder,  M.D.,  1 870 
W.  Galena  Blvd.,  Aurora  60506  (312-859-6700).  (12) 
CHICAGO:  Family  practitioner,  dynamic  two  doctor  urban 
practice.  Comprehensive  ambulatory  emphasis.  Nearby  hos- 
pital privileges  include  OB.  Far  south  Chicago,  ethnic,  blue 
collar  community.  Spanish  desirable.  CONTACT:  T.  Kearney, 
M.D.,  Claretian  Medical  Center,  2945  E.  91st  St.,  Chicago 
60617  (312-768-5000).  (8) 

CLIFTON:  Service  Area,  8,500— Immediate  opening  for 
family  practitioner  in  rural  setting.  First  year:  guarantee,  office 
space/staffing  provided.  Seventy  miles  south  of  Chicago  on 
interstate  highway.  Excellent  school  system.  Obstetrics  or 
general  internal  medicine  background  helpful.  CONTACT: 
George  Rasmussen,  Central  Community  Hospital,  Clifton 
60927.  AC  815-694-2392.  (10) 

DU  QUOIN:  Opportunities  for  solo  or  group  practice  in  well 
known  small  community.  St.  Louis  75  miles.  S.I.U.-Carbon- 
dale  25  miles.  Excellent  schools,  churches,  shopping,  housing 
and  recreation.  JCAH  hospital  specializing  in  quality  care. 
Du  Quoin  and  Marshall  Browning  Hospital  would  love  to 
tell  you  more.  Call  David  R.  Hosier,  Adm.,  collect  at  618- 
542-2146.  (12) 

EDWARDSVILLE:  Practice  opportunity  available  in  area 
with  over  10,000  population  near  St.  Louis,  Mo.  Two  FP 
planning  retirement.  CONTACT:  J.  C.  Collins,  Jr.,  M.D.,  325 
S.  Kansas  St.,  Edwardsville  62025.  (618-656-1048).  (9) 

EL  PASO:  Population  2700.  Family  Practice  available  im- 
mediately. Fully  equipped  office.  Excellent  schools,  churches 
and  hospitals.  Contact  R.  P.  Lykkebak,  M.D.,  El  Paso  61738. 
Phone  (309)  527-4007.  (9) 

FAIRBURY:  Thriving  family  practice  opportunity  available 
as  third  physician  of  well-established  group.  Progressive  rural 
community  near  urban  areas.  Well-equipped,  JCAH  ac- 
credited, 1 1 2 bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  CV  in  confidence  to:  F.A.  Brady, 
Adm.,  Fairbury  Hospital,  519  S.  5th  St.,  Fairbury  61739.  (8) 
FAIRBURY:  Family  Practice  Physician  to  join  fast  growing 
practice  in  thriving  rural  area.  Well-equipped,  JCAH  ac- 
credited, 1 1 2-bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  Curriculum  Vitae  in  confidence  to 
Frank  Brady,  Administrator,  Fairbury  Hospital,  519  South 
Fifth  Street,  Fairbury  61739.  (12) 

FREEPORT:  Otolaryngologist,  Cardiologist,  Gastroenterol- 
ogist, General  Internist,  Family  Practice,  Urologist— to  join 
expanding  20  physician  multi-specialty  Clinic.  This  30  yr. 
old  group  practices  in  a new  facility  across  from  a recently 
expanded  general  hospital  in  a community  of  30,000.  CON- 
TACT: C.  Wm.  Metcalf,  M.D.,  Medical  Director,  Freeport 
Clinic,  S.C.,  1036  W.  Stephenson  St.,  Freeport  61032,  815- 
235-5111.(12) 

GRIGGSVILLE:  Become  only  full-time  physician  in  com- 
bined trade  area  of  7,000.  Take  over  big  practice  of  physician 
recently  killed  in  accident.  Industrial  growth  community  in 
beautiful  Illinois  River  area.  100  miles  north  St.  Louis;  70 
from  Springfield.  CONTACT;  Helen  Rumple,  Griggsville, 
62340,  217-833-2521  or  833-2792.  (12) 


HERRIN:  Service  area  with  population  of  40,000.  15  miles 
from  Southern  Illinois  University,  100  miles  from  St.  Louis. 
Located  in  ideal  vacation  land,  with  many  lakes  and  parks. 
Modem  130  bed  hospital  with  primary  care  staff  of  17  phy- 
sicians. Financial  assistance  available.  CONTACT:  Larry  Feil, 
Herrin  Hospital  201  S.  14th  Street,  Herrin,  62948  618-942- 
2171.  (12) 

MINONK:  Practice  opportunity  available  for  GP  located  in 
Central  Illinois-population  2,400.  Three  open  staff  hospitals 
in  vicinity.  General  practicioner  interested  in  retiring.  CON- 
TACT: K Vaicius,  M.D.,  51 1 Oak  St.  Minonk  61760  (309- 
432-2781  in  PM).  (12) 

MT.  CARMEL:  Population  9,500,  located  halfway  between 
Evansville  and  Vincennes,  Indiana  on  the  Illinois  border.  Mt. 
Carmel  is  a community  presently  undergoing  aggressive  phy- 
sician recruitment  efforts  and  building  a new  hospital.  Through 
the  hospital,  financial  assistance  is  available  and  complete 
office  facilities  are  provided.  Contact  Cliff  Bauer,  1418  College 
Drive,  Mt.  Carmel,  Illinois  62863,  phone  AC  (6 1 8)  262-4 121. 
(12) 

MT.  CARMEL:  Wanted  pediatrician  or  family  practitioner 
to  replace  retired  physician.  Office  ready  to  go.  Solo  or  joint 
with  another  physician.  CONTACT:  B.  G.  Lambos,  M.D., 
101  Broad  St.,  Lanark,  61046  (815-273-3323).  (8) 

PARIS:  Practice  opportunity  available.  Physician  (FP)  plan- 
ning to  retire  is  interested  in  someone  to  take  over  practice. 
Population  area  over  10,000.  Modern  hospital  facilities  and 
complete  office  available.  CONTACT:  Dr.  G.  M.  Churukian, 
406  S.  Main  St.,  Paris  61944.  (217-463-4560).  (9) 
PONTIAC:  Associate  in  my  local  downtown  office  building. 
Great  need  for  qualified  Orthopedic  Surgeon  or  Associate  in 
Family  Practice.  Could  be  renting  separate  office  or  my  same 
large  2-man  designed  office  space.  Economic  association, 
partnership  or  rental  could  be  arranged,  mutually.  Long- 
standing 60  year  practice  established  by  father.  Contact  H.C. 
Parkhill,  M.D.,  202  N.  Main  St.,  Pontiac  61764  or  AC  815- 
844-6148.  (9) 

SAVANNA:  Practice  Opportunities— FP’s  and  Internal  Med- 
icine Specialists.  Join  progressive  health  care  center  in  de- 
lightful small  town  community.  Complete  office  facilities, 
immediate  access  to  hospital.  Financial  assistance  available. 
Hunting,  fishing,  water-sports  paradise.  CONTACT:  Darrell 
Milner,  Savanna/Carroll  County  Health  Services,  333  Chicago 
Avenue,  Savanna,  61074;  Phone  (815)  273-2287.  (12) 
SYCAMORE:-Associate  desired-for  July  1982-Family  Prac- 
tice opening  to  join  two  FP,  internist,  and  surgeon  in  a newly 
formed  group,  situated  70  miles  west  of  Chicago  in  a semi- 
rural  area.  Family  Practice  oriented  hospital  with  full  privi- 
leges. Equal  partnership  after  24  months;  salary  and  fringe 
benefits  open  to  negotiation.  Send  full  CV  to  : Irving  Frank, 
M.D.,  954  W.  State  St.,  Sycamore,  IL.  60178.  (12) 
WAUKEGAN:  Plant  Physician  Wanted.  Responsibilities  in- 
clude services  to  occupational  disease  and  injury  cases,  physical 
examinations,  evaluation  of  disability  cases  and  advising 
management  on  medical  matters.  Excellent  benefit  package 
available.  Salary  negotiable.  Please  contact  J.W.  Szcygielski, 
Employee  Relations  Manager,  Johns-Manville  Sales  Corp., 
Greenwood  Avenue,  Waukegan  60087.  (AC  312)  623-2900 
EXT  213.  (12) 
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Doctor's  News 


PHYSICIANS  IN  THE  NEWS- Newly  elected  officers  of  the  Chicago  Medical  Society  are 
Robert  C.  Hamilton,  M.D.,  Chicago,  president;  Alfred  J.  Clementi,  M.D.,  Palatine, 
president-elect  and  Richard  H.  Blankshain,  M.D.,  Oak  Park,  secretary.  Re-elected 
to  their  posts  as  CMS  officers  are  John  P.  Harrod,  Jr.,  M.D.,  Chicago,  treasurer; 
Harold  J.  Lasky,  M.D.,  Evanston,  chairman  of  the  CMS  Council  and  Harry  A. 
Springer,  M.D.,  Evanston,  vice  chairman  of  the  Council. 

Richard  C.  Shaw,  M.D.,  Chicago,  resigned  as  vice  president  and  medical  director 
of  the  Illinois  Blue  Cross/Blue  Shield  Corporation  to  accept  a position  with  the 

Maine  Blue  Cross/Blue  Shield  Plan Newly  named  officers  of  the  Aux  Plaines 

Branch  of  the  Chicago  Medical  Society  are  James  H.  Andersen,  M.D.,  president; 
Frank  DeTrana,  M.D.,  vice  president;  Marshall  Short,  M.D.,  secretary  and  Alberto 
Rodriguez,  M.D.,  treasurer. 

Newly  named  fellows  of  the  American  College  of  Radiology  include  Jen-hung 
Chao,  M.D.,  Chicago;  James  Joseph  Conway,  M.D.,  Chicago  and  Richard  Lee 
Phillips,  M.D.,  Park  Ridge. 

The  1980-81  officers  of  the  Chicago  Dermatological  Society  are  Sylvia  Griem, 
M.D.,  president;  Frank  Dunlap,  M.D.,  president-elect;  Fred  Levit,  M.D.,  vice 
president  and  Marianne  O’Donoghue,  M.D.,  secretary-treasurer. 

Newly  elected  officers  of  the  Illinois  Academy  of  Family  Physicians  include 
John  E.  Meyenberg,  M.D.,  Chicago,  president-elect;  Robert  Swastek,  M.D.,  Chi- 
cago, chairman  of  the  board;  Raymond  Rowlette,  M.D.,  Chicago,  treasurer;  Harry 
Marchmont-Robinson,  M.D.,  Oak  Brook,  executive  director;  Lawrence  L.  Hirsch, 
M.D.,  Chicago,  delegate  and  Chicago  physicians  Philip  Anderson  and  Dolores 
Lulinski-Dybalski,  directors. 

M.  Barry  Kirschenbaum,  M.D.,  Chicago,  has  been  elected  president  of  the 

Illinois  Dermatological  Society Chicago  physicians  named  to  advisory  panels 

of  the  U.S.  Pharmacopeial  Convention  Committee  on  Revision,  which  will  provide 
input  for  USP  Drug  Information  Division  programs,  are  Arthur  L.  Herbst,  M.D., 
named  to  the  Advisory  Panel  on  Endocrinology  and  Harold  L.  Klawans,  M.D., 
named  to  the  Advisory  Panel  on  Neurological  and  Psychiatric  Disease. 

Newly  named  fellows  of  the  American  College  of  Physicians  include  Ismail 
Atcha,  M.D.,  William  D.  Barnhart,  M.D.,  Peter  Bright-Asare,  M.D.  and  Jack 
M.  Bulmash,  M.D.,  of  Chicago;  John  F.  Moran,  M.D.,  Burr  Ridge;  Wei-Tzuoh 
Chen,  M.D.,  and  Mushtaq  A.  Khan,  M.D.,  Downers  Grove;  Paul  A.  Breenberger, 
M.D.,  and  Sam  J.  Suger,  M.D.,  Evanston;  Anthony  L.  Barbato,  M.D.,  Oak  Park; 
Subhash  Popli,  M.D.,  Oak  Brook  and  William  J.  Arnold,  M.D.,  Park  Ridge. 

Eugene  F.  Diamond,  M.D.,  Maywood,  received  the  first  George  Award  in  Clinical 
Pediatrics.  The  Award,  which  will  be  given  annually  by  the  Illinois  Masonic 
Medical  Center,  recognizes  excellence  in  pediatric  practice  and  service  to  children 
....  William  N.  Spellacy,  M.D.,  Chicago,  has  been  elected  president  of  the 

Association  of  Professors  of  Gynecology  and  Obstetrics Newly  named  officers 

of  the  Ravenswood  Hospital  Medical  Center  medical  staff  are  Harry  H.  Hetz, 
M.D.,  Kenilworth,  president;  Thornton  A.  Davis,  M.D.,  Skokie,  vice  president 
and  Marcelo  Munoz,  M.D.,  Skokie,  secretary-treasurer. 

Former  ISMS  President  Frank  J.  Jirka,  Jr.,  M.D.,  Barrington,  has  announced 
candidacy  for  the  office  of  AMA  president-elect  in  1982.  The  ISMS  Board  of 
Trustees  has  voted  vigorous  support  of  Dr.  Jirka’s  campaign.  At  present,  he  is 
serving  a third  term  on  the  AMA  Board  of  Trustees,  where  he  has  held  positions 
of  secretary,  secretary-treasurer  and  vice-chairman.  Dr.  Jirka  is  also  a former 
trustee  and  board  chairman  of  ISMS,  Chicago  Medical  Society  Douglas  Park 
Branch  president,  CMS  councilor  and  ISMS  delegate. 

The  Illinois  Medical  Disciplinary  Board  recently  elected  their  new  officers. 
James  B.  Williams,  M.D.,  was  re-elected  chairman  of  that  body;  John  Gregorio, 
M.D.,  River  Forest,  was  elected  vice  chairman  and  Helen  R.  Beiser,  M.D.,  Chicago, 
was  named  secretary. 
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Together 


Although  specialty  societies  have  individual  needs  that  require  unique  efforts  and  solutions, 
specialty  groups  also  have  many  problems  in  common  with  medical  societies— particularly  at  the 
state  level. 

The  most  common  problem  is  the  constant  barrage  of  legislative  challenges  which  medicine, 
in  all  of  its  specialties,  must  face  on  an  almost  daily  basis.  Only  through  current  and  valid 
information  can  specialty  society  officers  hope  to  develop  effective  strategies  to  respond  to  these 
legislative  challenges. 

While  ISMS  officers  and  staff  are  constantly  involved  in  legislative  negotiations,  individual 
specialties  must  respond  only  to  intermittent  challenges.  Nonetheless,  the  ability  to  deal  with 
these  occasional  issues  depends  upon  the  specialty  societies’  up-to-the-minute  awareness  of  what 
is  happening  in  the  General  Assembly  and  the  resulting  activities  of  ISMS  and  other  medical 
associations. 

Obtaining  such  information  is  difficult.  Legislative  activities  will  not  always  warrant  full-time 
staffing  by  the  individual  society,  and  communication  with  ISMS  is  not  always  as  rapid  as 
necessary. 

The  ideal  solution— particularly  for  societies  of  smaller  memberships— would  be  to  follow  the 
lead  of  the  Illinois  Psychiatric  Society;  Illinois  Association  of  Ophthalmology;  Illinois  Society  of 
Internal  Medicine;  Illinois  chapter,  American  Academy  of  Pediatrics;  Illinois  Radiological  Society 
and  Illinois  Dermatological  Society  who  have  entered  into  staffing  agreements  with  ISMS.  Aside 
from  other  practical  issues  of  cost  effectiveness  and  efficiency  of  operations,  such  agreements 
have  allowed  for  instant  communication  between  our  staffs,  improved  liaison  among  our  leadership 
and  a concerted  effort  in  Springfield. 

A concerted  voice  with  an  informed  leadership  is  our  best  opportunity  to  remain  an  effective 
legislative  force  in  Springfield.  Although  we  know  that  we  are  together  philosophically  and  prac- 
tically, we  dilute  our  effectiveness  if  the  General  Assembly  hears  different  voices  from  different 
lobbyists  or  groups  of  physicians— even  if  those  voices  are  saying  the  same  thing. 

The  potential  for  effectiveness  through  this  concerted  effort  is  great.  It  should  be  worth  exploration 
by  the  leadership  of  specialty  societies  who  have  not  yet  taken  advantage  of  the  opportunities 
offered  by  the  Illinois  State  Medical  Society. 


Fred  Z.  White,  M.D.,  President 
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IMPAC 


ILLINOIS  MEDICAL  POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 

WHAT  IS  IMPAC 3 DOCTOR?  IMPAC  IS  YOU. 

It  is  YOU  and  your  colleagues  throughout  the  state  becoming  involved 
in  the  democratic  process  called  "politics." 

It  is  YOU  becoming  familiar  with  the  issues  affecting  medicine  and 
how  your  elected  representatives  stand  on  them. 

It  is  YOU  feeding  information  to  your  political  action  committees 3 
information  which  helps  determine  which  candidates  IMPAC  will 
support  in  an  effective 3 coordinated  way. 

It  is  YOU  forming  local  support  groups  for  those  candidates  who 
best  represent  your  point  of  view  and  then  backing  those  candidates 
with  voice3  votes  and  financial  assistance . 

It  is  YOU  who  will  implement  the  action  locally  when  the  decisions 
are  reached  at  the  state  and  national  level.  What  is  IMPAC? 

It  is  Y0U3  Doctor3  practicing  Americ an  democracy . There  is  no  guru 
in  Valhalla ; no  brilliant  leader  in  Springfield  or  Washington 
directing  you.  It  is  you  directing  your  committee  from  HOMETOWN 3 
Illinois...  It  is  up  to  YOU. 

ISN’T  IS  ABOUT  TIME  YOU  JOINED  THE  ILLINOIS  STATE  MEDICAL  SOCIETY 
POLITICAL  ACTION  COMMITTEE? 

We  must  help  elect  people  who  are  both  aware  of  the  current  crisis 
in  health  care  legisl ation  and  ready  to  back  our  stand.  IMPAC 
supports  only  people  who  are  approved  by  the  physicians  in  their 
area.  IMPAC  is  nonpartisan.  IMPAC  supports  Republicans  and  Democrats 3 
Conservatives  and  Liberals . IMPAC  confines  its  limited  funds  to 
backing  only  critical  races. 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor  the  AMA  wtl  favor  or  disadvantage  anyone  based  upon  the 
amounts  of  or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  regulations.  Sections  1 10.1 , 1 10.2.  &1 10.5.  (Federal  Regulations 
require  this  notice.)  IMPAC  reports  are  filed  with  the  State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections.  1 020  South 
Spring  Street,  Springfield,  Illinois,  62704,  Voluntary  membership  contributions  support  political  action  committee  membership  In  IMPAC  for  candidates  for  public 
office  In  Illinois  and  candidates  for  federal  office  elsewhere  through  AMPAC. 


IMPAC  ACTS  WITH  YOU  - JOIN  IMPAC  - JOIN  TODAY 


P.F.  Mahon3  M.D. 
Chairman 


Guide  to  Continuing  Medical  Education 


Compiled  for  Illinois  physicians  by  the  Illinois  Council  on  Continuing  Medical  Education,  55  E.  Monroe  St.,  Suite 
3510,  Chicago  IL  60603;  (312)  236-6110 

Items  for  this  Calendar  must  be  received  90  days  prior  to  the  event.  Those  received  earlier  may  appear  in  up  to  three 
monthly  issues. 

If  your  organization ’s  CME  activities  are  not  listed— please  contact  us.  To  avoid  possible  conflicts,  you  ’re  invited  also  to 
consult  our  file  of  future  events.  Individual  physicians  may  also  call  or  write  for  information  about  CME  programs 
scheduled  for  dates  later  than  those  covered  here. 


SEPTEMBER 


Anesthesiology 

Illinois  Society  of  Anesthesiologists  Downstate  Meeting 
For:  Anesthesiologists.  Symposium,  Sept.  19,  Springfield.  Spon- 
sors: Illinois  Society  of  Anesthesiologists;  SIU  School  of  Medicine, 
c/o  Robert  Boettner,  MD,  P.  O.  Box  3926,  Springfield  62708. 
Reg.  deadline:  9/10.  Fee:  $25,  members;  $30,  non-members,- 
students,  $10.  Credit:  Category  1,  5 hours.  Contact:  Robert 
Boettner,  MD.  Phone:  217/782-8883. 


Cardiology 

Cardiology  Board  Review  Course 

For:  MD's.  Course,  Sept.  16-19,  Knickerbocker  Hotel,  Chicago. 
Speaker:  Leon  Resnekov,  MD.  Sponsor:  American  College  of 
Chest  Physicians,  91  1 Busse  Hwy.,  Park  Ridge  60068.  Reg. 
deadline:  none.  Reg.  limit:  none.  Fee:  $300,  members,-  $350, 
non-members.  Credit:  Category  1,  29  hours.  Contact:  Dale 
Braddy.  Phone:  312/698-2200. 


Dermatology 

Specialty  Review  in  Dermatology 

For:  Dermatologists.  Lecture,  Sept.  14  (5  days),  Chicago. 
Speaker:  Marshall  Blankenship,  MD  Sponsor:  Cook  County 
Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago  60612. 
Fee:  $350  Reg.  limit:  75.  Credit:  Category  1,  34  hours. 
Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 


Gynecology 


Gynecological  Laparoscopy 

For:  Gynecologists.  Lecture,  Sept.  2 (3  days),  Chicago  Speaker: 
John  Barton,  MD  Sponsor:  Cook  County  Graduate  School  of 
Medicine,  707  S.  Wood  St.,  Chicago  60612.  Fee:  $400.  Reg. 
limit:  8.  Credit:  Category  1,18  hours.  Contact:  Robert  Baker, 
MD.  Phone:  312/733-2800. 


Infectious  Disease 

Infectious  Disease 

For:  MD's.  Seminar,  Sept.  30,  8 00  a m.,  Waukegan.  Speaker: 
Stu  Levin,  MD.  Sponsor:  St.  Therese  Hospital,  2615  Washington, 
Waukegan  60085.  Reg.  deadline:  9/28.  Reg.  limit:  none. 
Fee:  none.  Credit:  Category  1,  3 hours,-  AAFP  Prescribed, 
applied  for.  Contact:  R.  M.  Adelman,  MD,  DDS.  Phone:  312/ 
578-2555. 


Internal  Medicine 

Specialty  Review  in  Medical  Oncology 
For:  Internists,  Oncologists.  Lecture,  Sept.  8 (5  days),  Chicago. 
Speaker:  John  Merrill,  MD.  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  Wood  St.,  Chicago  60612.  Fee: 
$400  Reg.  limit:  1 50.  Credit:  Category  1 , 40  hours.  Contact: 
Robert  Baker,  MD.  Phone:  312/733-2800. 

Internal  Medicine 

Specialty  Review  in  Endocrinology 

For:  Internists,  Endocrinologists.  Lecture,  Sept.  14  (5  days), 
Chicago.  Speaker:  Sheldon  Waldstein,  MD.  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago 
60612.  Fee:  $400.  Reg.  limit:  150  Credit:  Category  1,  40 
hours.  Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 


Internal  Medicine 

Specialty  Review  in  Gastroenterology 
For:  Internists,  Gastroenterologists.  Lecture,  Sept.  21  (5  days), 
Chicago.  Speaker:  Ruven  Levitan,  MD.  Sponsor:  Cook  County 
Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago  60612. 
Fee:  $400  Reg.  limit:  150.  Credit:  Category  1,  40  hours. 
Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 


Internal  Medicine 

Internal  Medicine  of  the  1980's 

For:  Internists,  FP's,  GP's.  Workshop,  Sept.  21-23,  Chicago. 
Speaker:  Ruy  Lourenco,  MD.  Sponsor:  U of  I,  CME,  1853  W. 
Polk  St.,  Rm.  144,  Chicago  60612.  Reg.  deadline:  9/7.  Reg. 
limit:  200.  Fee:  $250.  Credit:  Category  1,  18  hours,-  AAFP 
Elective,  18  hours.  Contact:  Sue  Korienek.  Phone:  312/996- 
8025. 

Internal  Medicine 

Specialty  Review  in  Cardiovascular  Disease 
For:  Internists,  Cardiovascular  Specialists.  Lecture,  Sept.  8 (5 
days),  Chicago  Speaker:  John  Demakis,  MD.  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago 
60612.  Fee:  $400.  Reg.  limit:  300.  Credit:  Category  1,  40 
hours.  Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 

Medicine 


Breast  Cancer  Update 

For:  Physicians,  Surgeons.  Lecture,  Sept.  25,  8:00  a.m.,  Chicago. 
Speaker:  Barry  Goldsmith,  MD.  Sponsor:  Grant  Hospital,  550 
West  Webster  St.,  Chicago  60614.  Fee:  none.  Credit:  Category 
1,  1 hour.  Contact:  Robert  Mutterperl,  DO. 

Medicine 


OB/GYNE 

Specialty  Review  in  Ob-Gyne:  Practical  Aspects 
For:  Obstetricians,  Gynecologists.  Lecture,  Sept.  14,  (5  1/2 
days),  Chicago.  Speaker:  M.  LeRoy  Sprang,  MD.  Sponsor: 
Cook  County  Graduate  School  of  Medicine,  707  S.  Wood  St., 
Chicago  60612.  Fee:  $425.  Reg.  limit:  300.  Credit:  Category 
1,  44  hours.  Contact:  Robert  Baker,  MD.  Phone:  312/733- 
2800. 

Pediatric  Infectious  Disease 


Pediatric  Infectious  Disease  Conference 
For:  MD's.  Lecture,  Sept.  9,  Park  Ridge.  Speaker:  Heinz  Ei- 
chenwald,  MD.  Sponsor:  Lutheran  General  Hospital,  1775 
Dempster  St.,  Park  Ridge  60068.  Reg.  deadline:  9/2.  Fee: 
$50,  Attendings,-  $20,  Residents.  Reg.  limit:  300.  Credit:  Cat- 
egory 1 , 6 hours.  Contact:  Seymour  Metrick,  MD.  Phone: 
312/696-6986. 


Pediatric  Neurology 


Pediatric  Neurology  in  Daily  Clinical  Practice 
For:  MD's.  Seminar,  Sept.  30,  Maywood.  Sponsor:  CME,  Loy- 
ola University  of  Chicago,  Stritch  School  of  Medicine,  2160  S. 
First  Ave.,  Maywood  60153.  Fee:  $125.  Credit:  Category  1, 
6 hours,-  AAFP  Prescribed,  6 hours.  Contact:  Linda  Gunzburg- 
er,  PhD.  Phone:  312/531-3236. 

Surgery 


Clinical  Refresher  Course 

For:  GP's.  Course,  Sept.  23-26,  Chicago  Marriott  Hotel.  Spon- 
sor: Chicago  College  of  Osteopathic  Medicine,  5206  S.  Uni- 
versity Ave.,  Chicago  60615.  Reg.  deadline:  9/22.  Fee: 
$200.  Reg.  limit:  none.  Credit:  AOA,  21  hours.  Contact: 
Marie  Kowalsky.  Phone:  312/947-4600. 


Fiberoptic  Colonoscopy 

For:  Surgeons,  Internists,  FP's.  Lecture,  Sept.  30  (2  1/2  days), 
Chicago.  Speaker:  Herand  Abcarian,  MD.  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago 
60612.  Fee:  $400.  Reg.  limit:  45.  Credit:  Category  1,  15 
hours.  Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 


EVALUATION  OF  CME  PROGRAMS— 

A New  Two-Day  Workshop  from  ICCME 
October  9-10,  1981 
Oak  Brook  Hyatt  Hotel,  Oak  Brook,  IL 

This  Workshop — the  first  of  a new  and  challenging  series — 
will  help  you  gain  practical  understanding  of  (1)  the  role  of  com- 
prehensive evaluation  in  CME  planning,  and  (2)  various  evaluation 
techniques  appropriate  for  CME  programs. 

The  Workshop  is  designed  especially  for  physicians  responsible 
for  planning  and  implementing  CME  programs  for  their  col- 
leagues— DME's,  chairmen  and  members  of  program/education 
committees,  medical  directors,  department/service  chiefs,  medical 
school  faculty — as  well  as  non-physician  CME  planners/coordi- 
nators  who  are  actively  involved  in  planning  CME  programs,  and 
education  specialists  with  advanced  degrees  seeking  more  back- 
ground on  physician  learning. 

Registration  is  limited  to  24.  Learning  activities  include  small- 
group  discussion  and  problem  solving,  individual  work  on  specific 
problems,  and  faculty  comments  on  major  considerations  of  eval- 
uation. 

For  details,  write  or  call  . . . 

Illinois  Council  on  Continuing  Medical  Education 
55  East  Monroe  Street,  Suite  3510 
Chicago,  IL  60603 

(312)  236-6110  
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WANTED:  INSTRUCTOR/ASSISTANT  PROFESSOR  OF  PEDIATRICS- 
For  half  time  position  in  ambulatory  and  continuity  care  at  Mercy  Hospital  and 
U.  of  Illinois  Hospital.  Illinois  license  and  Board  eligibility  required.  Salary  $22,500. 
Contact:  Billie  Adams  M.D..  Clinical  Associate  Professor  of  Pediatrics,  Mercy 
Hospital  Medical  Center,  Stevenson  Exy.,  King  Drive,  Chicago,  IL  60616.  (312) 
567-2156.  Application  deadline:  September  1,  1981.  An  equal  opportunity/af- 
firmative action  employer  m/f/h. 


EMERGENCY  MEDICINE— West  Central  Illinois:  Directorship  and  staff  op- 
portunities in  moderate  volume  ED.  Physicians  chosen  will  receive  an  excellent 
compensation  be  provided  with  professional  liability  insurance,  have  flexible 
hours  without  on-call  impositions,  and  receive  bonus  for  CME.  For  details,  send 
credentials  in  confidence  to  Michelle  Grimm.  970  Executive  Parkway,  St.  Louis, 
MO  63141;  or  call  toll  free.  1-800-325-3982. 


EMERGENCY  MEDICINE— Central  Illinois  University  Town:  Staff  positions 
available  in  moderate  volume  emergency  department.  University  setting  provides 
for  numerous  recreational,  educational,  and  cultural  facilities  and  activities.  Phy- 
sicians will  receive  an  excellent  income,  paid  liability  insurance,  and  flexible 
scheduling  without  on-call  duty.  For  details,  contact  Michelle  Grimm,  970  Executive 
Parkway.  St.  Louis.  MO  63141;  or  call  toll-free,  1-800-325-3982. 


WANTED  — PRIMARY  CARE  PHYSICIAN  licensed  in  Indiana  to  practice  in 
university  38-bed  JCAH  Accredited  Hospital  with  large  outpatient  clinic.  Must 
be  able  to  communicate  with  and  have  empathy  toward  the  college  age  population. 
Begin  September  1.  1981;  salary  negotiable;  excellent  fringe  benefits.  Contact 
personally  or  send  resume  to  Thomas  A.  Schott,  Administrator.  Purdue  University 
Student  Hospital.  West  Lafayette.  Indiana.  47907;  317-749-2441.  An  equal  op- 
portunity/affirmativc  action  employer. 


PHYSICIANS  WANTED— For  immediate  openings  in  many  Sunbelt  and  Midwest 
practices  and  clinics.  Salaries  and  benefits  excellent.  Positions  for:  Family  Practice 
and  Anesthesiology.  Call  Dr.  Robb  Montgomery,  Director  of  Services  in  Physician 
Placement  Assistance.  MEDI-SEARCH  (9 1 8)  48 1 -0539,  8 1 1 7 S.  Harvard,  T ulsa, 
OK  74136. 


CHICAGO  EMERGENCY  MEDICINE:  Directorships  and  staff  positions  avail- 
able in  two  moderate  volume  emergency  departments  located  in  the  metro  Chicago 
area.  Board  certification  or  eligibility  in  Emergency  Medicine  required.  Excellent 
compensation,  flexible  scheduling.  Contact  Michelle  Grimm  toll-free,  1 -800-325- 
3982;  or  send  credentials  in  confidence  to  970  Executive  Parkway,  St.  Louis,  MO 
63141. 


MULTISPECIALTY  GROUP  thirty  miles  southwest  Chicago  seeks  young  family 
practitioner  willing  to  do  Obstetrics  and  Ob-Gyn  man  to  join  expanding  practice. 
Incentive  plan,  profit  sharing,  new  building.  Excellent  practice  opportunity  and 
schools.  Contact  Howard  Osmus.  Administrator,  Hedges  Clinic,  Frankfort,  IL 
60423.  (815-469-2123) 


PSYCHIATRIST  with  interest  and  experience  in  alcohol  and  other  drug  abuse 
to  join  staff  of  comprehensive  Chemical  Dependence  Program  in  large  university- 
affiliated  hospital  in  major  urban  center.  Faculty  appointment  in  Northwestern 
University  Medical  School.  Illinois  license  required.  Salary  negotiable.  Send  C.V. 
to  Gilbert  Hcftcr.  M.D..  Clinical  Director.  Northwestern  Memorial  Hospital,  In- 
stitute of  Psychiatry.  320  East  Huron  Street.  Chicago.  Illinois  6061 1.  EOE. 


INTERNISTS,  Board  Certified  or  Eligible,  needed  for  hospital  satellite.  Excellent 
opportunity  to  begin  private  practice  with  financial  support  from  hospital.  Some 
teaching  responsibilities  in  accredited  internal  medicine  residency  program.  Can- 
didates who  have  recently  completed  a residency  program  in  internal  medicine 
preferred.  Send  resume  to:  Richard  A.  Emrich,  Asst,  to  Chief  Executive  Officer. 
Edgcwalcr  Hospital.  5700  N.  Ashland  Avc..  Chicago.  III.  60660. 


SITUATIONS  WANTED 

YOUNG  E.N.T.  SPECIALIST  desires  relocation  to  North  or  Northwest  Suburban 
Chicago  area,  full  or  part-time.  Contact  Box  No.  1010.  Illinois  Medical  Journal. 
55  E.  Monroe.  Suite  3510.  Chicago  60603. 


INTERNIST-ONCOLOGIST,  30.  seeks  practice  opportunity  starting  July,  1982. 
Excellent  references.  CV  available.  Prefer  suburban  Chicago,  flexible.  Telephone 
312-654-4190. 


PHYSICIANS  AVAILABLE  — Situations  requested  for  practice  opportunities  in 
both  Solo  Practice  and  in  Group  and  Clinics:  Obstetrician.  Pediatrician,  Internist, 
Surgeon  and  Ancsthcsologist.  Call  Dr.  Robb  Montgomery.  Director  of  Services 
in  Physician  Placement  Assistance.  MEDI-SEARCH  (918)  481-0539.  8117  S. 
Harvard.  Tulsa.  OK  74136. 


BOARD  CERTIFIED  (AP  & CP).  Experienced.  Seeking  the  position  of  hospital 
based  associate  or  assistant  pathologist  in  Illinois.  Available  immediately.  Contact: 
Illinois  Medical  Journal  Box  1012.  55  E.  Monroe,  Suite  3510.  Chicago,  Illinois 
60603. 


YOUNG,  WELL-TRAINED  ENT  physician  desires  relocation  to  north  or  north- 
west suburban  Chicago  area,  full  or  part-time.  Call  after  6 p.m.  (312)  564-3656. 


FOR  SALE,  LEASE  OR  RENT 

PROFESSIONAL  OFFICE  SPACE  for  rent  in  South  Elgin,  111.  New  building, 
second  floor,  with  elevator.  Four  months  free  rent  with  5-year  or  longer  lease. 
312/742-8009  or  742-8901. 


OFFICE  SPACE  AVAILABLE  for  General  Surgeon  and  OB/GYN  practice  in 
attractive  medical  office  building  with  lab  and  X-ray  facilities.  Located  in  Fairview 
Heights  Medical  Arts  Building,  10700  Lincoln  Trail.  Fairview  Heights,  IL  62208 
or  call  (618)  397-2750. 


MEDICAL  CENTER  FOR  RENT  in  active  shopping  center,  2301  E.  95th  St, 
Chicago,  III.  Complete  and  ready  to  open.  4800  sq  ft, waiting  rm,  18  exam  rms, 
x-ray  rm.  central  heat  & a/c.  Call  Gary  Solomon,  312/334-5400. 


MEDICAL  EQUIPMENT  for  sale  — McLeansboro.  Illinois:  Complete  Set.  In- 
terested parties  please  call.  Carolyn,  at  (618)  643-4361. 


EDWARDSVILLE,  Illinois,  a University  Community;  have  2450  sq.  ft.  Custom- 
Built  Medical  Office  with  facilities  for  two  physicians.  Owner  will  carry  some 
paper,  asking  $165,000.  Walt  Schlcmcr  Realty-Commercial  Division,  (618)  656- 
1459. 


LOW  MAINTENANCE,  Concrete  Block,  1320  sq.  ft.  Building  on  high  traffic 
street  in  East  Alton.  Interior  beautifully  finished  on  corner  lot  with  parking  for 
five  or  six  cars.  Good  one  man  ofTicc  or  starter  location  for  only  $79,900.  Walt 
Schlcmcr  Realty-Commercial  Division.  (618)  656-1459. 


ALL  DOCTORS’  BUILDING  has  office  suites  available  at  670  N.  Michigan 
Avc..  Chicago.  300  to  800  square  feet  available.  Beautifully  decorated.  Call  312/ 
524-0800. 


ELMHURST  LOCATION  Custom  built  Luxury  Dream  Home.  3,000  square 
feet—  15  years.  Central  Elmhurst  Location.  You  name  it  — this  House  has  it!  BY 
OWNER.  $187,000.  (312)  941-1775. 


FOR  SALE— 3 year  old  radiographic  X-Ray  system  used  sparingly  in  office  practice. 
Cost  new  $25,000.  Excellent  Sale  Price.  For  Information  Call  (312)  542-2730. 

MEDICAL  OFFICE  SUITES  FOR  RENT:  Lakcvicw  area,  3166  N.  Lincoln  Av, 
Chicago.  200  to  1700  sq  ft  Professional  bldg,  central  heat  & a/c,  elevator,  full 
service  janitorial  staff.  Gary  Solomon  & Co.  312/334-5400. 


MEDICAL  OFFICE  to  share  or  sublease.  Ideal  location.  Oak  Street  between 
Rush  Street  and  Michigan  Avenue.  Chicago.  Call  (312)  642-7106. 


GRIDLEY,  ILLINOIS:  Long  established  practice  for  sale,  rent  or  lease— completely 
furnished.  Terms  negotiable.  Excellent  schools,  recreation,  churches,  and  hospitals. 
Contact:  J.  Wesley  Helm.  M.D.  Gridlcy.  Illinois  61744.  Telephone  (309)  747- 
2083:  747-2185:  747-2479. 


ACTIVE  SOLO  FAMILY  PRACTICE  and  medical  building— Available  im- 
mediately; southwestern  Chicago,  near  suburbs;  excellent  practice  location;  fully 
equipped  office;  gross  income  6 figures;  good  hospitals.  Doctor  relocating  in  another 
state.  Box  1013.  c/o  Illinois  Medical  Journal.  55  E.  Monroe,  Suite  3510,  Chicago, 
Illinois  60603. 


INVESTORS/PHYSICIANS  wanted  to  develop  South  Side  Medical  Center. 
Outpatient  surgical  suite  and/or  free  standing  emergency  room.  Call  Dr.  King 
(312)  778-8600. 


OPHTH  ALMOLOGY  OFFICE  for  rent  on  part-time  basis.  Downtown  Chicago, 
new  equipment,  recently  decorated,  answering  service.  Must  have  own  patients 
and  own  secretary.  Please  call  493-7040;  280-9057. 


FOR  RENT:  Medical  space.  Three  hundred  to  two  thousand  square  feet.  Dcerbrook 
shopping  center.  Lake  Cook  and  Waukegan  Roads.  Excellent  access  from  all  northern 
suburbs.  Will  subdivide.  Please  call  478-8770. 


MISCELLANEOUS 

OCTOBER  2-4,  1981:  Midwest  Forum  on  Allergy,  Stouffer’s  Inn,  Cleveland. 
Ohio.  Co-sponsored  by  the  Cleveland  and  Ohio  Allergy  Societies.  Approved  14 
credit  hours  Category  I of  AMA-PRA.  Info:  Joseph  Kelley,  M.D..  Cleveland 
Clinic.  9500  Euclid  Avc.,  Cleveland.  Ohio  44106,  regarding  scientific  meeting 
and  hotel  reservations. 


SNOWMASS/VAIL  "MEP"  SKI  Seminar  on  management  enrichment  for  the 
health  professional.  Continuing  education  time  and  money  management  seminars 
in  Colorado  1981/82  ski  season.  Expenses  deductible  for  doctor  and  spouse.  Contact: 
M.E.P..  An  Education  Corporation.  906  Cooper,  Glcnwood  Springs,  Colorado 
81601;  or  call  1-800-525-3402. 


COMPUTER  LETTER  for  physicians:  getting  started,  cutting  costs,  user  interviews, 
hardware/softwarc  reviews.  $68  for  eleven  issues.  $25  trial  subscription.  Information 
Research.  10367  Paw  Paw  Lake  Dr..  Matlawan.  MI  49071. 


INTERESTED  IN  FINDING  a certified  physician  assistant  for  your  busy  practice? 
A free  placement  service  is  offered  through:  Illinois  Academy  of  Physicians  As- 
sistants. 55  E.  Monroe  - Suite  3510.  Chicago.  Illinois  60603;  312-263-7150. 
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EKG 


(Continued  from  page  87) 

Answers:  1.  E 2.  E 

All  of  the  answers  in  question  one  are  true.  The 
diagnosis  of  atrial  fibrillation  is  difficult  on  this 
ECG  strip.  No  P waves  are  seen  and  cycles  fol- 
lowing the  premature  ventricular  beats  are  irreg- 
ular. Premature  ventricular  beats  occur  with 
different  QRS  morphologies  and  different  cou- 
pling intervals  on  an  every  other  beat  basis,  i.e., 
bigeminy.  The  first,  third,  fifth,  seventh,  ninth, 
and  eleventh  beats  in  line  one  are  conducted  beats. 
Line  three  shows  the  development  of  ventricular 
flutter  and  fibrillation. 

This  is  a rare  ECG  tracing  because  it  allows 
for  evaluation  of  electrical  events  leading  to  the 
cardiac  arrest.  In  this  instance  the  entire  ECG 
recording  showed  frequent  premature  ventricular 
beats  that  were  multifocal  and  occurred  in  bi- 
geminy and  occasionally  in  couplets  or  pairs. 


Finally,  the  fifth  ventricular  beat  in  line  three 
seems  to  strike  on  the  T wave  of  the  fourth  ven- 
tricular beat.  Ventricular  flutter  develops  and 
rapidly  deteriorates  to  ventricular  fibrillation. 
Although  both  ventricular  flutter  and  fibrillation 
are  life  threatening,  ventricular  flutter  is  diagnosed 
when  the  QRS  morphology  cannot  be  separated 
from  the  ST-T  wave  pattern.  Here,  this  started 
with  an  R on  T phenomenon.  Our  patient  had 
severe  heart  disease  which  was  presumed  to  be 
coronary  artery  disease.  It  was  manifested  by  chest 
pressure  at  one  point,  cardiomegaly,  complete  left 
bundle  branch  block,  and  congestive  heart  failure. 
However,  it  was  the  ventricular  ectopic  activity 
that  predicted  his  high  risk  of  sudden  death.  Car- 
diopulmonary resuscitation  was  not  successful. 
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IMJ  Attention 


ILLINOIS  GENERAL  ASSEMBLY  ADJOURNS  — The  Illinois  legislature  adjourned  July 
2,  and  is  not  scheduled  to  reconvene  before  October  1,  1981.  A number  of 
bills  pertinent  to  medicine  now  await  signature  by  the  Governor.  Several 
others  have  died  or  will  be  acted  upon  in  the  next  session. 

HB1029  and  HB1365,  both  supported  by  ISMS,  have  passed  both 
chambers  and  await  action  by  the  Governor.  As  discussed  in  earlier  issues  of 
IMJ  Attention,  HB1029  would  amend  the  Civil  Practice  act  regarding  the  res 
ipsa  loquitur  doctrine  in  medical  and  dental  malpractice  cases.  HB1365  would 
reinforce  confidentiality  protections  for  hospital  peer  review  committees. 

SB702,  which  would  have  allowed  optometrists  to  administer  diagnostic 
drugs,  was  defeated  in  the  House  Registration  and  Regulation  Committee. 
Attempts  to  revive  the  bill  were  not  successful,  but  are  expected  to  recur  this 
fall,  or  early  in  1982. 

HB1030,  which  makes  positive  changes  relating  to  the  Illinois  Medical  Ex- 
amining Committee,  was  passed  and  awaits  gubernatorial  signature.  The  bill 
would  transfer  authorization  for  the  Medical  Examining  Committee  from 
the  Civil  Administrative  Code  to  the  Medical  Practice  Act;  allow  for  a full 
time  teacher  of  professional  rank  in  one  of  the  clinical  departments  at  the  UI 
or  SIU  schools  of  medicine  as  Committee  member;  provide  that  Committee 
members  receive  compensation  equal  to  that  of  members  of  the  Medical 
Disciplinary  Board  and  permit  IDPH  to  charge  reasonable  fees  for  lab  ser- 
vices. (The  last  provision  was  an  amendment  proposed  by  IDPH;  the  Depart- 
ment can  no  longer  provide  lab  services  free  of  charge.)  The  Medical  Ex- 
amining Committee  functions  under  the  Illinois  Department  of  Registration 
and  Education.  It  is  a seven  member  Committee  responsible  for  review  of 
physician  candidates  seeking  licensure,  implementation  of  rules  under  the 
Medical  Practice  Act  and  other  medical  matters  other  than  discipline. 

PUBLIC  AID  LEGISLATION  — The  Illinois  Department  of  Public  Aid  budget  passed  by 
the  Assembly  provides  $135  million  for  physician  services  over  the  next  fiscal 
year;  a $19  million  increase  over  the  amount  allocated  in  last  year’s  budget. 
Major  cuts  were  made  in  the  IDPA  budget,  but  ISMS  successfully  defeated 
efforts  to  drastically  reduce  the  physician  line  item. 

HB811,  limiting  hospital  reimbursement,  was  passed.  Provisions  directly 
affecting  physicians  were  essentially  those  cost-saving  proposals  IDPA  may 
currently  implement  under  federal  authority.  These  include  the  following,  ef- 
fective through  June  30,  1982:  reimbursement  based  upon  the  lesser  of  (a) 
14%  reduction  in  IDPA  recipient  in-hospital  patient  days  or  (b)  an  8%  cap 
on  increased  hospital  per  diem  rates;  establishment  of  IDPA  “reasonable 
dollar  limits  for  selected  inpatient  hospital  services;”  requirement  that 
selected  procedures  be  done  on  an  outpatient  or  ambulatory  basis  when 
medically  appropriate  and  limitation  to  one  preoperative  day  for  surgery  or 
diagnostic  testing,  unless  otherwise  medically  appropriate. 

Enabling  legislation  for  copayments  also  included  in  this  bill  limited  physi- 
cian copayments  to  a $1  maximum.  IDPA  has  agreed  to  negotiate  with  ISMS 
prior  to  final  rules  to  implement  “copay”  provisions  for  physicians,  which 
also  must  be  approved  by  a legislative  committee. 

MALPRACTICE  UPDATE  — Figures  released  through  the  Cook  Country  Jury  Verdict 
Reporter  show  that  324  health  related  professional  negligence  suits  were  filed 
in  Cook  County  during  the  second  quarter  of  1981,  a 15%  increase  over  the 
same  quarter  in  1980.  Individual  physicians  were  named  in  199  of  these 
lawsuits. 


BLOOD  LIABILITY  REPEALER  APPROVED  — Another  positive  legislative  note  is 
passage  and  signature  of  HB223,  which  provides  permanent  waiver  from 
liability  for  furnishing  human  blood  and  blood  derivatives.  That  bill  extends 
indefinitely  the  life  of  1971  legislation  exempting  hospitals,  physicians  and 
blood  banks  from  liability  when  transfusing  blood  or  transplanting  organs. 

SUPPORT  NEEDED  FOR  HB1155  — A bill  to  reduce  barriers  for  a successful  physician 
countersuit,  HB1 155,  was  defeated  in  the  Senate  Judiciary  I Committee.  The 
ISMS  bill  would  have  allowed  a wrongfully  sued  individual  to  more  easily 
bring  legal  action  against  the  party  who  initiated  the  suit.  A concentrated 
effort  to  pass  HB1155  is  planned  for  next  Spring. 

MEDICAL  STAFF  LEADERSHIP  will  be  the  subject  of  a Southern  Medical  Association 
seminar  scheduled  for  October  1-2  at  Lake  of  the  Ozarks,  Missouri.  Partici- 
pants will  be  eligible  to  receive  AM  A Category  1 credit  and  eleven  elective  hours 
from  the  American  Association  of  Family  Physicians.  “Challenges  of  the 
Eighties,”  is  intended  for  physicians  about  to  assume  leadership  positions 
within  a hospital.  Seminars  will  discuss  malpractice  liability,  quality  care  con- 
cerns, JCAH  requirements,  organizational  behavior  and  cost  containment 
issues.  Further  information  may  be  obtained  by  writing  Jeanette  Stone, 
Registrar,  PO  Box  2446,  2601  Highland  Avenue,  Birmingham,  Alabama 
35201. 

CHEMICAL  DEPENDENCY  will  be  the  subject  of  a one  day  conference  on  October  2,  at 
the  Holiday  Inn  City  Center  in  Chicago.  Sponsored  by  the  Chemical 
Dependence  Program  of  Northwestern  Memorial  Hospital,  the  physician’s 
workshop  will  include  presentations  on  pathophysiology  of  alcohol  and  other 
sedative-hypnotics,  prescription  drug  abuse  and  the  impaired  physician.  Fee 
for  attendance  is  $75,  and  further  information  may  be  obtained  through  Ken- 
neth Tortoriello,  Ph.D.,  Chemical  Dependence  Program,  Northwestern 
Memorial  Hospital,  320  E.  Huron  St.,  Chicago  IL  60611;  (312)  649-8713. 

MMIS  IMPLEMENTATION  — The  July  issue  of  IMJ  included  a special  section  detailing 
physician  responsibility  under  the  newly  implemented  Medicaid  Manage- 
ment Information  System  in  Illinois.  The  Illinois  Department  of  Public  Aid 
has  initiated  MMIS  in  St.  Clair  and  Cook  Counties.  The  system  will  be 
activated  in  the  balance  of  Illinois  on  September  15. 

Physicians  participating  in  the  Medicaid  program  should  receive  a packet 
of  materials  to  enable  their  enrollment  in  MMIS.  The  packet  should  include 
a Physician  Enrollment  Application,  schedule  of  local  information  seminars 
and  other  materials.  Physicians  who  have  not  yet  received  the  packet  of 
materials  should  contact  IDPA  at  800-252-8937,  or  write  the  IDPA  Provider 
Participation  Unit  at  PO  Box  4034,  Springfield  62708.  Completion  of  the 
MMIS  enrollment  materials  is  required  for  continued  participation  in  the 
Medicaid  program. 

JAIL  HEALTH  PROGRAM  UPDATE  — The  McHenry  County  Jail,  Woodstock,  has 
been  granted  two-year  accreditation  for  its  health  care  system  under  the 
ISMS-administered  Illinois  Jail  Health  Project.  Champaign  County  Jail 
received  similar  approval  in  April.  Accreditation  is  achieved  upon  recom- 
mendation by  an  ISMS  technical  advisory  committee  and  approval  by  the 
AM  A. 

In  a related  note,  the  AMA  will  sponsor  a fifth  national  conference  on 
Medical  Care  and  Health  Services  in  Correctional  Institutions  at  the  Chicago 
Marriott  Hotel,  October  30-31.  Co-sponsored  by  the  American  Correctional 
Health  Services  Association,  the  conference  offers  workshops  in  drug  of- 
fender treatment,  health  care  needs  of  juveniles,  health  problems  of  in- 
carcerated women,  risk  management  and  lawsuits  and  improving  staff 
morale  and  performance. 

Further  information  may  be  obtained  by  contacting  the  AMA  Department 
of  Correctional  Activities,  535  N.  Dearborn  St.,  Chicago  IL  60610. 
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ILLINOIS  BLUE  CROSS  AND  BLUE  SHIELD  PLAN 
TO  FUND  HEALTH  COST  CONTAINMENT  PROGRAMS 


The  Illinois  Blue  Cross  and  Blue  Shield  Plan  has 
announced  the  establishment  of  a $1  million  funding 
program  to  encourage  development  of  innovative 
health  care  cost  containment  programs  in  the  state. 

S.  Martin  Hickman,  president  of  the  Illinois  Plan, 
said  the  program,  to  be  initiated  as  a pilot  for  a 
24-month  period,  will  be  supported  through  two 
approaches  — grants  and  loans.  Special  emphasis 
will  be  placed  on  programs  designed  to  impact  on  the 
cost  of  providing  health  care  services. 

Hickman  said  “the  total  funding  package  will  be 
split  evenly  between  projects  in  the  Chicago  metro- 
politan area  and  Downstate.  Final  approval  of  both 
grants  and  loans  will  be  made  upon  recommenda- 
tions from  the  Project  Review  Committees  for  the 
two  areas.’’. 

He  said  institutions  and  professional  health  care 
providers  will  be  eligible  for  loans  “for  virtually  any 
purpose  that  will  lead  to  a significant  reduction  in 
health  care  costs,”  such  as  the  completion  of  studies 
or  the  implementation  of  new  programs  that  will  im- 
prove productivity.  Loans  will  be  made  on  an 
interest-free  basis  for  periods  up  to  three  of  four 
years,  with  repayment  related  to  the  time  during 
which  cost  savings  occur. 

Hickman  said  grant  applications  will  be  considered 
from  professional  and  institutional  organizations, 
community  groups  and  multi-institutional  consortia. 

“The  grants  are  intended  to  support  studies  cov- 
ering such  areas  as  institutional  merger  opportuni- 
ties, consolidation  of  facilities  and  services,  shared 
services  programs  and  other  programs  that  show  pro- 
mise of  containing  health  care  costs,”  Hickman 
noted. 

“The  many  cost  containment  programs  initiated 
by  Blue  Cross  and  Blue  Shield  and  other  members  of 
the  Voluntary  Effort  have  had  some  braking  effect 
on  health  care  costs,  but  more  needs  to  be  done.  We 
hope  that  this  fund  will  spur  new  ideas  and  new  ap- 
proaches that  will  add  up  to  major  cost  containment 
breakthroughs,”  Hickman  said. 

He  termed  the  $1  million  fund  “seed  money  that 
could  produce  a savings  of  multi-millions  in  health 
care  costs.” 


The  Blue  Cross  and  Blue  Shield  Board  of  Directors 
will  evaluate  results  of  the  program  in  1983  for  pos- 
sible extension. 

Members  of  the  Project  Review  Committees  will 
represent  Blue  Cross  and  Blue  Shield,  Illinois  corpor- 
ations, the  medical  profession,  hospitals  and  govern- 
ment. 

Members  of  the  Chicago  area  committee  are: 
Juliann  S.  Bluitt,  D.D.S.,  Associate  Dean  of  Auxil- 
iary and  Community  Programs,  Northwestern  Uni- 
versity Dental  School  and  a Blue  Cross  and  Blue 
Shield  board  member  who  will  serve  as  Chairman; 
James  D.  Mortimer,  president  of  the  Midwest 
Business  Group  on  Health  and  Andrea  R.  Rozran, 
president  of  Diversified  Health  Resources,  Inc.,  Blue 
Cross  and  Blue  Shield  corporate  members;  John  F. 
Imrie,  Jr.,  director  of  Foster  G.  McGaw  Hospital, 
Loyola  University  Medical  Center,  a hospital  repre- 
sentative; Robert  C.  Stepto,  M.D.,  professor  of  the 
Department  of  OB/Gynecology  at  Chicago  Lying-In 
Hospital,  medical  representative  and  a Blue  Cross 
and  Blue  Shield  corporate  member;  Philip  R.  Davis, 
executive  director  of  the  City  of  Chicago  Health 
Systems  Agency,  government  representative;  and 
Charles  R.  Goulet,  executive  vice  president  of  the 
Illinois  Plan. 

Downstate  committee  members  are:  Donald  N. 
Swaar,  president  of  the  Illinois  Health  Improvement 
Association  and  a Blue  Cross  and  Blue  Shield  board 
member  who  will  serve  as  chairman;  Ray  A. 
Neumann,  senior  vice  president  of  First  Federal  Sav- 
ings and  Loan  Association  of  Peoria  and  Karl 
Jacobs,  president  of  Rock  Valley  College,  Rockford, 
Blue  Cross  and  Blue  Shield  corporate  members;  Jack 
M.  Cook,  president  of  Memorial  Medical  Center  of 
Springfield,  hospital  representative;  Jerry  M.  Ingalls, 
M.D.,  of  the  Medical  Center  Clinic,  Paris,  Illinois, 
medical  representative  and  a Blue  Cross  and  Blue 
Shield  corporate  member;  William  L.  Kempiners, 
director  of  the  Illinois  Department  of  Public  Health, 
government  representative;  and  C.  Jonathan  Shat- 
tuck,  vice  president  of  Hospital  and  Provider  Affairs 
for  the  Illinois  Plan. 


EMERGENCY  BENEFITS  EXPLAINED 


(Please  Note:  The  Chicago-based  Blue  Cross 
and  Blue  Shield  Plan  has  developed  a booklet 
for  its  membership  explaining  the  proper  use 
of  emergency  benefits  provided  by  the  Plan. 
Because  the  information  contained  in  the 
booklet  may  be  of  interest  to  you,  we  are 
including  excerpts  from  it  in  the  following 
report.) 

“Blue  Cross  and  Blue  Shield  benefits  cover 
the  treatment  of  injuries  resulting  from  acci- 
dents, attacks  on  your  person,  slips  or  falls — 
in  brief,  any  injury  which  requires  prompt 
attention.  These  include.  .. fractures  of  all 
types,  sprains  or  strains,  burns,  cuts  and  any 
injury  requiring  immediate  surgery. 

Follow-ups  not  covered 

“Benefits  include  Out-Patient  or  Emer- 
gency Department  care  and  the  services  of  the 
attending  physician,  provided  treatment  is 
received  within  72  hours  of  the  accident  or 
injury.  This  applies  only  to  the  first  treat- 
ment. Follow-up  out-patient  visits  are  not 
covered  under  emergency  benefits.  In  those 
cases  where  a hospital  stay  is  necessary,  you 
will  be  covered  for  all  charges  eligible  under 
your  particular  Blue  Cross  and  Blue  Shield 
program. 

“Since  accidents  can  occur  anywhere  at  any 
time,  it’s  good  to  know  that  your  Blue  Cross 
and  Blue  Shield  membership  card  quickly 
identifies  you  to  hospitals  and  doctors 
throughout  the  country.  Always  carry  it  with 
you  when  you  travel. 

“Benefits  are  provided  for  medical  emer- 
gencies when  symptoms  are  severe  enough  to 
endanger  life  or  bodily  functions  unless  the 
patient  receives  prompt  treatment.  The 
following  conditions  are  examples  of  true 
medical  emergencies.  . .sudden  chest  and  arm 
pains  severe  enough  to  indicate  a possible 
heart  attack,  severe  bleeding  of  any  kind,  in- 
cluding vomiting  of  blood,  sudden  inability  to 
move  arms  or  legs,  severe  allergic  reactions 
and  attacks  of  dizziness  severe  enough  to 
cause  staggering. 


First  treatment  eligible 

“In  cases  such  as  those  listed  above. . . 
benefits  are  provided  for  the  first  treatment 
whether  received  in  the  Emergency  Depart- 
ment or  Out-Patient  Department  of  a hospital 
or  clinic,  or  in  the  doctor’s  office.  Treatment 
should  be  received  immediately  for  symptoms 
severe  enough  to  require  emergency  care.  As 
is  the  case  with  injuries,  only  the  first  treat- 
ment is  eligible  for  emergency  benefits.  If  a 
hospital  stay  should  be  necessary  after  your 
condition  is  diagnosed,  you  will,  of  course,  be 
covered  for  all  services  eligible  under  your 
particular  Blue  Cross  and  Blue  Shield  pro- 
gram. 

“When  you  use  emergency  facilities  simply 
for  convenience — because  you  can’t  get  a doc- 
tor’s appointment  or  because  the  Emergency 
Department  is  such  a handy  place  to  have 
your  blood  pressure  checked — be  prepared  to 
pay  for  the  service  yourself.  On  the  other 
hand,  you  can  count  on  Blue  Cross  and  Blue 
Shield  benefits  to  take  care  of  true  emer- 
gencies wherever  treatment  is  received — in  a 
hospital  facility,  an  approved  surgical  center 
or  clinic,  or  in  the  doctor’s  office. 

“Note:  Patients  having  Major  Medical 

coverage  in  addition  to  their  basic  Blue  Cross 
and  Blue  Shield  program  may  receive  benefits 
for  follow-up  care  after  the  Major  Medical 
deductible  has  been  met.” 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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The  High  Cost  of  Quality 


Those  that  study  and  then  critique  medical  care  on  the  basis  of  cost  or  necessity  often  ignore 
a most  basic  and  critical  concept— that  of  quality. 

Cost  evaluations  usually  are  offered  in  terms  of  quantifiable  values,  such  as  comparisons  of 
similar  surgical  procedures  in  different  areas.  The  truth  is,  actually  quantifiable  areas  in  medical 
care  are  rare.  Most  of  the  care  rendered  improves  the  quality  of  life,  but  is  expensive  and  most 
difficult  to  measure. 

Many  of  our  efforts  are  not  directed  toward  life  or  death  crises,  but  are  intended  to  improve 
sight,  decrease  pain,  or  restore  or  maintain  function.  Society— knowing  that  this  capability  exists— 
expects  to  receive  these  services.  Medically,  it  usually  is  a great  deal  more  expensive  to  keep 
someone  comfortable  and  reasonably  functional  in  the  last  five  years  of  his  or  her  life  than  it 
was  in  all  of  the  person’s  preceding  years. 

Certainly,  as  physicians,  we  should  be  accountable:  we  should  decrease  waste  and  increase  our 
efficiency.  However,  we  should  not  apologize  for  high  cost  technology  and  the  ability  that  is 
available  and  expected  by  our  patients  and  their  families. 

The  decision  to  reduce  or  alter  quality  is  a societal  responsibility.  Unless  society  decides  dif- 
ferently, our  posture  should  be  to  provide  what  is  available  and  not  to  apologize  for  our  ability 
to  do  so. 


Fred  Z.  White,  M.D.,  President 
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Clinics  for  Crippled  Children 
Listed  for  October 

Forty  clinics  for  Illinois'  physically  handicapped  children 
have  been  scheduled  for  October  by  the  University  of  Illinois, 
Division  of  Services  for  Crippled  Children.  The  clinics  provide 
diagnostic  orthopedic,  pediatric,  speech  and  hearing  exami- 
nation, along  with  medical,  social  and  nursing  services.  There 
will  be  27  general  clinics,  10  cardiac  clinics,  one  for  children 
with  neurological  problems  and  two  for  myelodysplasia.  Any 
private  physician  may  refer  to  or  bring  to  a convenient  clinic 
any  child  or  children  for  w horn  he  may  want  examination  or 
consultative  services. 

1 Sterling— Community  General  Hospital 
1 Anna  — Union  County  Hospital 

1 Lake  County  Cardiac  — Victory  Mem.  Hosp. 

2 Division  Cardiac  — U.  of  I.  at  the  Medical  Center 

5  Peoria  Myelodysplasia  — St.  Francis  Medical  Center 

5 Belleville— Belleville  Memorial  Hospital 

6 Quincy— Blessing  Hospital 

6 Maryville— Oliver  C.  Anderson  Hospital 
6 Danville— Lake  View  Hospital 

6 Park  Ridge  Cardiac— AM  — Lutheran  General  Hospital 
6 Park  Ridge  General  — PM  — Luthern  General  Hospital 

6 Wheaton  General  — Marianjoy  Rehab.  Hosp. 

7 Hinsdale— Hinsdale  Sanitarium 

8 Aurora  Cardiac—  Mercy  Center  for  Health  Care  Services 
8 Kankakee  General  — St.  Mary’s  Hospital 

12  Peoria  Cardiac  — St.  Francis  Med.  Center 

13  East  St.  Louis— Community  Hospital 

14  Mt.  Vernon  — Good  Samaritan  Hospital 

14  Champaign-Urbana  — McKinley  Health  Service  Center 
14  Chicago  Heights  General  — St.  James  Hosp. 

14  Joliet  — St.  Joseph's  Hospital 

14  Elgin  MM  — Sherman  Hospital 

15  Rockford  — St.  Anthony  Hospital 
15  Springfield  — St.  John's  Hospital 

15  Bloomington  — Mennonitc  Hospital 

1 5 Elmhurst  Cardiac— Memorial  Hospital  of  DuPage  County 

16  Kankakee  Cardiac  — St.  Mary's  Hospital 

19  Chicago  Heights  Cardiac  — St.  James  Hosp. 

19  Maywood  — (Orlh/Pcd ) — Loyola  Med.  Center 

20  Rock  Island  General  — Moline  Public  Hosp. 

20  Decatur— Decatur  Memorial  Hospital 

21  Springfield  Pcd-Ncuro  — St.  John's  Hosp. 

2 1  Aurora  General  — Mercy  Center  for  Health  Care  Services 

21  Chicago  Heights  General  — St.  James  Hosp. 

22  Metropolis— Massac  Memorial  Hospital 

23  Evanston  — St.  Francis  Hospital 

26  Peoria  Cardiac— St.  Francis  Med.  Center 
26  Chicago  Heights  Cardiac— St.  James  Hosp. 

26  Maywood  — (Orth)— Loyola  Medical  Center 

27  Peoria  — St.  Francis  Medical  Center 

The  Division  of  Services  for  Crippled  Children  is  the  official 
state  agency  established  to  provide  medical,  surgical,  corrective 
and  other  services  and  facilities  for  diagnosis,  hospitalization 
and  after-care  for  children  with  crippling  conditions  or  who 
are  suffering  from  conditions  that  may  lead  to  crippling.  In 
carrying  on  its  program,  the  Division  works  cooperatively  with 
local  medical  societies,  hospitals,  the  Illinois  Children's  Hos- 
pital-School, civic  and  fraternal  clubs,  visiting  nurse  associ- 
ations, local  social  and  welfare  agencies,  local  chapters  of  the 
National  Foundation  and  other  interested  groups.  In  all  cases, 
the  work  of  the  Division  is  intended  to  extend  and  supplement, 
not  supplant,  activities  of  other  agencies,  either  public  or  pri- 
vate, state  or  local,  carried  on  in  behalf  of  crippled  children. 
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reported  on  recommended  doses,  but  use  caution  In  administering 
Librium*  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
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instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  Initially;  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  Indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazlnes  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  reported  In 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  ho  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramldal  symptoms, 
increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  In  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


EKG  of  the  Month 


This  is  a seventy-five  year  old  patient  who  had  a history  of  chronic  obstructive  pulmonary  disease. 
He  was  brought  to  the  emergency  room  unresponsive  and  cyanotic.  His  family  gave  the  history  of 
progressive  dyspnea  over  the  several  hours  prior  to  his  admission.  The  patient  was  afebrile  with  a 
rapid  respiratory  rate.  Examination  of  the  lungs  showed  diffuse  scattered  rales  and  bronchi.  The 
cardiac  exam  was  significant  for  an  irregular  rate  of  150  to  160  beats  per  minute.  Pertinent  blood 
work  included  a hematocrit  of  48%,  pH  7.20,  pC02  60,  p02  50,  and  CPK  enzyme  normal.  A chest 
X-ray  showed  increased  density  throughout  both  lungs  with  prominent  vascular  markings  suggestive 
of  pulmonary  edema.  A lead  V,  rhythm  strip  was  obtained  and  is  shown. 


Questions: 

1.  The  lead  V,  rhythm  strip  shows: 

A.  Sinus  tachycardia. 

B.  Short  runs  of  ventricular  tachycardia. 

C.  Short  runs  of  supraventricular  tachycardia 
with  aberrant  intraventricular  conduction. 

D.  Paroxysmal  atrial  fibrillation. 

E.  All  of  the  above. 


2.  The  following  statement(s)  is/are  true: 

A.  The  clinical  diagnosis  is  respiratory  failure. 

B.  Treatment  should  include  oxygen  therapy 
by  nasal  cannula  at  whatever  flow  rates  raise 
the  pO:  to  normal. 

C.  Endotracheal  intubation  and  intermittent 
positive  pressure  ventilation  should  be  used. 

D.  Diuretic  therapy  with  furosemide  or  ethac- 
rynic  acid  could  be  useful. 

E.  All  of  the  above. 


(Continued  on  page  196) 
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Only  a physician-owned 
insurance  company  can  best 
understand  the  physician’s 
professional  liability  needs 

ISMIE  is  a physician-owned,  reciprocal 
company  providing  professional  liability  in- 
surance to  Illinois  State  Medical  Society 
members.  Policies  are  written  on  an  occur- 
rence basis  and  offer  individualized  risk  clas- 
sifications and  a choice  of  coverage  limits. 


Administered  by 

Illinois  State  Medical  Insurance  Services,  inc. 

55  East  Monroe  Street,  Chicago,  Illinois  60603  • 312/782-1654 


« 


professional  environment,  we  think  you’ll  like 


routine  is  1 
friendly  anc 
here... without  a 


Our  daily 
institutionalized.  It’s 


and  “politics. 


Referral-Appointment  Service.  We  have  a 
efficient  system  of  referring  people  without ; 
tors  to  physicians  on  our  staff.  We  even 


MB 

Continuing  Education.  We  are  a member 
of  FAB3... a consortium  of  five  hospitals. 
Monthly  meetings  provide  five  hours  of 
Category  1 CME  credit.  Tumor 
Conferences  and  Grand  Rounds  are  held 
twice  a month  from  September 
to  June,  also 


covered  by 
Category  1 
CME  credit. 


Excellent  Facilities  and  Sendees. 
Bethesda  is  a not-for-profit  acute  care 
hospital... modern,  fully-accredited  and 
well-equipped. 

We’re  small  in  size  but  not  in  capability. 
For  example,  our  laboratory  has  a comput- 
erized analysis  system  that  handles  the 
chemistry  studies  for  three  other  hospitals 
in  addition  to  our  own. 

Personalized  Patient  Care.  Your  patients 
will  receive  very  individualized  attention  at 
Bethesda.  Our  nursing  units  are  easily 
manageable.  The  largest  has  just  31  beds. 


Bethesda* 
Hospital 


A Pleasant,  Convenient  Neighborhood. 
Bethesda  is  located  in  a well-established,  resi- 
dential neighborhood  on  the  northern  edge  of 
Chicago  right  next  to  Evanston.  We  have  park- 
ing nearby  and  patients  and  visitors  without  cars 
appreciate  the  fact  that  we  are  easily  accessible 
by  elevated  and  bus  transportation. 

HAVE  A COP  OF  COFFEE  WITH  CIS.  There’s 
much  more  we  would  like  to  tell  you  about 
Bethesda.  Call  Neil  M.  Glass,  Administrator: 
761-6000. 


2451  West  Howard  Street  Chicago,  Illinois  60645 
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Guest  Editorial 


Sleep  Deprivation 
In  Graduate  Medical  Education 

By  Ronald  M.  Davis/Chicago 


You  expect  a rigorous  time,  you  welcome  it,  you  know  it  is  the  only  way  to  learn. 

—Joseph  English,  M.D.1 


Graduate  medical  education  training  programs 
often  include  work  schedules  that  approach  or 
exceed  100  hours  per  week.  Such  work  schedules 
are  familiar  to  all  physicians.  In  fact,  most  recall 
the  arduous  days  they  themselves  had  spent  as 
house  officers  with  pride  and  happiness.2  Yet  if 
one  questions  the  interns  and  residents,  one  ob- 
tains an  entirely  different  perspective. 

Before  taking  a closer  look  at  the  effects  of 
sleep  deprivation  on  house  officers,  how  can  we 
account  for  this  disparity  of  opinion?  McManus, 
et  al,  have  a ready  explanation:  “Cognitive  dis- 
sonance theory  predicts  that  when  one  has  been 
through  an  unpleasant  experience  which  is  vol- 
untary the  very  unpleasantness  of  it  makes  one 
more  likely,  retrospectively,  to  justify  that  ex- 
perience and  advocate  it  for  others.”3 

The  Sleepy  Intern 

Friedman,  et  al.,4  reviewed  studies  on  the  psy- 


StONALD  M.  DAVIS  is  a third  year  medical  student  at  the 
University  of  Chicago  Pritzker  School  of  Medicine.  He  has  served 
as  a student  delegate  in  the  ISMS  and  AMA  House  of  Delegates, 
and  the  Chicago  Medical  Society  representative  to  the  Illinois 
Interagency  Council  on  Smoking  and  Disease.  Mr.  Davis  also 
holds  a master's  degree  in  public  policy  from  the  University  of 
Chicago. 


chological  symptoms  that  accompany  total  or 
partial  sleep  loss  in  the  general  population.  They 
also  interviewed  14  interns  in  a New  York  City 
hospital  in  both  sleep-deprived  and  rested  states. 
These  interns  were  on  an  alternate-night  on-call 
work  schedule.  Since  they  elected  to  work  rou- 
tinely two  nights  consecutively  in  order  to  be  off 
every  other  weekend,  60-hour  on-call  periods 
were  common. 

The  symptoms  reported  by  subjects  when  sleep- 
deprived  but  not  when  rested  fell  into  seven  cat- 
egories. Because  of  their  alarming  nature,  the 
examples  cited  by  Friedman,  et  al.,  are  presented 
below.  The  numbers  in  brackets  represent  the 
number  of  subjects  from  the  total  sample  of  14 
who  reported  the  particular  symptom. 

Difficulties  thinking  [12]— When  I’m  tired,  even 
though  my  mind  is  active,  I can’t  concentrate.  I 
can’t  put  things  together  in  my  mind  so  I don’t 
even  try.  If  a patient  is  really  sick,  I can  pull 
myself  together  but  I can’t  write  down  what  I’ve 
done  in  the  chart.  What  I write  is  a reflection  of 
a fragmented  thought  process.  Writing  in  charts 
is  important  to  me.  I write  for  attendings,  resi- 
dents, and  students.  It  gets  me  scared  when  this 
happens  because  it  means  that  I am  losing  control 
of  my  ability  to  think. 

Depression  [10]— I sometimes  get  funny  feelings 
on  my  skin  when  I am  tired.  I don’t  know  if  it’s 
the  perspiration  and  the  filth  that  comes  from 
being  up  a lot,  or  it  is  basically  the  feeling  that 
I am  not  clean.  My  home  life  suffers  and  I miss 
my  wife  greatly.  I feel  ashamed  that  I get  tired 
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and  can’t  live  up  to  the  tradition  of  the  iron  men. 
A patient  died  last  night.  I was  not  successful 
treating  him.  He  was  a little  old  nice  guy.  I feel 
I let  him  down.  It  happened  at  1:00  a.m.  I thought 
about  whether  my  fatigue  affected  my  perform- 
ance in  this  case.  After  much  soul  searching,  I 
decided  not. 

Irritability  [9]  — If  you’re  on  two  nights  in  a 
row,  you  want  to  do  as  little  as  possible.  You 
give  bad  care.  I am  irritated  all  the  time  then;  I 
can  only  think  of  one  thing  at  a time.  I can’t  react 
to  complexity.  I give  bad  care  to  my  patients, 
unfortunately.  When  I’m  tired,  I don’t  give  a 
damn. 

Referential  feelings  with  extreme  sensitivity  to 
criticism  [6]  — I feel  almost  like  everyone  is 
watching  me.  If  I slip  up,  everyone  will  watch 
and  see.  I’m  hypersensitive  to  criticism  when  I’m 
tired.  I feel  I’m  being  watched  more  carefully. 

Depersonalization— derealization  [6]  — I feel  as 
if  I’m  not  really  there.  I am  discontinuous.  My 
writing  is  discontinuous.  I feel  discontinuous. 

Inappropriate  affect  usually  associated  with 
black  humor  [5]  — I laugh  at  things  that  aren’t 
really  funny.  I’m  giggly  when  I’m  tired.  For  in- 
stance last  night  a patient  came  in  comatose. 
Another  intern  asked  the  patient:  “Do  you  have 
any  parakeets  at  home?”  I found  that  enormously 
funny  and  I laughed  and  laughed.  I’m  punchy 
when  I’m  tired.  Things  don’t  seem  so  funny  to 
me  when  I am  rested.  Another  example  of  my 
sense  of  humor  when  I am  fatigued  would  be: 
An  intern  gets  a patient  with  congestive  heart 
failure  and  pulmonary  edema.  He  makes  a wise 
comment  like,  “Give  her  some  vitamins  and  send 
her  home.”  That  makes  me  crack  up.  I would 
not  find  such  a remark  funny  when  I am  rested. 

Recent  memory  deficit  [5]  — I would  forget  what 
I just  said  so  my  next  sentence  would  make  no 
sense.  I also  stop  sentences  midway  a lot  because 
I forget  what  I wanted  to  say. 

British  Corroboration 

The  New  York  City  interns  are  by  no  means 
unique.  A British  survey  of  64  “housemen” 
yielded  similar  findings.5  Ninety-four  percent 
considered  that  lack  of  sleep  had  commonly  (25) 
or  occasionally  (35)  affected  their  efficiency  of 
working.  Eighty-one  percent  felt  that  lack  of  sleep 
had  commonly  (18)  or  occasionally  (34)  affected 
their  relationship  with  patients. 

Some  of  their  individual  remarks  are  even  more 
disturbing.  One  house  officer  complained  of  hav- 
ing become  “a  tired,  bad-tempered,  psychological 
wreck,  lying  back  with  relief  on  hearing  at  3 a.m. 
that  a patient  had  died  in  the  ambulance  on  the 
way  in.”  Another  explained  that  after  lengthy 
periods  without  sleep,  the  house  officer  “was  often 


so  tired  that  he  was  a positive  danger  on  the 
wards— often  a danger  because  of  sheer  apathy.” 

To  grasp  the  clinical  implications  of  all  this 
testimony  requires  little  imagination.  It  is  not  at 
all  surprising  to  learn,  for  instance,  that  sleep- 
deprived  interns  are  significantly  less  able  than 
rested  ones  to  recognize  arrhythmias  on  the  elec- 
trocardiogram.5 

We  should  make  no  mistake  about  it —the 
sleep-deprived  house  officer  is  an  impaired  phy- 
sician. Close  inspection  reveals  remarkable  sim- 
ilarities between  him  and  the  otherwise  impaired 
physician.  Both  suffer  from  excessive  stress,  psy- 
chological problems,  strained  relationships  with 
spouse  or  loved  ones,  and  diminished  efficiency 
on  the  job.  Yet  the  case  of  the  latter  receives 
increasing  attention  while  the  demise  of  the  for- 
mer is  largely  ignored.  We  should  recall  the  ad- 
monition, “Physician,  heal  thyself.”  The  sleepy 
intern  presents  a poor  role  model  to  the  patient 
whom  he  attempts  to  educate  on  healthy  lifestyles. 

Reasons 

There  are  at  least  four  identifiable  reasons  why 
such  a situation  exists.  At  best,  they  are  less  than 
satisfactory;  at  worst,  they  defy  logic  or  contradict 
medical  ideals. 

Friedman,  et  al.,  offer  two  explanations.  The 
inevitable  psychoanalytical  theory,  which  might 
alternatively  be  called  the  “masochism  theory,” 
is  that:  “.  . . the  sleep  deprived  intern  acts  out 
an  unconscious  wish  widely  held  by  physicians 
to  possess  abilities  and  powers  that  transcend 
what  is  ordinarily  thought  of  as  human  ....  The 
search  for  omnipotence  may  be  understood  as 
the  acting  out  by  particular  members  of  the  phy- 
sician group  of  a defense  against  anxiety  generated 
daily  by  the  often  frustrating  struggle  against  dis- 
ease and  death.”4 

Another  physician  seems  to  offer  the  same  ar- 
gument, in  less  abstract  terms,  on  the  basis  of  a 
competitive  spirit  which  makes  it  difficult  for  the 
house  officer  to  quit  when  he  knows  he  should. 
“Even  if  a replacement  is  available,  most  phy- 
sicians set  terribly  high  standards  for  themselves. 
Reluctant  to  damage  the  superhuman  doctor 
myth,  they  are  determined  to  do  as  well  as  the 
‘giants’  who  went  before  them.”1 

Friedman,  et  al.,  also  put  forth  the  idea,  which 
has  recently  received  attention  elsewhere,6  that 
the  internship  functions  as  an  initiation  rite  into 
an  elite  society.  Many  physicians  undoubtedly 
defend  interns’  heavy  work  schedules  by  such 
reasoning.  “I  went  through  it,  and  it  made  a better 
doctor  out  of  me,”  the  thinking  goes.  “Besides, 
why  should  today’s  interns  have  it  any  easier  than 
I did?”1  So  while  we  condemn  the  hazing  of  col- 
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lege  fraternities  that  may  injure,  maim  or  even 
kill  a young  “pledge,”7  we  condone  the  initiation 
rites  of  the  fraternity  of  medicine,  whose  injurious 
effects  are  often  as  severe  and  certainly  more 
common. 

A third  explanation  is  that  the  long  hours  of 
work  are  necessary  to  develop  the  skills  of  a com- 
petent physician.  The  best  refutation  of  this  is 
the  premise  that  “skill  is  gained  on  a law  of  di- 
minishing returns  and  would  hardly  be  affected 
by  reducing  hours  working  at  night.”3  As  one 
resident  explains,  “Fourteen  straight  hours  on 
emergency  room  duty  can  reduce  the  most  com- 
petent and  dedicated  intern  to  a mechanical  robot 
and  render  the  most  valuable  experience  mean- 
ingless.”1 This  is  to  say  nothing  of  the  fact  that 
long  work  schedules  leave  little  time  to  read  and 
scant  energy  to  stay  awake  during  conferences. 
One  final  point  worth  mentioning  is  that  the 
apathy  and  disillusionment  with  medicine  often 
associated  with  sleep  deprivation  may  put  a dam- 
per on  the  young  physician’s  supposedly  enthu- 
siastic quest  for  knowledge. 

The  last  explanation  is  that  house  officers' 
lengthy  work  schedules  are  necessary  to  serve  the 
manpower  needs  of  a hospital’s  patient  popula- 
tion. Any  truth  to  this  reason  would  confirm  the 
claim  that  “interns  are  used  as  cheap  labor.”1 
Certainly,  many  of  the  nocturnal  duties  of  the 
house  officer  could  be  alleviated  by  hiring  extra 
ancillary  personnel  or  more  physicians.  However, 
the  financial  obstacles  to  this  have  so  far  over- 
come the  still  relatively  weak  collective  bargaining 
strength  of  resident  physicians.  As  a result,  the 
greatest  work  burden  remains  on  the  shoulders 
of  the  low  man  on  the  totem  pole.  And  the  future 
seems  even  bleaker.  The  Graduate  Medical 
Education  National  Advisory  Committee 
(GMENAC)  recently  predicted  a doctor  glut  by 
1990  and  recommended  a reduction  in  medical 
school  enrollments.*  The  implementation  of  this 
recommendation  would  ultimately  deplete  the 
intern  pool  and— all  other  things  being  equal- 
increase  the  burden  on  each  individual  intern. 

Remedies 

Few  solutions  have  thus  far  been  proposed  to 
address  this  problem.  After  all,  the  issue  has  been 
the  focus  of  only  a half  dozen  or  so  articles  in 
the  medical  literature. 

Elwood  and  Barr1'  offered  a proposal  that  has 
received  little  if  any  attention.  They  showed  that 
simply  rearranging  work  schedules  could  reduce 
by  80%  the  time  on  call  in  excess  of  24  hours’ 
consecutive  duty,  without  changing  the  services 
or  administration  of  the  unit  in  other  ways. 

Hospital  administrators  should  more  carefully 


consider  devoting  some  of  their  scarce  funds  to 
hiring  extra  ancillary  personnel  so  as  to  minimize 
house  officers’  “scut”  work.  They  should  hire 
more  physicians  if  possible  to  accommodate 
heavy  patient  loads. 

Program  directors  and  attending  physicians 
should  be  more  sensitive  and  responsive  to  house 
officers’  needs.  As  one  intern  remarked,  “The 
biggest  drawback  of  the  houseyear  is  the  almost 
callous  disregard  by  the  senior  medical  staff,  and 
to  a lesser  extent  by  nursing  staff,  of  the  need  of 
a houseman  for  sleep.”3 

A national  survey  of  graduate  medical  edu- 
cation training  programs  should  be  undertaken 
to  measure  the  scope  of  the  problem.  How  many 
programs,  for  instance,  have  alternate-night  on- 
call  schedules?  If  such  a survey  reveals  widespread 
abuse  of  residents’  need  for  sleep,  standards  for 
on-call  duty  could  be  set  by  the  Accreditation 
Council  for  Graduate  Medical  Education 
(ACGME),  the  agency  responsible  for  accrediting 
residency  programs. 

Standards  for  residency  program  accreditation 
are  detailed  in  the  ACGME  document,  Essen- 
tials for  Accredited  Residencies.  The  Es- 
sentials include  “General  Requirements”  for  all 
residencies  and  “Special  Requirements”  for  each 
particular  specialty.  The  “General  Requirements” 
(which  were  recently  revised)  do  not  include 
guidelines  for  on-call  schedules.  They  merely  urge 
that  “each  resident  be  offered  for  acceptance  a 
written  agreement  encompassing  . . . the  usual 
call  schedule.”  The  “Special  Requirements  for 
Residency  Training  in  Internal  Medicine,”  how- 
ever, do  recommend  on-call  duty  “every  third 
or  fourth  night.”  The  possibility  of  the  ACGME 
establishing  general  standards  for  on-call  sched- 
ules, either  as  recommendations  or  requirements, 
should  receive  consideration. 

Finally,  on-call  schedules  should  be  published 
in  the  American  Medical  Association’s  Direc- 
tory of  Residency  Training  Programs.  Al- 
though the  preface  to  the  current  directory  states 
that  its  publication  on  an  annual  basis  prevents 
the  inclusion  of  “such  variable  information  as 
....  on-call  time,”  this  possibility  should  be 
reexamined.  After  all,  the  Directory  includes  such 
“variable  information”  as  number  of  necropsies, 
annual  outpatient  visits,  and  total  in  vivo  pro- 
cedures. Besides,  a program  with  an  alternate- 
night  on-call  schedule  one  year  is  reasonably 
likely  to  have  an  alternate-night  on-call  schedule 
the  following  year.  With  easier  access  to  this  in- 
formation, the  degree  of  interest  expressed  in  the 
less  humane  programs  may  diminish.  Especially 
(and  perhaps  only)  then  will  program  directors 
be  inclined  to  make  their  programs  less  punishing. 
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As  McManus,  et  al .,3  concluded,  “The  houseyear 
is,  at  best,  very  unpleasant  for  a large  number  of 
doctors,  and  needs  serious  reconsideration.” 
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ARE  YOU  USING 
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TO  CONTROL 
YOUR  PRACTICE  TODAY? 


The  Annson  Patient  Medical 
Billing  System  has  revolutionized 
medical  accounting  procedures  and 
record  keeping.  Total  control  of  your 
practice — with  all  its  increasingly 
complex  details — is  within  your 
grasp. 


The  Annson  System  is  a 
computer  program  package 
specifically  adapted  to  the  medical 
profession.  When  used  with  the 
efficient  IBM  5120  Computing 
System,  it  simplifies  daily  handling 
of  ledgers  and  payments,  gives 
instant  access  to  patient  information, 
prints  cumbersome  insurance  forms 


and  more.  Which  all  adds  up  to  an 
increased  cash  flow  . . . among 
other  things. 
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tice analysis  for  each  doctor  in 
the  office. 

Interested? 

We’d  like  to  tell  you  more  about 
the  CAMP  COMP  1 system  and 
how  it  can  help  you  improve 
profits  and  simplify  procedures. 
Return  the  coupon  or  call  (5 1 7) 
787- 1 600,  ext.  2 1 7,  for  more  in- 
information, including  costs, 
program  details  and  service 
agreement. 
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Camp  has  been  a friend  and  a 
familiar  name  to  the  medical 
community  for  more  than  70 
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Illinois  Society,  American  Association 
of  Medical  Assistants 


Staying  Abreast 
Of  Fast  Advances 

By  Mari  Lakadat,  McLean  County  Chapter 


A Wall  Street  Journal  article  profiles  a general 
practitioner’s  system  for  staying  abreast  of  med- 
ical advances.  Almost  daily  progress  in  medicine 
can  mean  time  consuming  efforts  just  to  become 
familiar  with  all  the  new  information. 

In  our  consumer  oriented  society,  mandatory 
recertification  of  specialists,  as  well  as  general 
practitioners,  seems  inevitable.  The  close  scrutiny 
given  physicians  today  extends  to  their  medical 
personnel— and  should  be  welcomed.  What  better 
way  to  prove  one’s  capabilities  than  ensuring  that 
medical  care  provision  will  bear  up  under  close 
scrutiny. 

Recognizing  this  growing  trend  toward  certi- 
fication, the  American  Association  of  Medical 
Assistants,  several  years  ago,  began  certification 
procedures  for  members  and  nonmembers.  By 
certifying  a medical  assistant’s  knowledge,  rec- 
ognition is  given  for  on-the-job  training,  possibly 
coupled  with  a formal  course  of  study  in  a school 
of  medical  assisting. 

Recertification  of  the  medical  assistant  requires 
continued  attendance  at  educational  workshops, 
seminars  and  travel  courses.  As  physicians  all 
over  the  country  plan  ways  in  which  extra  hours 
can  be  allotted  to  their  continued  education, 
thought  should  also  be  given  to  the  continued 
education  of  their  employees,  an  extension  of  their 
health  care  team. 

A medical  assistant  need  not  require  recerti- 
fication from  state  to  state,  but  recognition  is 
given  for  meeting  certain  basic  educational  cri- 


teria recognized  nationally. 

Physicians  who  are  today  evaluating  their  con- 
tinuing education  goals,  should  also  be  aware  of 
the  goals  of  their  medical  assistants,  providing  a 
conducive  atmosphere  for  educational  pursuits 
as  well  as  good  patient  care.  A medical  practice 
will  continue,  it  is  said,  as  long  as  a physician 
provides  congenial  care.  However,  today’s  pa- 
tients also  want  assurance  that  the  physician  not 
only  understands  their  particular  medical  prob- 
lem but  is  aware  of  all  alternative  treatments, 
either  time-proven  methods  or  new  medical  ad- 
vances. An  up-to-date  and  knowledgeable  med- 
ical assistant  is  a boon  to  a busy  physician. 

Continuing  education  for  the  physician  includes 
medical  meetings,  seminars,  workshops  and  peri- 
odicals. These  means  for  continuing  education 
are  also  available  to  medical  assistants  through 
the  American  Association  of  Medical  Assistants, 
which  cites  its  primary  purpose  as  education. 

If  you  are  keeping  in  step  with  medical  ad- 
vances, Doctor,  is  your  medical  assistant  keeping 
in  step  with  you? 


For  further  information  regarding  A.A.M.A., 
please  contact  Mary  Lu  Ostrowski,  CMA,  Pres- 
ident, Illinois  Society,  1704  East  Jackson, 
Bloomington,  Illinois  61701,  or  Mari  Lakadat, 
Chairman,  Public  Relations  Committee,  c/o 
William  Sawyer,  M.D.,  107  E.  Chestnut,  Bloom- 
ington, Illinois  61701. 
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Conditions  Which  Affect  Interpretation 
Of  Thyroid  Function  Tests 

By  Richard  Ravel,  M.D./Quincy 


This  review  outlines  the  current  status  of  laboratory  tests  for  hyperthyroidism 
and  hypothyroidism.  Various  conditions  are  pointed  out  which  may  produce  falsely 
abnormal  and  also  falsely  normal  test  results.  These  conditions  create  more  di- 
agnostic problems  than  most  physicians  realize,  especially  in  hospitalized  patients. 


It  has  become  increasingly  evident  in  recent 
years  that  many  more  problems  beset  interpre- 
tation of  thyroid  function  tests  than  most  phy- 
sicians realize.1 2 This  review  attempts  to  call 
attention  to  some  of  these  problems.  Only  hy- 
perthyroidism and  hypothyroidism  will  be  in- 
cluded. The  basic  laboratory  tests  currently  used 
for  diagnosis  of  thyroid  disease  will  be  discussed, 
in  order  to  delineate  both  the  contributions  and 
the  pitfalls  of  each  toward  diagnosis  of  hyper- 
thyroidism and  hypothyroidism. 

In  order  to  clarify  certain  points,  it  might  be 


RICHARD  RAVEL,  M.D.,  is  director  of  laboratories  at  St.  Mary 
Hospital  in  Quincy.  Board  certified  in  anatomic  and  clinical 
pathology,  as  well  as  nuclear  medicine.  Dr.  Ravel  is  a fellow 
of  the  College  of  American  Pathologists,  the  American  Society 
of  Clinical  Pathologists  and  American  College  of  Nuclear  Phy- 
sicians. 


desirable  to  briefly  review  thyroid  hormone 
metabolism.24 

Iodine  is  extracted  from  the  blood  by  the  thy- 
roid and  one  iodine  atom  is  attached  to  a tyrosine 
molecule  to  form  monoiodotyrosine.  One  addi- 
tional iodine  atom  is  then  attached  to  form  diio- 
dotyrosine.  Two  diiodotyrosine  molecules  are 
combined  to  form  tetraiodothyronine  (thyroxine, 
T4),  or  one  monoiodotyrosine  molecule  can  be 
combined  with  one  diiodotyrosine  molecule  to 
form  triiodothyronine  (T3).  Normally,  the  great 
majority  of  thyroid  hormone  secretion  is  T4  with 
only  approximately  7%  being  T3.  In  the  blood, 
over  99%  of  both  T4  and  T3  are  bound  to  serum 
proteins.  About  80-85%  of  T4  attaches  to  thy- 
roxine-binding globulin  (TBG),  an  alpha- 1 glob- 
ulin; about  10-15%  to  pre-albumin;  and  about 
5%  to  albumin.  About  70%  of  T3  is  bound  to 
TBG  and  most  of  the  remainder  to  albumin. 
Protein-bound  hormone  is  metabolically  inactive, 
as  though  it  were  located  in  a storage  warehouse. 
The  unbound  (“free”)  T4  and  T3  are  metaboli- 
cally active  in  body  cells.  Within  body  cells,  par- 
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ticularly  the  liver,  some  free  T4  is  converted  into 
T3,  representing  about  80%  of  daily  T3  produc- 
tion. T4  is  also  converted  into  a compound  known 
as  reverse  T3.  Reverse  T3  is  not  biologically  ac- 
tive. Finally,  there  is  a system  of  control  over 
thyroid  hormone  production  and  secretion  based 
on  thyrotropin-releasing  hormone  (TRH,  thy- 
roliberin, protirelin)  from  the  hypothalamus, 
which  stimulates  the  pituitary  to  secrete  thyroid- 
stimulating  hormone  (TSH,  thyrotropin).  TSH 
regulates  normal  thyroid  production  and  release 
of  the  thyroid  hormones  T4  and  T3.  In  turn, 
decreased  serum  levels  of  free  T4  and  T3  stim- 
ulate TRH  production,  while  increased  levels  of 
free  T4  and  T3  directly  inhibit  pituitary  secretion 
of  TSH  as  well  as  inhibit  TRH  production. 

Thyroid  Function  Tests  in  Hyperthyroidism 

According  to  standard  concepts  of  thyroid  dis- 
ease, there  are  two  basic  types  of  hyperthyroidism: 
diffuse  thyroid  gland  overactivity,  also  called 
Graves’  Disease;  and  focal  nodular  hyperactivity, 
also  called  toxic  nodular  or  Plummer’s  Disease. 
Hyperthyroidism  of  either  etiology  is  usually 
subdivided  into  two  types,  depending  on  thyroid 
hormone  measurement.  These  are  traditional  or 
standard  variety,  in  which  both  serum  thyroxine 
(T4)  and  serum  triiodothyronine  (T3)  are  ele- 
vated; and  “T3  Toxicosis”,  in  which  serum  T4 
values  are  within  normal  population  range  and 
serum  T3  alone  is  elevated.3  Evidence  has  been 
accumulated  that  classification  of  hyperthyroid- 
ism into  T4/T3  and  T3  types  alone  is  no  longer 
valid.56  Also,  laboratory  diagnosis  is  less 
straightforward  than  previously  believed.  A re- 
view of  the  standard  diagnostic  procedures  for 
thyrotoxicosis  will  help  provide  a background  for 
consideration  of  problems  in  laboratory  test 
interpretation. 

One  of  the  oldest  laboratory  tests  of  thy- 
roid function  is  the  radioactive  iodine  uptake 
(RAIU).7-10  This  is  an  indirect  estimate  of  thyroid 
hormone  production  based  on  the  need  of  the 
thyroid  for  iodine  to  make  thyroid  hormone, 
which  in  turn  depends  on  the  rate  of  thyroid 
hormone  synthesis.  Unfortunately,  this  test  has 
many  drawbacks,  including  seven  major  problems 
discussed  below: 

(1)  50-70%  (literature  range  20-80%)7  8 of  pa- 
tients with  hyperthyroidism  due  to  toxic  nodules 
do  not  have  elevated  RAIU. 

(2)  Excess  iodine  competes  with  radioactive 
iodine  for  thyroid  uptake,  thereby  preventing 
uptake  of  radioactive  iodine  and  falsely  decreasing 
test  results.  Iodine  excess  in  the  blood  is  due  to 
iodine  in  certain  medicines  (inorganic  iodide)  or 
in  X-ray  contrast  media  (organic  iodine). 

(3)  Normal  values  are  uncertain  due  to  in- 


creasing environmental  and  foodstuff  iodine  and 
inability  of  most  nuclear  medicine  departments 
to  obtain  normal  values  for  their  own  locality.9 

(4)  RAIU  is  falsely  elevated  in  iodine  defi- 
ciency and  some  persons  with  severe  liver  dis- 
ease.7 

(5)  The  standard  24-hour  uptake  requires  two 
patient  visits  and  two  days. 

(6)  Occasional  patients  with  hyperthyroidism 
have  unusually  fast  synthesis  and  release  (turn- 
over) of  T4  and  T3.  The  RAIU  measurement 
depends  not  only  on  RAI  uptake  but  also  on  re- 
tention of  the  radioactive  iodine  (incorporated 
into  hormone)  within  the  gland  until  the  amount 
of  radioactivity  within  the  gland  is  measured.  By 
24  hours  a significant  amount  of  newly-formed 
hormone  may  already  be  released,  providing 
falsely  lower  thyroid  radioactivity  values  com- 
pared to  earlier  (2-6  hour)  uptake  measurements. 

(7)  Poor  separation  of  normals  from  hypo- 
thyroids.89 

These  difficulties  have  precluded  use  of  the 
RAIU  for  screening  purposes.  However,  the 
RAIU  in  conjunction  with  the  thyroid  scan  has 
definite  value  in  patients  with  laboratory  evidence 
of  hyperthyroidism: 

(1)  The  scan  can  differentiate  between  diffuse 
and  toxic  nodular  hyperthyroidism,  entities  which 
require  different  treatment. 

(2)  Occasional  patients  with  chronic  lympho- 
cytic thyroiditis  have  symptoms  of  thyrotoxi- 
cosis.11 Serum  T4  and  T3  are  usually  elevated. 
Both  elevated  and  low  24-hour  RAIU  have  been 
reported.  Early  (2-6  hour)  uptake  may  be  elevated 
more  frequently  than  24-hour  uptake.  Thyroid 
scan  typically  has  a characteristic  non-uniform 
appearance  which  can  be  helpful  in  suggesting  the 
diagnosis. 

(3)  Facitious  (self-medication)  hyperthyroid- 
ism and  subacute  thyroiditis  usually  have  a low 
RAIU  in  conjunction  with  elevated  T4  (falsely 
low  RAIU  due  to  iodine  intake  must  be 
excluded).1213 

T3  Uptake  Tests 

T3  uptake  (T3U)  does  not  measure  T3,  as  its 
name  might  imply,  but  instead  estimates  the 
amount  of  non-occupied  (unsaturated)  thyroid 
hormone  binding  sites  on  serum  proteins  and  has 
also  been  used  as  an  indirect  estimate  of  T4. 
Radioactive  T3  placed  into  patient  serum  com- 
petes with  a special  hormone-binding  resin  or 
other  binding  material  for  binding  sites  on  serum 
proteins.  The  number  of  T3  binding  sites  avail- 
able on  serum  proteins  depends  primarily  on  the 
amount  of  T4  already  bound,  assuming  normal 
quantities  of  protein,  since  T4  molecules  greatly 
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Table  1 

Certain  Compounds  Which  Affect  T4  and  T3U 
(Compiled  From  Various  Sources) 


T4 

T3U 

Oragrafin 

Increase 

None 

Telapaque 

Slight  Increase 

None 

Other  X-Ray  Contrast 
Media 

None 

None 

T4  Compounds 

Increase 

Increase 

T3 

Decrease 

Decrease 

Estrogens 

Increase 

Decrease 

Halothane 

Increase 

? 

Heroin  or  Methadone 

Normal/lncreased$ 

Normal/ Decreased 

Heparin 

Normal/Increased* 

None 

Propylthiouracil  or 
Methimazole 
(Tapazole) 

Decrease 

Decrease/ Normal 

Barbiturates 

Normal/Mild 

Normal/Mild 

(long-term) 

Decrease 

Increase 

Dilantin 

Decrease 

None** 

Androgens 

Decrease 

Increase 

Corticosteroids 

Normal/ Decrease 

Increase 

Salicylates 
(large  doses) 

Decrease 

Increase! 

Perphenazine 

Occasionally 

Occasionally 

(Trilafon) 

Increased 

Decreased 

Chlorpromazine 

(Thorazine) 

Normal/ Decrease 

Normal/ Decrease 

Coumarin 

None 

Increase 

Penicillin  (large  doses) 

None 

Normal/Increase 

Lithium  Carbonate 

Normal/Decrease 

Normal/ Decrease 

Propranolol  (Indural) 

Normal!! 

None 

^ Usual  effect/less  frequent  effect. 

* Increased  during  15-60  minute  time  period  after  injection. 

**  One  report  indicates  some  elevation. 

t At  least  one  report  indicates  no  effect. 

tt  Disagreement  whether  T4  is  unchanged  or  slightly  increased. 


outnumber  T3  molecules.  Radioactive  T3  not 
able  to  bind  to  protein  is  forced  onto  the  resin. 
Therefore,  the  greater  amount  of  T4  bound  to 
protein,  the  fewer  protein  binding  sites  are  avail- 
able for  radioactive  T3  and  the  greater  radioactive 
T3  uptake  of  the  resin.  T3U  is  not  affected  by 
iodine  but  is  influenced  by  changes  in  the  thy- 
roxine-binding proteins.  Other  disadvantages  are 
poor  separation  of  normal  from  hypothyroid  and 
interference  by  a considerable  number  of  medi- 
cations, the  majority  of  which  also  affect  serum 
T4  assay  (Table  1).  In  addition,  atrial  fibrillation 
and  severe  acidosis  sometimes  falsely  increase 
T3U.14 

Total  Serum  T4 

Total  serum  T4  can  be  measured  directly  by 
radioassay  (or  more  recently,  by  enzyme-linked 
assay).  Radioassay  involves  competition  of  pa- 
tient hormone  and  radioactive  hormone  for  a 
hormone  binder.  In  T4  by  radioimmunoassay 


(T4-RIA)  the  binder  is  anti-T4  antibody;  in  com- 
petitive binding  or  displacement  methods  (T4- 
CPB  or  T4D)  the  binder  is  T4-binding  serum 
protein.  After  patient  T4  and  radioactive  T4  have 
reacted  with  the  T4  binder,  the  bound  complex 
is  separated  from  the  free  (unbound)  hormone 
and  the  radioactivity  in  either  the  bound  or  free 
fraction  is  counted.  The  amount  of  patient  T4 
determines  the  amount  of  radioactive  T4  allowed 
to  attach  to  the  binder.  Over  99%  of  total  serum 
T4  is  protein-bound;  the  contribution  of  free  T4 
to  the  test  result  is  negligible.  Therefore,  serum 
T4  by  any  of  these  methods  essentially  measures 
protein-bound  T4  and  will  be  affected  by  alter- 
ations in  T4  binding  proteins.  These  alterations 
may  be  congenital,  drug-induced,  or  produced  by 
non-thyroidal  illness  (Table  2). 15  As  a rule  of 
thumb,  estrogens  increase  TBG  while  most  other 
drugs  decrease  TBG  or  T4  binding  to  TBG. 

Three  methods  are  available  to  correct  T4  assay 
for  effects  of  thyro-binding  protein  alterations. 
The  Free  Thyroxine  . Index  (FTI,  FT4I,  Clark  & 
Horn  Index,  T-7,  T-12)  consists  of  the  T4  result 
multiplied  by  the  T3U  result.  This  manipulation 
takes  advantage  of  the  fact  that  T3U  and  T4 
values  travel  in  opposite  directions  when  TBG 
alterations  are  present,  but  they  procede  in  the 
same  direction  when  TBG  is  normal  and  the  only 
variable  is  the  amount  of  T4.  For  example,  es- 
trogen in  birth-control  medication  or  pregnancy 
elevates  thyroxine-binding  globulin  (TBG)  levels. 
Normally,  TBG  is  about  one-third  saturated.  If 
TBG  is  increased,  the  additional  TBG  also  be- 
comes one-third  saturated.  Thus,  total  T4  is  in- 
creased (normal  amount  of  T4  plus  the  extra  T4 
on  the  extra  TBG).  TBG  binding  sites  are  sim- 
ilarly increased  by  the  additional  TBG,  leading 
to  decreased  T3U  (additional  radioactive  T3  is 
bound  to  the  additional  TBG,  with  less  T3  at- 
tracted to  the  resin).  Therefore,  if  estrogens  in- 
crease TBG,  T4  is  increased  and  T3U  decreased; 
the  high  number  multiplied  by  the  low  number 
produces  a middle-range  normal  Index  number.15 

Several  manufacturers  have  devised  techniques 
for  internally  “correcting”  T4  results  for  effects 
of  TBG  alterations.  Depending  on  the  manufac- 
turers, these  have  been  called  “ETR,”  “Nor- 
malized T4,”  and  other  brand  names.16 

Another  approach  is  to  measure  free  T4  rather 
than  total  T4.  The  amount  of  protein-bound  in- 
active T4  by  itself  has  no  direct  influence  on  the 
serum  level  of  metabolically  active  free  hormone. 
The  original  Sterling  technique  involved  sepa- 
ration of  free  from  protein-bound  T4  by  a dialysis 
membrane.  The  procedure  was  complicated  and 
was  available  only  in  a few  reference  laboratories. 
Recently,  at  least  three  manufacturers  have  in- 
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Table  2 

Causes  For  Increased  TBG 

Increased  estrogens 
Pregnancy 
Birth  control  pills 
Estrogen  therapy 
Other  medications 

Perphenazine  (Trilafon)  (occasionally) 
Vleroin  and  Methadone  (variable  degree) 
Severe  liver  disease 
Severe  acute  hepatitis 
Severe  cirrhosis  (occasionally) 

Congenital 

Acute  Intermittent  Porphyria 


troduced  free  T4  kits  simple  enough  to  be  within 
the  technical  ability  of  most  ordinary  laborato- 
ries.17 

I 

Total  Serum  T3 

Total  serum  T3  may  be  assayed  by  the  same 
technique  as  T4-RIA.  Total  serum  T3  (T3-RIA) 
is  a specific  direct  measurement  of  T3  using  anti- 
T3  antibody,  and  should  not  be  confused  with 
T3U,  which  is  an  estimate  of  serum  protein  un- 
saturated binding  sites  and  also  very  indirectly 
estimates  T4.  Analogous  to  T4  procedures,  serum 
T3  consists  mostly  of  protein-bound  T3.  There- 
fore, serum  T3  measurement  is  affected  by  al- 
terations in  thyro-binding  proteins,  although  to 
a slightly  lesser  degree  than  serum  T4.3  One  may 
obtain  a free  T3  index  (FT3I)  using  T3-RIA  and 
T3U  values.18 

The  last  two  tests  to  be  discussed  involve  ma- 
nipulation of  the  pituitary-thyroid  feedback  sys- 
tem. The  so-called  “T3  suppression” test  consists 
of  3-8  days  of  T3  administration.19  Exogenous 
T3  (Cytomel)  suppresses  pituitary  TSH  secretion. 
In  normal  persons,  decreased  TSH  is  followed  by 
sharply  decreased  serum  T4  production.  In  hy- 
perthyroidism, the  thyroid  produces  T4/T3  with- 
out the  usual  regulation  by  TSH;  therefore  the 
thyroid  is  not  suppressed  by  Cytomel  and  serum 
T4  or  RAIU  demonstrate  little  change  (“positive” 
test  result).  This  procedure  has  generally  been 
considered  reliable  in  confirming  hyperthyroid- 
ism, although  there  are  reports  that  25%  or  more 
cases  of  non-toxic  nodular  goiter  may  fail  to  sup- 
press.19 The  major  drawback  is  that  administra- 
tion of  T3  may  be  hazardous  to  elderly  patients 
or  those  with  cardiac  disease. 

More  recently,  synthetic  TRH  (Thypinone)  has 
become  available.  Administration  of  TRH  nor- 
mally results  in  a marked  rise  in  serum  TSH  lev- 
els. In  hyperthyroidism,  TSH  production  is 


suppressed  (by  direct  effect  of  excess  T4/T3  on 
the  pituitary)  and  TSH  assay  after  TRH  fails  to 
demonstrate  the  expected  degree  of  TSH  increase. 
The  TRH  test  is  currently  considered  the  most 
reliable  confirmatory  procedure  for  hyperthy- 
roidism, and  is  being  used  as  the  standard  against 
which  all  other  tests  are  compared  for  accuracy.20 
Unfortunately,  about  5%  false  positive  results 
(e.g.,  failure  to  elevate  TSH  after  TRH)  have  been 
reported  in  persons  without  demonstrable  hy- 
perthyroidism, so  that  a positive  result  is  con- 
sidered strongly  suspicious  but  not  conclusive  for 
thyrotoxicosis.  A normal  result  (normal  degree 
of  TSH  elevation  after  TRH)  is  currently  con- 
sidered very  reliable  in  excluding  thyrotoxicosis. 
TRH  response  is  reported  to  decrease  nearly  50% 
in  males  (but  not  females)  over  age  60,  although 
this  has  been  disputed.  Prolonged  fasting  (car- 
bohydrate deprivation),  aspirin,  L-dopa  and 
adrenocorticoid  therapy  depress  TSH  response  to 
TRH.  Finally,  patients  should  discontinue  des- 
sicated  thyroid  or  T4  therapy  for  at  least  14  days 
or  T3  therapy  for  at  least  7 days  before  a TRH 
test.21  Another  drawback  is  $30-$40  cost  for  TRH 
and  the  need  for  2 or  3 TSH  assay  specimens. 

Laboratory  Test  Alterations 

Since  the  diagnosis  of  thyrotoxicosis  is  usually 
based  on  laboratory  results  as  well  as  clinical 
findings,  one  must  consider  what  laboratory  test 
alterations  are  produced  in  hyperthyroidism. 
Laboratory  diagnosis  (“Laboratory  hyperthy- 
roidism”) is  based  on  elevated  values  of  serum 
T4  and  T3,  the  two  active  thyroid  hormones. 
Laboratory  hyperthyroidism  can  be  subdivided 
into  3 categories,  depending  on  T4  and  T3-RIA 
results:  (1)  standard  T4/T3  Toxicosis  (both  T4 
and  T3-RIA  elevated);  (2)  T3  Toxicosis  (T3-RIA 
elevated,  T4  not  elevated)  and  (3)  T4  Toxicosis 
(T4  elevated,  T3-RIA  not  elevated). 

Standard  T4/T3  toxicosis  comprises  nearly 
95%  of  hyperthyroidism.  T3  toxicosis  is  estimated 
to  occur  in  3-5%  of  hyperthyroidism  patients 
(literature  range  2.4-30%).3  RAIU  and  T3U  are 
usually  normal.  There  is  some  evidence  that  T3 
toxicosis  may  be  associated  more  often  with 
Plummer’s  than  with  Graves’  Disease,22  although 
not  all  investigators  agree.  One  report  indicates 
that  T3  toxicosis  is  more  common  in  iodine-de- 
ficient areas  (although  some  of  these  cases  might 
have  been  pseudo  T3  toxicosis  with  T4  decreased 
because  of  the  iodine  deficiency).23  The  incidence 
of  T4  toxicosis  is  unknown.  Until  recently,  the 
entity  was  rarely  mentioned,  or  it  was  assumed 
to  be  less  frequent  than  T3  toxicosis.  In  more 
recent  articles  on  this  subject,  incidence  ranged 
from  0-21%  of  hyperthyroid  patients. 5-24-25  Several 
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investigators  report  that  T4  toxicosis  is  more 
commonly  found  with  iodine-induced  hyperthy- 
roidism (Jod-Basedow  disease).26  T4  toxicosis  is 
also  found  more  commonly  in  elderly  persons,5 
but  in  some  reports  it  is  difficult  to  be  certain 
that  some  cases  were  not  pseudo  T4  toxicosis 
with  depressed  T3-RIA  due  to  concurrent  severe 
illness.  The  true  incidence  is  probably  less  than 
that  of  T3  toxicosis. 

Each  of  the  three  categories  of  true  laboratory 
thyrotoxicosis  has  a counterpart  in  which  the 
apparent  pattern  does  not  reflect  true  thyroid 
hormone  status.  I would  like  to  call  the  resulting 
test  patterns  “deceptive  laboratory  hyperthyroid- 
ism.” These  patterns  are  misleading  because  of 
non-thyroidal  alteration  of  one  or  both  thyroid 
hormone  levels.  They  include  (1)  Pseudo  T4/T3 
Toxicosis  (both  T4  and  T3-RIA  elevated  in  eu- 
thyroid patient);  (2)  Pseudo  T3  Toxicosis  (T3- 
RIA  elevated,  T4  not  elevated)  and  (3)  Pseudo 
T4  Toxicosis  (T4  elevated,  T3-RIA  not  elevated). 

Laboratory  error  may  produce  apparent  ab- 
normality in  a euthyroid  person,  or  may  reduce 
one  or  both  of  the  hormone  levels  in  true  thy- 
rotoxicosis. Therefore,  unexpected  test  patterns 
or  results  may  require  repetition  of  one  or  more 
of  the  tests  before  a definitive  diagnosis  is  made. 
Abnormality  of  the  same  type  in  two  tests  is  more 
helpful  for  diagnosis  than  abnormality  in  only 
one. 

Pseudo  T4/T3  toxicosis  found  in  euthyroid 
patients  is  most  commonly  produced  by  increase 
of  thyroid  hormone-binding  proteins,  principally 
TBG.  The  most  common  etiology  is  increased 
estrogens,  either  in  pregnancy  or  through  use  of 
birth  control  pills.  Both  T4  and  T3-RIA  are  el- 
evated in  many  of  these  patients.  However,  in 
some,  T3-RIA  may  remain  in  upper  normal  range 
while  only  T4  is  elevated.18 

Effects  of  TBG  alterations  on  T4  can  be  coun- 
teracted in  most  instances  by  internal  assay  cor- 
rection methods  (“Normalized  T4”,  “ETR”,  etc.), 
by  the  use  of  the  free  thyroxine  index  (FT4I),  or 
by  measuring  free  T4  (FT4)  rather  than  total  T4. 
However,  since  TBG  alterations  affect  T3-RIA 
as  well  as  T4,  and  since  these  procedures  do  not 
correct  T3-RIA,  correction  only  of  T4  may  avoid 
pseudo  T4/T3  toxicosis  but  produce  pseudo  T3 
toxicosis.  This  hazard  can  be  prevented  either  by 
applying  the  same  basic  free  thyroxine  index  for- 
mula to  T3-RIA,  thus  generating  a free  T3  index, 
or  by  simply  inspecting  the  two  separate  com- 
ponents of  the  free  thyroxine  index,  the  T4  and 
T3  Uptake.  If  T4  and  T3U  are  found  in  the  op- 
posite ends  of  their  respective  normal  ranges,  this 
suggests  artifact  due  to  TBG  alteration.  Unfor- 
tunately, many  laboratories  which  generate  FT4I 


only  report  the  single  FT4I  result  without  separate 
T4  and  T3U  values. 

More  on  Toxicosis 

Other  causes  of  pseudo  T4/T3  toxicosis  are 
thyroiditis  (subacute,  occasionally  chronic  lym- 
phocytic) and  factitious  (self-medication)  hyper- 
thyroidism.12 Factitious  ingestion  of  T4 
compounds  may  be  deliberate,  may  be  due  to 
prior  therapy  which  is  not  mentioned  by  the  pa- 
tient, or  may  represent  T4  included  in  diet  control 
pills  unknown  to  the  patient.  In  both  subacute 
thyroiditis  and  factitious  T4  ingestion  the  RAIU 
is  typically  low.  Spurious  causes  for  low  RAIU 
such  as  iodine  ingestion  or  X-ray  contrast  media 
administration  within  the  past  3-4  weeks  must 
be  excluded.  Subacute  thyroiditis  is  typically 
painful  and  accompanied  by  a low  RAIU.27  The 
erythrocyte  sedimentation  rate  (ESR)  is  usually 
elevated  (over  50mm/hour).  Occasional  cases  of 
subacute  thyroiditis  may  present  as  thyrotoxicosis 
without  a painful  thyroid  gland.  Chronic  lym- 
phocytic thyroiditis  typically  is  associated  with 
normal  thyroid  hormone  blood  levels,  normal  or 
decreased  24-hour  RAIU,  normal  ESR,  and  in- 
creased thyroid  autoantibody  levels.  In  a few  cases 
there  is  a clinical  picture  similar  to  non-painful 
subacute  thyroiditis. 1115  RAIU  is  most  often  nor- 
mal or  decreased,  but  may  be  increased.  ESR  is 
usually  normal.  Therefore,  elevated  ESR  favors 
subacute  thyroiditis  rather  than  factitious  hy- 
perthyroidism or  lymphocytic  thyroiditis. 
Administration  of  TSH  (TSH  stimulation  test) 
usually  demonstrates  normal  RAIU  increase  in 
factitious  hyperthyroidism,  whereas  little  increase 
occurs  in  most  cases  of  thyroiditis. 

Other  entities  with  thyrotoxicosis  associated 
with  low  RAIU  include  true  T4/T3  toxicosis  with 
artifactual  RAIU  suppression  by  exogenous  io- 
dine, iodine-induced  hyperthyroidism  (Jod- 
Basedow),  radiation-induced  thyroid  disease  (RAI 
or  external  radiotherapy),  and  ectopic  T4  pro- 
duction (struma  ovarii). 

Pseudo  T3  Toxicosis  may  be  of  two  types:  (1) 
Hyperthyroid  type:  T4/T3  toxicosis  with  normal 
range  T4.  Such  cases  are  uncommon.  It  is  said 
that  T3  may  rise  before  T4  in  early  thyrotoxicosis, 
and  T3-RIA  is  usually  elevated  to  a greater  degree 
than  T4.  Examples  have  been  reported  of  isolated 
T3  elevation  which  eventually  was  joined  by  T4 
elevation.22  An  early  or  mild  T4  abnormality  may 
be  masked  in  the  upper  area  of  population  normal 
range  (if  a person’s  normal  T4  were  in  the  lower 
part  of  population  normal  range,  the  T4  could 
double  and  still  remain  within  normal  range). 

(2)  Euthyroid  type:  elevated  T3-RIA  without 
hyperthyroidism.  This  type  of  pseudo  T3  toxi- 
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Table  3 

Severe  Non-Thyroidal  Illnesses 
Affecting  Thyroid  Tests 

Cirrhosis/Severe  Hepatitis 

Renal  Failure 

Cancer 

Severe  Febrile  Illness 
Post-Surgery 
Starvation/Malnutrition 
Acute  Psychiatric  Illness 
Diabetic  Acidosis 


cosis  may  be  produced  by  increased  TBG  when 
the  FT4I  or  equivalent  TBG  correction  method 
is  used.  Since  FT4I  and  FT4  values  remain  nor- 
mal when  TBG  is  altered,  increased  TBG  would 
be  associated  with  normal  FT4I  (also  with  normal 
FT4  or  “corrected  T4”  procedures)  plus  artifac- 
tual  increase  in  T3-RIA.  T3-RIA  may  be  in- 
creased alone  for  1-2  hours  after  T3  (Cytomel) 
administration.28  It  may  also  be  temporarily  in- 
creased for  several  hours  after  dessicated  thyroid 
intake.28  Iodine  deficiency  of  moderate  degree 
usually  has  normal  T3-RIA  and  T4  levels,  al- 
though mean  T3-RIA  values  are  higher  than  those 
of  normal  persons.29  In  severe  iodine  deficiency, 
T3-RIA  is  sometimes  increased,  T4  may  be  de- 
creased, and  TSH  increased.30  RAIU  is  increased 
in  iodine  deficiency,  providing  additional  poten- 
tial for  misdiagnosis. 

Pseudo  T4  toxicosis  may  also  be  of  two  types: 
( 1 ) Hyperthyroid  type:  T 4/T3  toxicosis  with  (tem- 
porarily) reduced  T3-RIA.  (2)  Euthyroid  type: 
TBG  increase  with  normal  or  reduced  T3-RIA; 
elevated  T4  in  a few  patients  with  severe  non- 
thyroidal  illness;  or  T4  elevation  due  to  certain 
medications. 

Pseudo  T4  toxicosis  may  be  produced  in  pa- 
tients with  T4/T3  toxicosis  when  T3-RIA  is  de- 
creased for  various  reasons  while  T4  remains 
elevated.31  Pseudo  T4  toxicosis  is  found  in  eu- 
thyroid persons  when  TBG  is  elevated  with  el- 
evated T4  while  T3-RIA  remains  normal  or  is 
decreased.32  The  most  common  causes  for  T3- 
RIA  decrease  in  either  T4/T3  toxicosis  or  TBG 
elevation  are  severe  non-thyroidal  illness3  and 
effect  on  T3-RIA  of  old  age.33  Many  severe  ill- 
nesses, particularly  when  chronic  (Table  3),  de- 
press T3-RIA,  often  to  very  low  levels.  Free  T3 
index  also  decreases,  but  to  a lesser  extent.  The 
effect  of  severe  illness  persists  for  variable  periods 
of  time,  and  is  usually  due  to  a shift  from  T3 
toward  reverse  T3  production.34  Severe  non-thy- 
roidal illness  may  be  associated  with  T4  values 
which  are  decreased,  increased,  or  which  remain 


within  normal  population  range.2  T4  most  com- 
monly displays  slight  or  mild  decrease  but  still 
remains  within  normal  limits.3  In  a relatively 
small  minority  of  patients,  T4  is  decreased  below 
normal  ranges  to  varying  degrees,  producing 
pseudo  hypothyroidism  (clinical  euthyroidism 
with  laboratory  tests  falsely  suggesting  hypothy- 
roidism).35 If  T4  happens  to  become  increased, 
pseudo  T4  toxicosis  would  be  produced  without 
clinical  hyperthyroidism  or  increased  TBG  (des- 
ignated “T4  euthyroidism”  by  some  investiga- 
tors). TSH  in  severe  non-thyroidal  illness  is  most 
often  normal  but  may  be  mildly  increased.  T3U 
may  be  normal  or  mildly  increased. 

In  some  patients  with  increased  TBG,  T3-RIA 
remains  within  upper  normal  range  while  T4  is 
elevated.32  Increase  in  binding  proteins  affects  T4 
somewhat  more  than  T3-RIA.36  However,  in- 
creased TBG  frequently  produces  elevated  T3- 
RIA  as  well  as  T4.37 

Another  factor  which  depresses  T3-RIA  but 
not  T4  is  advanced  age.33  After  age  60,  most  T3- 
RIA  kits  have  demonstrated  a progressive  de- 
crease with  time  of  approximately  10-30%  (lit- 
erature range  0-52%).  The  degree  of  effect  differs 
with  individual  manufacturers’  kits.38  Unfortu- 
nately, very  few  laboratories  determine  age-re- 
lated values  for  the  particular  kit  which  they  use. 
There  is  general  but  not  unanimous  agreement 
that  T4  values  are  not  greatly  changed  in  old 
age.33-39 

Certain  compounds  such  as  ipodate  (Oragrafm) 
and  iopanoic  acid  (Telepaque)  gallbladder  con- 
trast media  decrease  T3-RIA  and  may  increase 
T4  somewhat.40  Dexamethasone3  and  propran- 
olol41 are  reported  to  decrease  T3-RIA  without 
affecting  T4  (although  there  is  some  disagreement 
whether  propranolol  may  increase  T4). 

It  has  been  reported  that  some  hyperthyroid 
patients  with  elevated  T4  but  normal  range  T3- 
RIA  have  an  elevated  free  T3  index.18 

One  final  category  of  deceptive  hyperthyroid- 
ism may  be  added,  that  of  thyrotoxic  pseudo- 
euthyroidism.  Patients  with  decreased  TBG  may 
have  falsely  decreased  thyroid  hormone  levels 
which  would  convert  elevated  values  to  normal 
range  assay  results.37  Severe  non-thyroidal  illness 
could  affect  T3  toxicosis  and  conceivably  also 
T4/T3  or  T4  toxicosis. 

“Euthyroid”  Graves’  Disease 

In  addition  to  the  two  classic  types  of  clinical 
hyperthyroidism,  there  is  one  additional  form 
known  as  “isolated  Graves’  ophthalmopathy”  or 
“euthyroid  Graves’  disease.”  This  consists  of  eye 
signs  associated  with  hyperthyroidism  but  with- 
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out  other  clinical  evidence  of  thyrotoxicosis  and 
with  normal  RAIU,  T4  and  T3-RIA.  Evidence 
of  true  hyperthyroidism  consists  of  reports  that 
about  50-70%  of  these  patients  have  failed  to 
demonstrate  thyroid  suppression  in  the  T3 
suppression  test  (literature  range  50-100%  in  sev- 
eral small  series  of  patients).42  43  About  two-thirds 
reveal  evidence  of  thyroid  autonomy  in  the  TRH 
test.43 

The  existence  of  deceptive  laboratory  hyper- 
thyroidism with  the  various  forms  of  pseudo- 
toxicosis accentuate  the  need  for  reliable  confir- 
matory tests.  This  is  especially  true  when  the 
patient  has  severe  non-thyroidal  illness  and 
symptoms  such  as  atrial  fibrillation,  which  may 
be  due  to  thyrotoxicosis.44  At  present,  the  two 
most  useful  confirmatory  procedures  for  hyper- 
thyroidism are  the  T3  suppression  test  and  the 
TRH  test.  Of  these,  the  main  advantage  of  T3 
suppression  over  TRH  is  lower  cost.  Major  dis- 
advantages include  potential  danger  in  persons 
with  cardiac  disease  and  the  prolonged  time  pe- 
riod necessary  for  the  test.  The  TRH  test  has 
emerged  as  the  “gold  standard”  for  diagnosis  of 
hyperthyroidism.  The  procedure  appears  to  be 
safe,  with  relatively  minor  side  effects.  It  can  be 
completed  in  less  than  one  day  and  can  be  used 
in  patients  with  severe  non-thyroidal  illness.  The 
major  disadvantage  consists  of  a small  minority 
of  persons  without  clinical  or  biochemical  evi- 
dence of  thyrotoxicosis  who  are  reported  to  dem- 
onstrate TRH  test  results  compatible  with 
hyperthyroidism.  A relative  disadvantage  is  the 
high  cost  of  the  test,  although  the  cost  is  not  pro- 
hibitive and  is  comparable  to  nuclear  medicine 
scans  or  radiologic  procedures  such  as  lamino- 
grams  or  skeletal  surveys. 

From  the  preceding  discussion,  several  con- 
clusions seem  warranted: 

(1)  The  basic  screening  tests  for  hyperthyroid- 
ism are  T4  and  T3-RIA. 

(2)  T3-RIA  results  are  not  reliable  when  a pa- 
tient has  severe  non-thyroidal  illness.  A normal 
or  reduced  T3-RIA  result  must  be  interpreted 
with  caution  if  the  patient  is  over  age  60  or  has 
any  significant  degree  of  non-thyroidal  illness. 

(3)  Decreased  or  mildly  elevated  T4  results 
must  be  interpreted  with  caution  when  a patient 
has  severe  non-thyroidal  illness. 

(4)  Free  thyroxine  index  or  free  thyroxine  assay 
provide  T4  values  corrected  for  effects  of  TBG 
alterations;  but  if  TBG  is  elevated  and  thereby 
produces  falsely  elevated  T3-RIA,  a normal  FT4I 
or  FT4  result  may  lead  to  misdiagnosis  of  T3 
toxicosis. 

(5)  T3  uptake  is  useful  in  two  ways;  for  the 


assurance  it  provides  when  T3U  is  elevated  in 
association  with  elevated  T4,  and  as  an  indicator 
of  TBG  alterations  when  the  results  are  compared 
with  those  of  T4. 

(6)  RAIU  is  not  recommended  as  a screening 
test,  but  is  helpful  as  a followup  procedure  to 
detect  factitious  hyperthyroidism  and  thyroiditis. 

(7)  Thyroid  scan  is  useful  to  differentiate  be- 
tween Graves’  disease  and  Plummer’s  disease, 
and  to  help  reveal  thyroiditis. 

(8)  The  TRH  test  may  be  necessary  to  confirm 
or  exclude  the  diagnosis  of  hyperthyroidism  when 
the  patient  has  severe  non-thyroidal  illness,  when 
thyroid  function  tests  disagree,  when  test  results 
are  equivocal,  and  when  test  results  do  not  fit 
the  clinical  picture.  A negative  test  (normal  test 
result)  is  reasonably  conclusive  in  ruling  out  hy- 
perthyroidism; whereas  a positive  test  (abnor- 
mally low  TSH  response)  provides  suggestive 
evidence  but  is  not  completely  reliable  in  con- 
firming hyperthyroidism. 

Thyroid  Function  Tests  in  Hypothyroidism 

The  physiology  of  thyroid  hormone  production 
in  hypothyroidism  is  similar  to  that  described  in 
hyperthyroidism.  Hypothyroidism  may  be  di- 
vided into  three  types,  depending  on  functional 
defect.  Each  of  these  categories  may  have  various 
etiologies.45  The  three  types  are: 

(1)  Primary  (primary  thyroid  T4/T3  secretion 
defect);  (2)  Secondary  (pituitary  TSH  secretion 
defect)  and  (3)  Tertiary  (hypothalamus  TRH  se- 
cretion defect). 

Serum  T4  is  the  major  screening  test  for  hy- 
pothyroidism. T4  is  low  in  most  cases.  There  is 
some  overlap  in  the  low  normal  range46  since 
mild,  early,  or  subclinical  cases  may  be  included 
in  groups  of  clinically  normal  persons  used  to 
establish  the  normal  range.  There  is  some  evi- 
dence that  nearly  all  hypothyroid  patients  within 
euthyroid  population  normal  limits  will  have  T4 
values  in  the  lower  15-20%  of  normal  range 
(equivalent  to  1 pgj  100ml  over  the  lower  limit 
of  normal),  so  that  T4  results  above  this  point 
should  provide  a relatively  safe  exclusion  of  hy- 
pothyroidism.4647 Laboratory  error,  of  course, 
must  be  considered  if  the  laboratory  result  does 
not  conform  to  the  clinical  picture.  If  the  patient 
specimens  are  kept  at  room  temperature  for  more 
than  48-72  hours,  as  might  happen  when  they 
are  sent  by  mail,  increase  in  fatty  acids  during 
transit  may  falsely  increase  T4  when  competitive 
binding  (displacement)  T4  methods  rather  than 
RIA  methods  are  used.48  Conditions  which  alter 
T4  results,  such  as  TBG  changes,  non-thyroidal 
illness,  and  certain  medications  must  be  remem- 
bered. 
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T3-RIA  has  not  proven  very  useful  in  diagnosis 
of  hypothyroidism.  Most  studies  report  a con- 
siderable degree  of  overlap  between  T3-RIA  re- 
sults in  euthyroid  and  hypothyroid  patients.  The 
majority  of  reports  indicate  that  one-fourth  to 
one-third  of  hypothyroid  patients  have  T3-RIA 
values  within  normal  range.3 18  46  In  some  cases, 
typically,  in  Hashimoto’s  thyroiditis  or  after 
treatment  of  hyperthyroidism  with  radioactive 
iodine,  it  is  thought  that  normal  range  T3-RIA 
is  due  to  preferential  secretion  of  T3  in  what  has 
been  called  the  “failing  gland  syndrome.”49  Test 
alterations  due  to  nonthyroidal  illness,  age-related 
decrease,  and  TBG  alterations  further  complicate 
interpretation. 

T3  Uptake  has  also  not  been  very  helpful  in 
screening  for  myxedema,14  with  a general  con- 
sensus of  approximately  75-80%  accuracy  (how- 
ever, there  is  considerable  disagreement  in  the 
literature,  with  accuracy  in  hypothyroidism  vary- 
ing from  27-92%).  The  major  benefit  from  its 
use  in  possible  hypothyroidism  is  for  detection 
of  TBG  abnormality. 

Serum  TSH  assay  is  nearly  always  increased 
in  primary  hypothyroidism,21 46  and  is  currently 
the  most  useful  confirmatory  test.  Since  secondary 
(pituitary)  hypothyroidism  is  uncommon  and 
dysfunction  due  to  hypothalamic  etiology  is  rare, 
TSH  has  even  been  advocated  as  a screening  test. 
TSH  assay  has  not  found  wider  use  in  screening 
for  thyroid  disease  because  of  considerable  over- 
lap in  the  low  range  between  hyperthyroid  and 
euthyroid  persons.  Most  present-day  TSH  assay 
kits  exhibit  relatively  poor  lower  range  sensitivity, 
with  lower  limit  of  normal  being  close  to  zero. 
In  such  kits  it  is  difficult  to  separate  hyperthyroid 
values,  which  typically  are  subnormal,  from  zero 
on  one  hand  and  lower  limit  of  normal  on  the 
other.  Some  euthyroid  lower  normal  specimens 
demonstrate  the  same  problem.  Therefore,  TSH 
assay  has  been  restricted  to  diagnosis  of  hypo- 
thyroidism. TSH  may  be  increased,  usually  to 
mild  degree,  in  some  clinically  euthyroid  patients 
with  severe  iodine  deficiency  and  occasional  pa- 
tients with  severe  non-thyroidal  illness.20-30-39 
There  may  also  be  mild  elevation  in  the  “failing 
gland  syndrome”  associated  with  Hashimoto’s 
disease  and  thyroid  gland  treatment  with  RAI.20-46 

In  equivocal  cases,  a TSH  stimulation  test  may 
be  useful  to  confirm  primary  hypothyroidism  or 
to  differentiate  primary  from  secondary  or  tertiary 
etiology.21 50  Administration  of  TSH  normally 
would  more  than  double  the  baseline  RAIU  or 
T4.  Failure  of  the  thyroid  to  respond  to  stimu- 
lation strongly  suggests  primary  gland  failure; 
whereas  normal  gland  response  implies  either  a 
pituitary  or  hypothalamic  problem  or  else  some 


artifactual  abnormality  in  the  screening  test.  In 
most  patients,  however,  TSH  assay  in  conjunction 
with  T4  is  sufficient  for  diagnosis.  The  TSH  stim- 
ulation test  can  be  performed  with  valid  results 
even  if  a patient  is  taking  thyroid  hormone. 

The  TSH  stimulation  test  is  performed  using 
bovine  TSH.  Some  persons  form  antibodies 
against  this  material  and  may  undergo  allergic 
reaction  if  TSH  is  used  again.  In  order  to  avoid 
this  possibility,  some  investigators  use  a T3  with- 
drawal test  rather  than  TSH  stimulation  to  dif- 
ferentiate primary  from  secondary  hypo- 
thyroidism.51 The  patient  is  placed  on  T3  therapy 
for  one  month  (instead  of  other  therapy).  T3  is 
then  discontinued  for  1 0 days,  after  which  a serum 
TSH  assay  is  obtained.  With  medication  con- 
taining T4,  it  is  necessary  to  wait  at  least  four 
weeks  after  withdrawal  before  performing  routine 
thyroid  function  tests  (T4,  T3,  TSH)  in  order  to 
allow  the  thyroid-pituitary-hypothalamus  feed- 
back system  to  regain  normal  equilibrium.52 

After  T3,  it  takes  only  10  days  to  achieve  the 
same  effect.51  If  the  patient  has  primary  hypo- 
thyroidism, serum  TSH  will  be  elevated  after  10 
days  without  T3.  TSH  will  be  normal  or  decreased 
in  euthyroid  persons  or  those  with  secondary  and 
tertiary  hypothyroidism.  The  major  drawbacks 
of  this  procedure  are  the  long  time  interval  nec- 
essary and  the  fact  that  not  enough  experience 
with  this  test  has  been  published  to  ascertain  how 
many  exceptions  or  false  results  may  be  expected. 

The  TRH  test  has  been  used  to  differentiate 
secondary  from  tertiary  hypothyroidism.  A sig- 
nificant increase  in  TSH  after  administration  of 
TRH  should  theoretically  suggest  a hypothalamic 
rather  than  pituitary  etiology  for  non-primary 
hypothyroidism.  Unfortunately,  40%  of  TSH 
hyposecretors  of  pituitary  origin  demonstrate 
adequate  response  to  TRH  stimulation.53  There- 
fore, only  proof  of  pituitary  hyposecretion  by  a 
poor  response  is  considered  sufficiently  reliable 
for  definite  diagnosis.21 

Pseudo  Hypothyroidism 

Pseudo  hypothyroidism  may  be  defined  as 
decreased  T4  in  a euthyroid  person.  This  may 
occur  with  decreased  TBG  or  TBG  binding  (con- 
genital or  drug-induced),32  severe  iodine  defi- 
ciency,30 occasional  patients  with  severe  non- 
thyroidal illness,2  35  39  and  some  clinically  euthy- 
roid patients  with  Hashimoto’s  thyroiditis13  or 
after  thyroid  radiotherapy  with  RAI.54  TSH  is 
normal  in  TBG  decrease,  but  may  be  mildly  el- 
evated in  the  other  conditions.20  30  39  Lithium  car- 
bonate therapy  might  be  included  in  pseudo 
hypothyroidism  since  abnormality  is  drug-in- 
duced, occurs  in  only  5%  of  cases,  and  is  re- 
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versible;  but  clinical  as  well  as  laboratory  indices 
are  compatible  with  true  myxdema.55 

Hypothyroid  pseudo-euthyroidism  may  occur 
when  T4  in  a hypothyroid  person  is  artifactually 
increased  into  normal  population  range.  This  may 
be  due  to  elevated  TBG32  56  or  because  of  normal 
range  overlap  in  some  patients  with  mild  hy- 
pothyroidism.45 TSH  should  be  elevated  in  most 
cases. 

From  the  preceding  discussion,  several  con- 
clusions seem  warranted:  (1)  The  basic  screening 
test  for  hypothyroidism  is  serum  T4.  Values 
above  the  lower  25%  of  normal  range  virtually 
exclude  hypothyroidism  unless  TBG  is  increased 
(usually  due  to  estrogen  intake  or  pregnancy);  (2) 
T3  uptake  is  useful  to  detect  TBG  alteration;  (3) 
TSH  assay  is  the  most  reliable  single  test  to  con- 
firm primary  hypothyroidism;  (4)  Certain  con- 
ditions may  produce  decreased  T4  and/or 
increased  TSH  in  occasional  patients  without 
primary  hypothyroidism. 

I 
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The  Rogers  Criminal  Responsibility 
Assessment  Scales 

By  Richard  Rogers,  Ph.D.  and  James  L.  Cavanaugh,  Jr.,  M.D./Chicago 

This  paper  describes  the  Rogers  Criminal  Responsibility  Assessment  Scales 
(RCRAS)  as  a method  of  assessing  psychological  and  situational  variables  critical 
for  determining  expert  opinions  on  criminal  responsibility.  The  scales’  purposes 
are  to  establish  a systematic  and  reliable  instrument  for  (1)  quantifying  pertinent 
psychological  variables  at  the  time  of  the  alleged  crime,  and  (2)  implementing  a 
criterion  based  decision-making  model  with  regard  to  the  insanity  defense.  An 
empirical  basis  is  necessary  to  improve  the  consistency  and  accuracy  of  expert 
opinions  on  the  insanity  defense.  The  following  paragraphs  review  briefly  the  cur- 


rent status  of  forensic  evaluations  and 
through  its  preliminary,  pilot,  and  field 


The  roles  and  abilities  of  mental  health  profes- 
sionals who  participate  in  insanity  evaluations 
have  come  under  strong  criticism.  Both  the  legal 
profession1  and  psychiatrists2  have  expressed 
general  displeasure  with  forensic  evaluations  and 


RICHARD  ROGERS,  Ph.D.,  is  a clinical  and  forensic  psychol- 
ogist affiliated  with  Rush-Presbyterian-St.  Luke's  Medical  Cen- 
ter. The  senior  clinical  psychologist  and  coordinator  of  research 
for  the  Section  on  Psychiatry  and  the  Law,  Department  of 
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discuss  the  development  of  the  RCRAS 
studies. 


subsequent  opinions.  Clinically,  insanity  evalu- 
ations are  complicated  by  ( 1 ) malingering,  (2)  the 
retrospective  nature  of  such  evaluations,  (3)  in- 
complete and/or  conflicting  records,  and  (4)  the 
application  of  a legal  standard  to  a mental  dis- 
order or  defect.  Cavanaugh3  and  Resnick4  pro- 
vide extensive  discussions  of  these  and  related 
clinical  issues. 

The  reliability  and  validity  of  insanity  evalu- 
ations have  not  been  sufficiently  addressed.  Re- 
cently, Rogers  and  Cavanaugh5  have  employed 
the  Schedule  of  Affective  Disorders  and  Schiz- 
ophrenia,6 an  extensive  semi-structured  diagnos- 
tic interview,  to  improve  reliability  and  validity 
of  forensic  evaluations.  Empirical  studies  on  the 
reliability  of  criminal  responsibility  evaluations 
have  focused  only  on  the  final  element  of  the 
evaluation:  the  expert  opinion.  For  example, 
Raifman7  found  interrater  reliability  on  the  ques- 
tion of  insanity  to  be  64.02%  with  individual 
styles  of  examining  psychiatrists  accounting  for 
much  of  the  variability.  Stock  and  Poythress8 
completed  an  unpublished  study  of  psycholo- 
gists’ reliability  in  rendering  an  opinion  on  crim- 
inal responsibility.  The  research  method  required 
one  psychologist  to  evaluate  while  a second  psy- 
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chologist  independently  observed  and  rated  the 
patient.  Under  these  specifically  controlled  con- 
ditions, the  outcome  of  the  evaluations  was  highly 
consistent  (Kappa  r = .84).  In  an  additional 
study,9  the  thoroughness  and  perceived  value  of 
insanity  evaluation  reports  were  evaluated  by 
judges  and  attorneys,  through  a double-blind 
method.  This  cross-disciplinary  study,  while  not- 
ing significant  differences  among  professionals, 
underscored  the  general  need  for  improved  qual- 
ity in  insanity  evaluations. 

The  authors  found  no  published  empirical 
studies  on  the  presence  and  severity  of  psycho- 
pathology and  psychiatric  diagnosis  in  forensic 
assessment.  Comprehensive  clinical  studies  in 
general  psychiatry  have  demonstrated  low  inter- 
rater reliability  in  traditional  diagnostic 
interviews10  with  different  diagnostic  standards 
accounting  for  much  of  the  variability.11  Ward12 
and  Spitzer,  Endicott,  and  Robins13  have  iden- 
tified specific  sources  of  unreliability  in  psychi- 
atric diagnosis. 

In  summary,  evaluations  of  criminal  respon- 
sibility (1)  address  different  and  complicated 
clinical  issues  and  (2)  demonstrate  little  empir- 
ical support  regarding  the  reliability  and  validity 
of  forensic  diagnosis  and  subsequent  expert  opin- 
ions. Development  of  the  RCRAS  was  under- 
taken to  systematically  assess  psychological 
variables  operative  at  the  time  of  the  alleged  crime 
and  to  apply  a systematic  decision-making  model 
to  the  assessment  of  criminal  responsibility. 

A preliminary  study14  involved  the  systematic 
application  of  a seven  point  scale  for  assessing 
the  presence  and  severity  of  1 1 psychological 
variables  at  the  time  of  the  alleged  crime.  Despite 
the  limited  sample  (N  = 21),  the  results  were 
encouraging,  with  each  of  the  1 1 variables  vary- 
ing in  the  expected  direction  (i.e.,  the  insane  sub- 
sample exhibited  greater  levels  of  psycho- 
pathology). Four  variables  were  statistically 
significant:  degree  of  planning  and  organization 
of  the  criminal  behavior,  and  the  presence  and 
severity  of  hallucinations  and  delusions.  The  re- 
sults of  the  preliminary  study  suggest  that  with 
further  sophistication,  a diagnostic  instrument 
could  be  developed  which  would  accurately  dif- 
ferentiate criminally  responsible  and  insane  sub- 
samples. 

The  RCRAS  was  developed  through  a revision 
and  expansion  of  the  preliminary  study  to  in- 
clude 23  psychological  variables  and  a criterion- 
based  decision  model.  For  each  psychological 
variable,  the  presence  and  severity  of  symptom- 
atology was  outlined  with  descriptive  criteria 
clearly  delineated.  The  RCRAS  variables  were 
organized  into  five  discrete  scales  measuring  (1) 


reliability  of  the  patient’s  self  report,  (2)  organ- 
icity,  (3)  psychopathology,  (4)  degree  of  cognitive 
control  over  criminal  behavior,  and  (5)  degree  of 
behavioral  control  over  criminal  behavior.  Ex- 
amples of  the  individual  questions  for  the  psy- 
chological variables  are  included  in  Table  1. 


Table  1 

Sample  RCRAS  Questions 

1 . Planning  and  preparation  for  the  alleged  crime 

(0)  No  information 

(1)  Elaborate  planning  and  preparation  extend- 
ing over  a week,  with  “moment  by  moment” 
plans  and  rehearsals 

(2)  Detailed  planning  and  considerable  prepa- 
ration extending  over  at  least  several  days 

(3)  Detailed  planning  with  some  general  prep- 
aration 

(4)  Some  planning  which  lacks  specific  details 
and  timetables;  little  or  no  preparation 

(5)  Thoughts  about  the  crime;  no  real  planning; 
no  preparation 

(6)  Unplanned;  no  forethought  or  preparation 

2.  Hallucinations  at  the  time  of  the  crime.  (Refer 

to  DSM  III  diagnostic  criteria). 

(0)  No  information 

(1)  Absent 

(2)  Suspected  hallucinations 

(e.g.  supported  only  by  questionable  self  re- 
port) 

(3)  Definite  hallucinations  not  related  to  the 
crime 

(4)  Definite  hallucinations  which  contributed  to, 
but  were  not  the  predominant  force  in  the 
commission  of  the  alleged  crime 

(5)  Definite  controlling  hallucinations  on  the 
basis  of  which  the  alleged  crime  was  com- 
mitted 


A hierarchical  decision-making  model  for  ap- 
plying the  American  Law  Institute  (ALI)  stand- 
ard of  insanity15  to  these  specific  psychological 
variables  was  established.  This  required  that  the 
examining  clinician  re-examine  specific  psycho- 
logical variables,  translate  them  into  elements  of 
the  ALI  insanity  standard  and,  through  a deci- 
sion process,  arrive  at  an  expert  opinion  regard- 
ing criminal  responsibility.  The  model  requires 
hierarchical  decisions  about  malingering,  psy- 
chopathology, and  the  ALI  standard.  This  is  con- 
ceptualized in  Table  2. 
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Table  2 

RCRAS  Decision-Making  Model 
For  Criminal  Responsibility 
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Pilot  Study 

A pilot  study  of  the  RCRAS  was  designed, 
utilizing  ten  diverse  case  vignettes  from  actual 
cases  at  the  Isaac  Ray  Center.  The  vignette  ap- 
proach was  selected  as  a brief,  consistent  method 
of  evaluating  the  RCRAS’  reliability  and  valid- 
ity, with  input  data  held  constant.  Three  forensic 
psychiatrists  and  four  forensic  psychologists  in- 
dependently rated  the  ten  vignettes  and  applied 
the  decision-making  model.  The  data  derived 
from  their  evaluations  were  analyzed16  with 
MANOVA’s  and  item  analyses  ( i.e sophisticated 
statistics  for  examining  patterns  and  interactions 
among  variables). 

Initial  results  from  the  MANOVA  established 
validity  (construct  validity  through  cluster  anal- 
ysis)17 for  three  of  the  five  subscales  in  differ- 
entiating between  criminally  responsible  and 
insane  case  vignettes.  A second  analysis  of  the 
data  will  be  executed  to  account  for  missing  data 
in  a few  of  the  observations.  An  item  analysis  of 
the  individual  questions  resulted  in  a median 
reliability  coefficient  of  .73.  These  results  are 
encouraging,  considering  the  constraints  of  the 
vignette  approach  (e.g.,  some  items  were  not  suf- 
ficiently tapped  by  the  vignettes). 

A systematic  revision  of  the  RCRAS  was  un- 
dertaken, employing  an  item  analysis  approach 
on  each  individual  item  whose  r < .80.  Changes 
included  (1)  clarification  of  descriptive  criteria 
on  specified  psychological  variables;  (2)  reducing 
the  number  of  gradations  in  the  severity  of  psy- 
chopathology to  counterbalance  over-refined 
distinctions  and  (3)  providing  brief  clinical  ex- 
amples in  areas  of  diagnostic  ambiguity. 

The  field  study  phase  has  been  initiated  at  three 
forensic  centers  employing  the  revised  RCRAS. 
The  purpose  is  to  gather  a total  of  90  insanity 
evaluations,  each  rated  on  the  RCRAS  inde- 
pendently by  two  experienced  forensic  exam- 
iners. The  results  will  be  analyzed  for  the  purpose 
of  establishing  inter-rater  reliability  and  validity 
of  the  RCRAS  instrument.  It  is  expected  that 
additional  refinements  of  the  RCRAS  will  be 
made  from  the  field  studies  phase. 

In  summary,  insanity  evaluations  represent  a 
unique  and  complicated  psychiatric-psychologi- 
cal assessment  area  for  which  there  is  a dearth 
of  empirical  studies.  The  RCRAS  has  been  de- 
veloped to  quantify  pertinent  psychological  var- 
iables at  the  time  of  the  alleged  crime  and  to 
implement  a criterion-based  decision  model 
which  translates  symptomatology  into  a legal 
standard  of  criminal  responsibility.  This  paper 
has  summarized  the  preliminary  and  pilot  stud- 
ies and  outlined  the  development  of  the  field 
studies  of  the  RCRAS. 

(Continued  on  page  169) 
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The  Cancer  Surgeon's  Part 


Breast  Reconstruction  After  Mastectomy 

By  Hugh  A.  Johnson,  M.D./Rockford 


Seven  suggestions  are  made  to  the  cancer  surgeon  if  the  surgeon  or  patient  are 
even  considering  reconstruction  after  mastectomy.  Breast  reconstruction  following 
mastectomies  will  certainly  become  more  common  as  the  lesions  operated  become 
smaller  due  to  earlier  diagnosis  of  cancer  of  the  breast. 


“These  breast  cancer  patients  don’t  care  about 
breast  reconstruction,  they’re  just  happy  to  be  rid 
of  their  cancer.”  That  statement  was  made  in  all 
sincerity  on  our  surgical  section  grand  rounds. 
Yet  the  general  surgeon  saying  it  knew,  and  you 
and  I know,  that  the  fear  of  mutilation  often  de- 
lays the  search  for  help  when  a breast  lump  is 
discovered. 

Now,  lay  journals  in  their  usual  dramatic  ov- 
erstatement, are  giving  women  the  hope  that 
multilation  following  breast  cancer  surgery  is 
correctable.  This  may  bring  them  to  their  cancer 
surgeon  sooner.  And  perhaps  the  current  trend1 
toward  less  radical  procedures  may  become  the 
rule  with  early  cancer.  This  will  certainly  ease  the 
reconstructive  surgeon’s  task.  It  is  appropriate 
that  this  communication  comes  from  Rockford 
Memorial  Hospital,  where  Smith  and  Meyer2  4 
did  their  retrospective  studies  comparing  the  ef- 
fectiveness of  the  different  modes  of  surgery. 

If  the  patient  and  the  general  surgeon  are  con- 
sidering the  possibility  of  reconstruction,  the  fol- 
lowing should  be  considered  carefully.5 


HUGH  A.  JOHNSON,  M.D.,  is  a 
board  certified  plastic  surgeon  affili- 
ated with  Rockford  Memorial  Hospital, 
Rockford  and  Northwoods  Hospital, 
Phelps,  Wisconsin.  A founder  of  the 
Rockford  Foundation  for  Plastic  and 
Reconstructive  Surgery,  as  well  as  the 
Midwestern  Association  of  Plastic  Sur- 
geons, Dr.  Johnson  has  done  extensive 
medical  volunteer  work  overseas. 


Figure  1 

After  insertion  of  the  silastic  implant  and  before  the  subcu- 
taneous and  enomammectomy  on  the  right. 


The  length  and  direction  of  the  incision.— In 
Halsted’s  day  the  tumors  were  large  and  involve- 
ment of  chest  wall  was  common.  Perhaps  this 
was  the  reason  that  he  chose  his  incision.  Today 
the  indications  are  quite  different.  A transverse 
incision  is  preferable.  It  preserves  more  tissue, 
doesn’t  make  axillary  web  contractures  and  is 
much  easier  to  handle  in  the  insertion  of  Cronin 
implants.6 

Careful  placement  of  sutures  to  eliminate  suture 
marks.  —Cross  hatching  that  occurs  with  large, 
tight  sutures  is  very  difficult  to  conceal  and  very 
difficult  to  excise.  Running  sutures  very  close  to 
the  skin  edges  or  a subcuticular  and  clear  skin 
closure  strips  give  a fine  line  that  can  be  excised 
in  the  process  of  reconstruction. 

Preservation  of  the  nipple  and  areola.— There 
are  various  methods  of  reconstructing  an  areola 
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Figure  2 

Showing  the  disadvantage  of  the  vertical  incision.  The  nipple 
and  aerolar  complex  is  a split  graft  from  the  opposite  normal 
nipple. 


Figure  3 

Result  after  Z-plasty  of  the  web.  The  muscle  defect  can  be 
eliminated  by  a custom  implant,  but  this  illustrates  the  difficulty 
in  wearing  normal  clothing  when  the  operation  has  included 
excision  of  the  pectoralia  muscle. 


using  deeply  pigmented  skin  or  the  opposite  areola 
and  nipple.  However,  the  best  reconstruction  is 
the  split  thickness  graft  of  the  entire  nipple,  aerola 
complex.  This  can  be  excised  and  the  underlying 
tissue  sent  for  multiple  biopsy  to  rule  out  any 
possibility  of  malignancy.  This  complex  can  then 
be  set  into  the  dermal  bed  in  the  inguinal  region 
just  above  the  pubic  symphysis. 

Preservation  of  the  pectoral  muscles— More  and 
more  authorities  are  advising  more  conservative 
treatment  of  the  muscles.  If  both  are  excised,  the 
depression  is  difficult  to  mask,  but  it  should  be 
done  if  the  surgeon  feels  that  it  is  necessary. 
However,  adequate  dissection  of  nodes,  levels 
one,  two  and  three,  is  possible  with  excision  of 
the  pectoralis  minor  muscle  only  and  preservation 
of  the  pecoralis  major  muscle.7  " 

Thickness  of  the  skin  flaps— If  there  is  any 
doubt,  of  course,  overlying  skin  should  be  excised. 
Biopsies  and  frozen  sections  are  helpful  at  the 
time  of  dissection  to  rule  out  the  presence  of  any 
tumor.  But  in  general,  a thick  flap  lends  itself 
more  readily  to  reconstruction  if  the  operation  is 
not  jeopardized  by  such  construction. 

Drain  placement  in  the  incision  to  eliminate 
drain  site  scars—  Drains  that  are  put  through  stab 
wounds  or  distant  sites  often  give  a scar  that  is 
bound  down  to  the  underlying  tissue,  a difficult 
deformity  to  correct.  If  the  drains  are  placed  in 
the  incision  but  not  at  the  ends  of  the  incision 
(that  is,  one  suture  placed,  then  the  drain  and 
then  continuous  suture),  removal  of  drains  placed 
thus  does  not  leave  stigmata  of  drainage. 


Early  reconstruction— If  the  reconstruction  is 
going  to  be  done,  it  should  be  done  as  soon  as 
the  edema  has  subsided.  There  is  no  point  in 
prolonging  the  mental  anguish  if  the  decision  has 
already  been  made. 

A word  at  this  time  about  radiation  treatment. 
If  it  has  been  carefully  and  properly  done,  it  will 
have  very  little  bearing  on  the  reconstruction. 
However,  if  there  have  been  complications  and 
radiation  ulceration,  any  reconstruction  would 
probably  best  involve  a latissamus  dorsi  (muscle) 
flap  bringing  in  its  own  blood  supply. 

One  final  word.  Authorities  agree  that  breast 
cancer  in  the  opposite  breast  occurs  in  30%  of 
the  patients  who  have  had  a radical  mastectomy 
before  or  at  the  age  of  thirty  and  that  they  ulti- 
mately die  of  this  second  cancer.  One  series  states 
that  5%  of  all  breast  cancers  ultimately  die  of 
cancer  in  the  opposite  breast.  This  brings  into 
the  discussion  the  possibility  of  removal  of  the 
breast  tissue  in  the  opposite  breast  at  the  time  of 
reconstruction.  Often  this  simplifies  the  proce- 
dure, for  it  makes  it  much  easier  to  have  sym- 
metrically equal  implants  in  the  reconstructed  and 
the  prophylactic  adenomamectomized  breasts. 

◄ 
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Case  Reports 


Acute  Myocardial  Infarction  and 
Ventricular  Fibrillation  During  Pregnancy 

By  B.  S.  Cortis,  M.D.,  S.  S.  Lee,  M.D.  and  M.  Bacalla,  M.D. /Chicago 

The  occurence  of  myocardial  infarction  during  pregnancy  is  rare  (73  cases  reported) 
and  successful  cardioversion  for  ventricular  fibrillation  is  rarer  yet  (one  case).3  In  the 
present  article,  we  describe  a patient  who  experienced  a myocardial  infarction  com- 
plicated by  ventricular  fibrillation  during  her  first  month  of  pregnancy  and  recovered. 


A 32-year-old  housewife  was  ad- 
mitted to  the  emergency  room  with 
sudden  onset  of  nausea  and  vomit- 
ing. She  fainted  within  a few  min- 
utes of  arrival.  The  ECG  showed 
ventricular  fibrillation  (Figure  1). 
She  was  successfully  resuscitated  by 
repeated  countershocks. 

A second  ECG  showed  an  ex- 
tensive antero-lateral  transmural 
infarction  (Figure  2).  The  CPK  was 
3940,  the  LDH  1420  and  the  SGOT 
480;  Hb  1 3 .0gr%;  Hct39;  WBC 
14,100;  RBC  4.13  millions.  The  se- 
rum cholesterol  was  168mg%,  tri- 
glycerides 62mg%,  FBS  90mg%. 
The  past  history  was  negative  for 
arterial  hypertension  or  diabetes 
mellitus  and  the  patient  was  a smok- 
er. 

Patient  recovered  within  a month. 
In  view  of  her  heart  condition,  she 
was  told  that  it  would  be  highly  ad- 
visable to  have  the  pregnancy  inter- 
rupted. The  patient  refused  to  fol- 
low this  advice. 

Her  obstetric  history  revealed 
para  0-1-6  (?)- 1 with  a 2#3/4oz. 
premature  infant.  The  cause  of  pre- 
vious premature  delivery  was  un- 
known and  only  one  spontaneous 
abortion  was  proven  by  another 
physician,  although  the  patient 
claimed  five  additional  incidents. 

Her  LNMP  was  one  week  after 
admission  with  a menstrual  cycle  of 
30-40  days.  Excepting  episodes  of 
upper  respiratory  infection,  the 
pregnancy  progressed  normally  with 
a total  weight  gain  of  22-23  lbs.  Her 
labor  was  dysfunctional,  requiring 
oxytocin  stimulation.  Fetal  monitor- 
ing during  the  labor  demonstrated 
late  deceleration  (Figure  3).  The  de- 
livery was  accomplished  via  low 


forceps  on  her  EDC,  and  the  female  There  was  also  50%  occlusion  of  the 
infant  was  5#3oz.,  apparently  small  right  coronary  artery  in  the  mid-seg- 
for  date.  This  small  for  date  baby  ment  (Figure  5). 
could  be  due  to  maternal  history  of  The  left  ventricular  angiogram 
heavy  smoking.  The  infant’s  apgar  showed  moderate  chamber  enlarge- 
score  was  good  and  no  gross  abnor-  ment,  anterior  wall  hypokinesia, 
mality  was  found  on  the  infant.  Pa-  and  an  apical  aneurysm  (Figure  6). 
tient  later  received  vaginal  steriliza- 
tion at  another  institution. 

Fifteen  months  after  first  admis-  Discussion 
sion  coronary  angiography  demon-  Literature  review  revealed  that 
strated  90%  occlusion  of  the  left  while  myocardial  infarction  during 
anterior  descending  branch  artery  pregnancy  or  in  the  post-partum 
before  the  first  septal  perforator  period  is  rare,  the  immediate  and 
branch  and  80%  narrowing  of  the  late  mortality  is  disturbingly  high 
proximal  circumflex  (Figure  4).  (32%). 


Figure  1 

Rhythm  strips,  showing  ventricular  fibrillation  and  the  changes  following  coun- 
tershocks. 
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Figure  2 

Electrocardiogram  demonstrating  an  acute  transmural  antero-lateral  myocardial 
infarction. 


The  highest  incidence  of  infarc- 
tion was  observed  in  the  group  be- 
tween 31-40  years  of  age,  and  dur- 
ing the  third  trimester  of  pregnancy. 

In  1970,  Curry3  reported  the  first 
case  of  myocardial  infarction  and 
ventricular  fibrillation  treated  by 
countershocks  with  fetal  survival, 


but  no  diagnostic  studies  were  per- 
formed. Sasse,  et.aln  (1975)  report- 
ed two  patients  with  transmural 
infarction  and  normal  coronary 
angiograms. 

In  our  patient  the  unusual  fea- 
tures are:  occurrence  of  myocardial 
infarction  during  the  first  trimester, 


successful  recovery  after  defibrilla- 
tion, severe  degree  of  coronary  ar- 
teriosclerosis, development  of  an 
apical  ventricular  aneurysm,  intra- 
uterine growth  retardation,  and  late 
deceleration  on  fetal  monitor  graph. 
In  our  patient,  we  didn’t  perform 
nuclear  cardiology  studies  prior  to 
(Continued  on  page  174) 
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Figure  3 

Internal  fetal  monitor  graph  in  the  first  stage  of  labor:  the  above  tracing  showing 
fetal  heart  rate  and  the  bottom  one  indicating  uterine  contractions.  The  late  decel- 
eration is  demonstrated. 


Figure  6 

Left  ventriculogram  in  right  oblique 
view,  during  systole,  showing  anterior 
wall  hypokinesia  and  an  apical  aneu- 
rysm. The  pacing  catheter  in  the  right 
ventricle  is  also  seen. 


Figure  4 

Left  coronary  artery  arteriogram  in  left 
oblique  view,  showing  the  90%  oc- 
clusion of  the  left  anterior  descending 
proximally  to  the  first  septal  perforator 
branch  and  80%  narrowing  of  the  cir- 
cumflex at  the  origin.  The  pacing  catheter 
in  the  right  ventricle  is  seen. 


Figure  5 

Right  coronary  artery  angiogram  in  left 
oblique  position,  demonstrating  a 50% 
narrowing  of  the  mid-segment. 
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Case  Reports 


Electrocardiographic  Changes 
in  Oral  Penicillin  Anaphylaxis 

Tien  C.  Cheng,  M.D.  And  J.  Maurice  Pouget,  M.D./ 
Waukegan  And  Chicago 


Anaphylactic  reactions  to  parenteral  administration  of  penicillin  have  been  well  doc- 
umented and  described.  Such  reactions,  however,  following  oral  ingestion  of  penicillin, 
appear  to  be  rare  and  less  well  documented.  Recently,  we  had  the  opportunity  to  observe 
a patient  who  collapsed  after  taking  one  tablet  of  oral  penicillin  V (250mg)  and  showed 
unusual  electrocardiographic  changes  during  that  episode.  The  purpose  of  this  report  is 
to  describe  this  unusual  clinical  observation. 


The  patient,  a fifty-year-old  black 
male,  suddenly  developed  itching. 


JEAN  MAURICE  POUGET,  M.D.,  is  a 

board  certified  internist  and  cardiologist 
affiliated  with  VA  West  Side  Medical  Cen- 
ter and  University  of  Illinois  Hospitals  in 
Chicago.  Dr.  Pouget  serves  as  chief  of 
cardiology  at  the  former  institution  and  a 
professor  of  medicine  for  the  University  of 
Illinois  Abraham  Lincoln  School  of  Medi- 
cine. He  is  also  a consultant  in  cardiology 
at  MacNeal  Memorial  Hospital. 

TIEN  CHU  CHENG,  M.D.,  is  a board 
certified  internist  specializing  in  cardiology 
who  is  affiliated  with  St.  Therese  and  Vic- 
tory Memorial  Hospitals  in  Waukegan  as 
well  as  Condell  Memorial  Hospital  in  Lib- 
ertyville.  A diplomate  of  the  American 
Board  of  Internal  Medicine,  Dr.  Cheng  has 
served  as  president  of  the  Cardiac  Charities 
of  Lake  County  and  chairman  of  the  health 
education  committee  of  the  Lake  County 
Heart  Association.  He  has  served  as  as- 
sociate in  medicine  at  the  Ul  Abraham 
Lincoln  School  of  Medicine  and  chairman 
of  the  St.  Therese  Hospital  Coronary  Care 
Committee. 


light  headedness,  dyspnea,  wheez- 
ing and  tightness  in  the  chest  shortly 
after  taking  one  tablet  of  oral  peni- 
cillin V.  He  collapsed  and  was 
rushed  to  the  hospital  emergency 
room  where  he  was  found  to  be  con- 
scious but  markedly  dyspneic  and 
diaphoretic.  There  was  no  palpable 
pulse  and  blood  pressure  was  unob- 
tainable. The  skin  showed  a diffuse 
erythematous  rash.  There  was  no 
cyanosis.  On  examination  of  the 
chest  there  were  loud  inspiratory 
and  expiratory  wheezes  bilaterally 
and  throughout  both  lung  fields. 

Treatment  for  anaphylactic  shock 
was  promptly  started  with  oxygen, 
epinephrine  0.5ml  of  1/1000  sol.  IV, 
hydrocortisone  sodium  succinate 
(Solu-cortef)  lOOmg  IV  and  5%  dex- 
trose solution  infusion.  A 12  lead 
electrocardiogram  (Figure  1)  taken 
a few  minutes  later  showed  a sinus 
tachycardia  at  a rate  of  132  per  min- 
ute, left  bundle  branch  block  and 
frequent  ventricular  premature  con- 
tractions. 

The  patient  began  to  show 
improvement  with  lessening  dyspnea 
and  wheezing  and  return  of 


palpable  pulses  and  blood  pressure. 
He  was  transferred  to  the  medical 
intensive  care  unit,  where  physical 
examination  several  hours  later 
showed  an  alert  and  conscious  man 
in  no  acute  distress.  The  pulse  was 
regular,  82  beats  per  minute,  and 
blood  pressure  was  132/80.  The  skin 
was  warm  and  moist.  The  chest  was 
clear  to  percussion  and  auscultation. 
Cardiac  examination  revealed  no 
murmur  and  no  extra  heart  sound. 
X-ray  of  the  chest  was  normal.  A 
repeat  electrocardiogram  (Figure  2) 
at  this  time  showed  a sinus  rhythm 
and  normal  conduction.  The  previ- 
ously noted  left  bundle  branch  block 
and  premature  ventricular  beats 
were  no  longer  present. 

Further  history  taken  at  this  time 
revealed  that  the  patient  had  re- 
ceived two  previous  injections  of 
penicillin  for  gonorrhea  three  years 
before  without  any  ill  effect  and  that 
he  had  received  no  antibiotics  since. 
He  gave  no  history  of  asthma  or  pre- 
vious allergic  reactions  and  no  histo- 
ry of  underlying  cardiac  disease. 

The  patient’s  course  in  the  hospi- 
tal was  uneventful.  CBC,  urinalysis, 
BUN,  SGOT,  SGPT,  LDH,  electro- 
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Figure  1 

ECG  obtained  a few  minutes  after  he  collapsed  showed  sinus  tachycardia  at  a rate 
of  132  per  minute,  left  bundle  branch  block  and  frequent  ventricular  premature  con- 
tractions. 


lytes,  12  lead  electrocardiograms 
and  chest  X-ray  were  all  within  nor- 
mal limits.  He  was  discharged  four 
days  later. 

Discussion 

Though  not  previously  reported 
after  oral  penicillin,  electro- 
cardiographic changes  during  an 
acute  anaphylactic  reaction  following 
parenteral  injection  have  been 
described  by  a number  of  observ- 
ers. These  changes  have  included 
flattening  or  inversion  of  the  T 
wave,  ST  segment  elevation  or  de- 
pression, sinus  tachycardia,  fre- 
quent atrial  or  ventricular  pre- 
mature contractions,  atrial  fibrilla- 
tion1"4 and  right  or  left  bundle 
branch  block.5  The  mechanism  of 
these  changes  is  not  clearly  under- 
stood. While  some  authors  have 
postulated  that  these  changes  may 
be  due  to  myocardial  insult  sec- 
ondary to  participation  of  the  heart 
in  the  anaphylactic  response,6  other 
possibilities  include  the  effect  of 
treatment  with  epinephrine,  mani- 
festation under  stress  of  underlying 
heart  disease,  or  a secondary  effect 
of  hypoxemia  and  hypotension.7 
The  very  rapid  and  frightening 
course  of  the  systemic  anaphylactic 
reaction  usually  gives  little,  if  any. 


opportunity  for  planned  investiga- 
tion. 

Autopsy  data  in  human  anaphy- 
laxis are  few  and  inconclusive.  Oc- 


casional observations  of  focal  necro- 
sis, focal  hemorrhage  and  periarteri- 
tis" as  well  as  absence  of  significant 
morphologic  abnormalities  have 
been  described.9'10  In  experi- 
mentally induced  anaphylactic 
shock,  electrocardiographic  as  well 
as  autopsy  changes  have  been  more 
consistently  observed.11 

These  changes,  however,  could 
not  be  differentiated  from  those 
which  may  be  induced  in  the  same 
animals  by  asphyxia  and  shock,  two 
prominent  manifestations  of  the 
anaphylactic  response. 

It  is  well  known  that  large  doses  of 
epinephrine  in  experimental  ani- 
mals and  men  can  produce  flatten- 
ing or  inversion  of  the  T wave  with 
ST  segment  depression  in  the  elec- 
trocardiogram. It  is  thought  that 
these  changes  are  the  result  of  myo- 
cardial ischemia  secondary  to  ina- 
bility of  the  coronary  circulation  to 
keep  up  with  the  tremendous 
increases  in  myocardial  oxygen  re- 
quirements induced  by  the  catechol- 
amine. Indeed,  under  these  cir- 
cumstances, myocardial  necrosis 
and  subendocardial  infarction  have 
been  experimentally  produced.  In 
our  case,  however,  the  patient  only 
received  a small  dose  of  epinephrine 


Figure  2 

Repeat  ECG  several  hours  later  showed  a sinus  rhythm  rate  of  87  per  minute.  No 
significant  abnormality  seen. 
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(0.5ml  of  1/000  Sol)  which  would  be 
unlikely  to  produce  significant  myo- 
cardial ischemia.  The  occurrence  of 
left  bundle  branch  block  noted  in 
our  patient  was  not  readily 
explained. 

In  an  attempt  to  elucidate  the 
mechanism  of  the  transient  electro- 
cardiographic abnormality  during 
anaphylaxis,  the  patient  was  rehos- 
pitalized several  weeks  later  for  fur- 
ther investigation.  In  the  course  of 
electrophysiologic  studies,  inter- 
mittent rate-dependent  left  bundle 
branch  block  as  well  as  an  abnormal 
refractory  period  of  the  left  bundle 
branch  could  be  demonstrated. 
Thus,  what  appeared  to  be  a cardiac 
manifestation  of  the  acute  ana- 
phylactic reaction  could  well  have 
been  merely  the  uncovering  of  a la- 
tent conduction  abnormality. 

Cardiac  evaluation  in  the  future 
should  provide  more  precise 
information  concerning  the  role  car- 
diac abnormalities  play  in  influenc- 
ing the  morbidity  and  mortality  of 
patients  with  anaphylaxis. 

This  report  emphasizes  the  need 


for  caution  in  the  interpretation  of 
transient  electrocardiographic 
abnormalities  in  acute  clinical  situa- 
tions. 
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coronary  angiography  because  they 
were  not  available.  At  present  we  do 
recommend  the  use  of  this  non- 
invasive  technique  as  initial 
approach:  in  fact,  myocardial  im- 
aging with  radionuclide  angiography 
offers  detailed  anatomical  and  func- 
tional evaluation  of  ischemic  heart 
disease  during  the  acute  and  con- 
valescent period.12 
Summary 

A 32-year-old  woman  who  expe- 
rienced myocardial  infarction  and 
ventricular  fibrillation  during  her 
first  month  of  pregnancy  is  report- 
ed; the  patient  was  successfully 
cardioverted. 

Five  months  after  delivery,  cor- 
onary angiography  showed  severe 
coronary  artery  disease  and  an  api- 
cal, ventricular  aneurysm. 

In  any  patient  who  had  myocar- 
dial infarction  during  pregnancy, 
myocardial  imaging  with  radio- 
nuclide techniques  will  provide  ana- 
tomical and  functional  evaluation  of 
ischemic  heart  disease.  In  addition, 
cardiac  catheterization  should  be 
performed  about  two  months  after 


delivery  to  assess  the  degree  of  cor- 
onary arteriosclerosis:  if  severe  in- 
volvement is  found,  further  preg- 
nancies should  be  discouraged  and 
surgery  considered,  when  indicated. 

Conclusion 

We  emphasize  the  need  for  close 
cooperation  between  the  ob- 
stetrician and  cardiologist  during  the 
critical  period  of  the  myocardial 
infarction.  We  recommend  the  use 
of  myocardial  imaging  with  radio- 
nuclide techniques  for  the  initial 
evaluation  of  ischemic  heart  dis- 
ease. 

Coronary  angiography  should  be 
performed  about  two  months  after 
delivery  to  determine  the  degree  of 
coronary  artery  disease. 

If  severe  involvement  is  found, 
further  pregnancies  should  be  dis- 
couraged and  myocardial  revascu- 
larization applied  when  indicated.  ◄ 
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Surgical  Grand  Rounds 


John  M.  Baal,  M.D.,  Contributing  Editor 

Surgical  Grand  Rounds  are  held  weekly  on  Tuesday,  5:00  pm  in  the  Offield 
Auditorium  of  the  Passavant  Pavilion  of  Northwestern  Memorial  Hospital.  Patient 
presentations  from  Northwestern  Memorial  Hospital  and  the  Veterans  Adminis- 
tration Lakeside  Hospital  form  the  basis  of  the  discussions.  This  case  report  was 
part  of  the  Surgical  Grand  Rounds  of  August  26,  1980. 


Takayasu's  Disease 


Dr.  William  Flinn:  A 31 -year-old  Korean 
woman  had  experienced  a profound  left  hemi- 
cerebrovascular  accident  five  years  prior  to  her 
present  hospitalization  which  had  left  her  co- 
matose with  hemiparesis  at  that  time.  One  year 
prior  to  the  present  admission,  the  patient  had  a 
residual  mild  right  arm  paresis  and  was  admitted 
to  another  hospital  with  complaints  of  intermit- 
tent dizziness  and  blurring  of  vision.  These  com- 
plaints continued,  and,  at  the  time  of  the  present 
admission,  she  complained  of  severe  syncopal 
attacks,  intermittent  blurring  of  vision  of  both 
eyes  and  an  increasing  exercise  intolerance  in  her 
left  hand.  Physical  examination  revealed  normal 
motor  function  and  normal  pulses  in  the  right 
upper  extremity.  Brachial,  radial,  and  ulnar  pulses 
were  absent  in  her  left  upper  extremity.  Neither 
right  nor  left  common  carotid  pulses  were  present. 
Doppler  examination  of  her  extremities  revealed 
a systolic  pressure  of  approximately  130mmHg 
in  the  right  arm  and  in  both  ankles.  Pulsatile  flow 
was  present  in  her  left  brachial  artery  with  a sys- 
tolic pressure  of  90mmHg.  Oculoplethysmogra- 
phy was  performed,  which  revealed  bilateral  eye 
pulse  delay,  suggestive  of  bilateral  carotid  artery 
stenosis.  Complete  blood  count  revealed  a hemo- 
globin of  13.0gm;  hematocrit  39%;  white  blood 
count,  8700  with  a normal  differential.  Urinalysis 
was  normal,  as  was  SMA-20  blood  chemistry 
profile.  Serum  cholesterol  and  triglyceride  levels 
and  lipoprotein  electrophoresis  were  normal. 
Erythrocyte  sedimentation  rate  was  27mm  per 
hour;  however,  LE  prep,  ANA  and  RF  were  neg- 
ative. Chest  X-ray  and  electrocardiogram  were 
normal. 

A clinical  diagnosis  of  Takayasu’s  disease  was 


Figure  1 

Arch  aortogram  demonstrates  complete  occlusion  of  the  left 
common  carotid  and  left  subclavian  arteries. 


made  and  more  extensive  radiographic  evaluation 
was  carried  out.  Arch  aortogram  revealed  com- 
plete occlusion  of  the  left  common  carotid  and 
left  subclavian  arteries  at  their  origin.  (Figure  1) 
The  innominate  and  right  subclavian  arteries 
appeared  radiographically  normal;  however,  there 
was  a diffuse  narrowing  of  the  right  common 
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Figure  2 

The  abdominal  aortogram  is  normal,  with  good  visualization 
of  renal  arteries. 


carotid  artery.  Both  right  and  left  carotid  bifur- 
cations were  patent  and  the  internal  and  external 
carotid  arteries  appeared  normal.  The  left  carotid 
bifurcation  filled  via  numerous  arterial  collaterals 
in  the  neck,  a pattern  typical  of  Takayasu’s  dis- 
ease. 

Abdominal  aortography  was  also  performed 
because  the  abdominal  aorta,  as  well  as  its  major 
branches  below  the  diaphragm  (most  commonly, 
the  renal  arteries),  may  also  be  involved  in  Tak- 
ayasu’s disease.  In  this  patient,  the  abdominal 
aortogram  was  normal. 1 (Figure  2)  Additionally, 
from  10%-20%  of  the  patients  with  Takayasu’s 
disease  may  have  involvement  of  the  pulmonary 
arteries;  thus,  pulmonary  angiography  is  an  es- 
sential component  of  a thorough  diagnostic  eval- 
uation in  these  patients.  Pulmonary  angiography 
revealed  occlusion  of  the  left  lower  lobe  pul- 
monary artery  in  this  patient.  (Figure  3) 

Discussion 

Takayasu’s  disease  is  rather  uncommon  within 
the  broader  spectrum  of  brachiocephalic  arterial 
occlusions.  These  may  include  giant  cell  arteritis, 
syphilitic  aortitis  and  other  forms  of  aortic  de- 
generative disease,  as  well  as  the  common  ath- 
erosclerotic occlusions  of  the  major  branches  of 
the  aorta.  Perhaps  more  pertinently,  they  may 


Figure  3 

The  left  lower  lobe  pulmonary  artery  is  occluded  on  the  pul- 
monary angiogram. 


include  arterial  occlusions  secondary  to  abnor- 
malities of  the  thoracic  outlet.  Takayasu’s  disease 
is  seen  most  commonly  in  young  Oriental  females 
and  has  been  extensively  described  in  the  Japa- 
nese and  Far  Eastern  literature.  The  experience 
with  occlusive  disease  of  the  aortic  arch  and  its 
major  branches  has  become  progressively  more 
extensive  in  this  country.2 

The  natural  history  of  this  particular  compo- 
nent of  brachiocephalic  occlusive  disease  is  very 
dismal  for  patients  who  are  debilitated  by  strokes, 
profound  cerebrovascular  insufficiency  and  the 
symptoms  of  global  cerebral  ischemia.  Untreated, 
these  symptoms  progressively  worsen  and  long- 
term survival  is  limited  in  these  young  patients. 

Surgical  therapy  in  this  patient  was  designed 
to  relieve  her  symptoms  of  diffuse  cerebral  is- 
chemia, prevent  recurrent  cerebral  infarction,  and 
relieve  her  functionally  debilitating  left  arm  clau- 
dication. Patients  with  atherosclerotic  occlusion 
of  major  aortic  arch  branches  often  can  undergo 
extra-anatomic  vascular  reconstruction  for  de- 
finitive treatment.  Thus,  carotid-subclavian  by- 
pass or  axillary-axillary  bypass  via  subcutaneous 
tunnels  have  evolved,  with  an  attendant  mor- 
bidity much  lower  than  in  direct  reconstruction 
via  thoracotomy  or  sternotomy  and  comparable 
long-term  patency  rates.  In  patients  with  Tak- 
ayasu’s disease,  however,  extra-anatomic  recon- 
struction for  definitive  relief  of  symptoms  is 
contraindicated,  since  disease  progression  in  the 
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donor  native  artery  may  subsequently  cause  fail- 
ure of  the  reconstruction.3  In  this  patient,  we 
elected  to  place  aorta-to-left  axillary  and  left  ca- 
rotid artery  bypass  grafts. 

Surgical  Procedure 

The  first  step  in  operative  management  of  this 
patient  was  to  define  the  most  proximal  portion 
of  her  left  axillary  artery  which  had  not  been 
visualized  on  the  preoperative  arteriogram.  An 
intraoperative  retrograde  left  brachial  arterio- 
gram revealed  reconstitution  of  the  left  axillary 
artery  via  collaterals  and  the  artery  appeared  to 
be  a suitable  recipient  for  a bypass  graft. 

Through  a standard  transverse  infraclavicular 
approach,  the  left  axillary  artery  was  isolated. 
Proximal  and  distal  control  of  a portion  of  nor- 
mal-appearing vessel  was  then  obtained.  The  left 
carotid  bifurcation  was  exposed  through  a trans- 
verse skin-line  incision.  Control  of  the  left  com- 
mon, external  and  internal  carotid  arteries  was 
obtained.  Through  a midline  sternotomy,  the 
ascending  aorta  was  exposed  and  was  not  clini- 
cally diseased. 

A Dacron  bifurcation  prosthesis  which  might 
normally  be  used  for  aortobifemoral  reconstruc- 
tion was  chosen  and  reversed  so  that  the  proximal 
portion  was  anastomosed,  end-to-side,  to  the 
ascending  aorta.  One  limb  of  the  reversed  bifur- 
cation graft  was  then  passed  through  a left  trans- 
pleural tunnel,  through  the  second  intercostal 
space  and  into  the  left  axilla,  where  it  was  an- 
astomosed to  the  left  axillary  artery.  (Figure  4) 
The  remaining  limb  was  passed  through  the  tho- 
racic inlet,  and  beneath  the  strap  muscles  into 
the  neck,  where  it  was  anastomosed  to  the  left 
carotid  bifurcation.  In  the  recovery  room,  strong 
left  radial  and  left  superficial  temporal  pulses  were 
indicative  of  satisfactory  graft  function. 

The  relief  of  cerebral  symptoms  in  this  patient 
was  striking.  Within  72  hours  post-operatively, 
she  was  ambulatory  without  assistance,  a feat 
which  had  been  virtually  impossible  preopera- 
tively  because  of  dizziness.  Left  arm  function  has 
returned  to  normal.  Arch  aortography  was  per- 
formed prior  to  discharge  from  the  hospital  and 
revealed  the  graft  to  be  patent. 

Summary 

While  this  patient’s  problem  was  somewhat 
unusual,  a thorough  history  and  physical  ex- 
amination would  certainly  make  one  suspicious. 
Comprehensive  angiographic  evaluation  of  these 
patients,  including  arch,  abdominal  and  pul- 
monary angiograms,  is  essential  for  optimal  ther- 
apeutic management.  Surgical  treatment,  where 
indicated,  can  be  expected  to  provide  excellent 


Figure  4 

Postoperative  aortogram  demonstrates  functioning  reversed 
bifurcation  graft,  to  left  axillary  artery  and  to  left  carotid 
bifurcation. 


symptomatic  relief.  The  long-term  prognosis  in 
these  cases  is,  at  present,  uncertain  since  the 
number  of  cases  of  Takayasu’s  disease  treated  in 
this  country  has  been  limited. 

It  is  particularly  timely  that  we  discuss  upper 
extremity  and  brachiocephalic  occlusions,  espe- 
cially in  light  of  what  has  recently  happened  to 
one  of  the  professional  baseball  players.  It  is  clear 
that  this  particular  man’s  definitive  diagnosis  and 
treatment  were  delayed  for  what  would  be  con- 
sidered an  inordinate  amount  of  time.  Takayasu’s 
disease  is,  of  course,  a rather  unusual  etiology  for 
this  problem.  Nevertheless,  I think  we  must 
maintain  a high  level  of  diagnostic  suspicion  in 
patients  with  diffuse  cerebral  symptoms  and  un- 
usual upper  extremity  symptoms,  in  spite  of  the 
fact  that  they  may  be  very  young  and  one  might 
not  expect  them  to  have  arterial  occlusive  disease. 
The  overall  surgical  treatment  of  this  patient  was 
gratifying,  and  it  behooves  us  to  pay  attention  to 
these  particular  symptomatic  complaints,  even 
in  young  patients.  M 
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Physician  Recruitment  Program 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians,  the  Physician  Recruitment  Program  and  the 
Doctor’s  Job  Fair,  are  publishing  synopses  in  the  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any  out-of-state  physicians  seeking  an  Illinois  residence 
are  asked  to  notify  the  Program. 

Any  areas  wishing  to  be  listed  should  contact:  Mrs.  E.  Duffy,  Physician  Recruitment  Program,  ISMS,  55  E.  Monroe, 
Suite  3510,  Chicago,  60603. 


AURORA:  Population  85,000-opening  for  cardiologist  in  well- 
established  group  of  45  physicians.  Excellent  hospital  and 
clinic  space  available.  Located  50  miles  from  downtown  Chi- 
cago on  E/W  Tollway.  CONTACT:  L.  E.  Snyder,  M.D.,  1870 
W.  Galena  Blvd.,  Aurora  60506  (312-859-6700).  (12) 
CLIFTON:  Service  Area,  8,500— Immediate  opening  for 
family  practitioner  in  rural  setting.  First  year:  guarantee,  office 
space/staffmg  provided.  Seventy  miles  south  of  Chicago  on 
interstate  highway.  Excellent  school  system.  Obstetrics  or 
general  internal  medicine  background  helpful.  CONTACT: 
George  Rasmussen,  Central  Community  Hospital,  Clifton 
60927.  AC  815-694-2392.  (10) 

DU  QUOIN:  Opportunities  for  solo  or  group  practice  in  well 
known  small  community.  St.  Louis  75  miles.  S.I.U. -Carbon- 
dale  25  miles.  Excellent  schools,  churches,  shopping,  housing 
and  recreation.  JCAH  hospital  specializing  in  quality  care. 
Du  Quoin  and  Marshall  Browning  Hospital  would  love  to 
tell  you  more.  Call  David  R.  Hosier,  Adm.,  collect  at  618- 
542-2146.  (12) 

EDWARDSVILLE:  Practice  opportunity  available  in  area 
with  over  10,000  population  near  St.  Louis,  Mo.  Two  FP 
planning  retirement.  CONTACT:  J.  C.  Collins,  Jr.,  M.D.,  325 
S.  Kansas  St.,  Edwardsville  62025.  (618-656-1048).  (9) 

EL  PASO:  Population  2700.  Family  Practice  available  im- 
mediately. Fully  equipped  office.  Excellent  schools,  churches 
and  hospitals.  Contact  R.  P.  Lykkebak,  M.D.,  El  Paso  61738. 
Phone  (309)  527-4007.  (9) 

FAIRBURY:  Family  Practice  Physician  to  join  fast  growing 
practice  in  thriving  rural  area.  Well-equipped,  JCAH  ac- 
credited, 1 1 2-bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  Curriculum  Vitae  in  confidence  to 
Frank  Brady,  Administrator,  Fairbury  Hospital,  519  South 
Fifth  Street,  Fairbury  61739.  (12) 

FRANKFORT:  Multispecialty  group  seeks  young  family  phy- 
sician, willing  to  do  OB  and  also  seeking  OB-GYN— to  join 
expanding  practice,  which  is  located  some  thirty  miles  south- 
west of  Chicago.  Incentive  plan,  profit  sharing;  as  well  as  a 
new  building.  Excellent  practice  opportunities.  CONTACT: 
Howard  Osmus,  Administrator,  Hedges  Clinic,  Frankfort 
60423  (815-469-2123).  (1) 

FREEPORT:  Otolaryngologist,  Cardiologist,  Gastroenterol- 
ogist, General  Internist,  Family  Practice,  Urologist— to  join 
expanding  20  physician  multi-specialty  Clinic.  This  30  yr. 
old  group  practices  in  a new  facility  across  from  a recently 
expanded  general  hospital  in  a community  of  30,000.  CON- 
TACT: C.  Wm.  Metcalf,  M.D.,  Medical  Director,  Freeport 
Clinic,  S.C.,  1036  W.  Stephenson  St.,  Freeport  61032,  815- 
235-5111.  (12) 

GREENVILLE:  Established  Medical  Group  seeking  addi- 
tional physician  in  Family  Practice.  Excellent  salary  first  year 
with  full  partnership  the  following  year.  45  miles  from  St. 
Louis  on  Interstate  70.  Population  area  15,000.  CONTACT: 
Charles  R.  Daisey,  M.D.,  308  W.  College,  Greenville  62646 
(618-664-2531).  (1) 

GRIGGSVILLE:  Become  only  full-time  physician  in  com- 
bined trade  area  of  7,000.  Take  over  big  practice  of  physician 
recently  killed  in  accident.  Industrial  growth  community  in 
beautiful  Illinois  River  area.  100  miles  north  St.  Louis;  70 
from  Springfield.  CONTACT;  Helen  Rumple,  Griggsville, 
62340,  2 1 7-833-2521  or  833-2792.  (12) 

HERRIN:  Service  area  with  population  of  40,000.  15  miles 
from  Southern  Illinois  University,  100  miles  from  St.  Louis. 
Located  in  ideal  vacation  land,  with  many  lakes  and  parks. 


Modern  1 30  bed  hospital  with  primary  care  staff  of  1 7 phy- 
sicians. Financial  assistance  available.  CONTACT:  Larry  Feil, 
Herrin  Hospital  201  S.  14th  Street,  Herrin,  62948  618-942- 
2171.  (12) 

MINONK:  Practice  opportunity  available  for  GP  located  in 
Central  Illinois-population  2,400.  Three  open  staff  hospitals 
in  vicinity.  General  practicioner  interested  in  retiring.  CON- 
TACT: K Vaicius,  M.D.,  51 1 Oak  St.  Minonk  61760  (309- 
432-2781  in  PM).  (12) 

MT.  CARMEL:  Population  9,500,  located  halfway  between 
Evansville  and  Vincennes,  Indiana  on  the  Illinois  border.  Mt. 
Carmel  is  a community  presently  undergoing  aggressive  phy- 
sician recruitment  efforts  and  building  a new  hospital.  Through 
the  hospital,  financial  assistance  is  available  and  complete 
office  facilities  are  provided.  Contact  Cliff  Bauer,  1418  College 
Drive,  Mt.  Carmel,  Illinois  62863,  AC  (618)  262-4121.  (12) 
PARIS:  Practice  opportunity  available.  Physician  (FP)  plan- 
ning to  retire  is  interested  in  someone  to  take  over  practice. 
Population  area  over  10,000.  Modem  hospital  facilities  and 
complete  office  available.  CONTACT:  Dr.  G.  M.  Churukian, 
406  S.  Main  St.,  Paris  61944.  (217-463-4560).  (9) 
PONTIAC:  Associate  in  my  local  downtown  office  building. 
Great  need  for  qualified  Orthopedic  Surgeon  or  Associate  in 
Family  Practice.  Could  be  renting  separate  office  or  my  same 
large  2-man  designed  office  space.  Economic  association, 
partnership  or  rental  could  be  arranged,  mutually.  Long- 
standing 60  year  practice  established  by  father.  Contact  H.C. 
Parkhill,  M.D.,  202  N.  Main  St.,  Pontiac  61764  or  AC  815- 
844-6148.  (9) 

ROUND  LAKE:  Wanted  general  practitioner  to  take  over  a 
forty-five  year  old  practice  with  great  potential.  Lovely  com- 
munity, good  fishing,  golf  and  schools.  CONTACT:  G.  A. 
Goshgarian,  M.D.  319  Cedar  Lake  Rd.,  Round  Lake,  60073 
(312-546-9455).  (1) 

SALEM:  Population  7,8 1 3 need  Family  Physician,  OB,  Ped., 
and  General  Surgeon.  Financial  assistance  available.  Near 
Kaskaskia  Community  College  and  SIU.  Boating,  Fishing, 
Hunting,  in  nearby  recreational  facilities.  72  miles  to  major 
metropolitan  area.  CONTACT:  Harvey  H.  Acton,  Admin- 
istrator, P.O.  Box  608,  Salem  62881  (618-548-3194).  (1) 
SAVANNA:  Practice  Opportunities— FP’s  and  Internal  Med- 
icine Specialists.  Join  progressive  health  care  center  in  de- 
lightful small  town  community.  Complete  office  facilities, 
immediate  access  to  hospital.  Financial  assistance  available. 
Hunting,  fishing,  water-sports  paradise.  CONTACT:  Darrell 
Milner,  Savanna/Carroll  County  Health  Services,  333  Chicago 
Avenue,  Savanna,  61074;  Phone  (815)  273-2287.  (12) 
SYCAMORE:-Associate  desired-for  July  1982-Family  Prac- 
tice opening  to  join  two  FP,  internist,  and  surgeon  in  a newly 
formed  group,  situated  70  miles  west  of  Chicago  in  a semi- 
rural  area.  Family  Practice  oriented  hospital  with  full  privi- 
leges. Equal  partnership  after  24  months;  salary  and  fringe 
benefits  open  to  negotiation.  Send  full  CV  to  : Irving  Frank, 
M.D.,  954  W.  State  St.,  Sycamore,  IL.  60178.  (12) 
WAUKEGAN:  Plant  Physician  Wanted.  Responsibilities  in- 
clude services  to  occupational  disease  and  injury  cases,  physical 
examinations,  evaluation  of  disability  cases  and  advising 
management  on  medical  matters.  Excellent  benefit  package 
available.  Salary  negotiable.  Please  contact  J.W.  Szcygielski, 
Employee  Relations  Manager,  Johns-Manville  Sales  Corp., 
Greenwood  Avenue,  Waukegan  60087.  (AC  312)  623-2900 
EXT  213.  (12) 
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RESOLUTIONS  DEADLINE— The  ISMS  House  of  Delegates’  Interim  Session  is  scheduled  for 
November  7-8,  1981,  in  Springfield.  Resolutions  for  the  House  of  Delegates  must 
be  received  in  the  ISMS  offices  by  October  8,  1981.  Resolutions  received  after 
that  date  will  be  considered  late  resolutions  and  require  special  action  for  possible 
consideration. 

In  accordance  with  a resolution  passed  at  the  1978  Annual  Meeting,  resolutions 
will  be  published  in  the  Journal  by  author  and  subject  only.  In  order  to  be 
published  in  the  Journal,  resolutions  must  be  received  in  the  ISMS  offices  by  an 
earlier  deadline,  September  3. 

PANCREATIC  CANCER  TREATMENT— Isidore  Cohn,  Jr.,  M.D.,  project  director,  National 
Pancreatic  Cancer  Project,  has  announced  availability  of  that  center’s  resources 
to  primary  care  physicians.  The  Project,  which  is  funded  by  the  National  Cancer 
Institute  to  stimilate  research  in  pancreatic  cancer,  maintains  current  information 
on  new  approaches  to  diagnosis  and  treatment  and  individuals  or  institutions 
participating  in  advanced  protocols.  Information  available  from  the  project  in- 
cludes that  regarding  institutions  with  highly  specialized  facilities,  some  of  which 
provide  transportation  and  medical  care  at  no  cost  to  the  patient. 

Dr.  Cohn  has  emphasized  that  Project  staff  are  available  to  any  patient,  patient’s 
family  or  primary  care  physician,  but  will  in  no  instance  interfere  with  the  phy- 
sician-patient relationship.  Patients  who  seek  assistance  will  receive  information 
from  the  project  only  through  their  primary  care  physician. 

Further  information  may  be  obtained  by  writing  Dr.  Cohn  at  the  Louisiana 
State  University  Medical  Center,  1542  Tulane  Ave.,  New  Orleans  LA  70112; 
(504)  522-4571. 

NUCLEAR  ENERGY  SAFETY  is  the  subject  of  a report  by  an  advisory  panel  to  the  AMA 
Council  on  Scientific  Affairs  that  was  approved  by  the  1981  Annual  Meeting 
House  of  Delegates.  Risks  of  Nuclear  Energy  and  Low-Level  Ionizing  Radiation 
considers  peaceful  uses  of  nuclear  energy  and  standards  for  exposure  to  ionizing 
radiation.  The  report  urges  modification  of  local  laws  to  permit  the  disposal  of 
low-level  radioactive  waste  in  accord  with  AMA  model  state  legislation.  AMA 
has  recommended  the  report  as  a backgrounder  for  physicians  seeking  information 
for  patients  about  the  effects  of  radiation  on  health.  Copies  may  be  obtained  by 
writing  Order  Dept.  OP- 125,  AMA,  PO  Box  821,  Monroe  Wisconsin  53566. 
Correspondents  should  enclose  $4.50  for  postage  and  handling. 


JCAH  PUBLICATIONS  UPDATED— The  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  recently  published  the  1982  edition  of  the  Accreditation  Manual  for 
Hospitals.  The  manual  features  administrative  policies  and  procedures  governing 
accreditation  surveys,  patient  rights  and  responsibilities,  standards  for  24  key 
areas  of  hospital  operations  and  an  appendix  describing  differences  between  1 98 1 
and  1982  standards.  Companion  volumes  of  the  PH  AS  Manual  (eighth  edition) 
and  Hospital  Survey  Profile  are  also  available. 

JCAH  has  also  revised  their  official  newsletter,  JCAH  Perspectives.  The  news- 
letter will  regularly  contain  articles  on  the  application  of  new  standards,  and 
preparation  for  a successful  accreditation  survey. 

Hospitals  accredited  by  JCAH  receive  a complimentary  copy  of  the  manual 
and  Perspectives.  Additional  copies  may  be  purchased  by  contacting  the  De- 
partment of  Publications,  JCAH,  875  N.  Michigan  Avenue,  Chicago,  IL  60611. 
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Compiled  for  Illinois  physicians  by  the  Illinois  Council  on  Continuing  Medical  Education,  55  E.  Monroe  St.,  Suite 
3510,  Chicago  IL  60603;  (312)  236-6110 


Items  for  this  Calendar  must  be  received  90  days  prior  to  the  event.  Those  received  earlier  may  appear  in  up  to  three 
monthly  issues. 

If  your  organization’s  CME  activities  are  not  listed— please  contact  us.  To  avoid  possible  conflicts,  you're  invited  also  to 
consult  our  fde  of  future  events.  Individual  physicians  may  also  call  or  write  for  information  about  CME  programs 
scheduled for  dates  later  than  those  covered  here. 


OCTOBER 


Cardiac  Rehabilitation 

Comprehensive  Cardiac  Rehabilitation  Workshops 

For:  Primary  Care  Physicians.  Workshop,  October  12-26,  La 
Crosse,  Wl.  Sponsor:  La  Crosse  Exercise  Program,  Workshop 
Unit,  Mitchell  Hall,  University  of  Wl,  La  Crosse,  Wl  54601. 
Fee:  $450  Reg.  limit:  50.  Credit:  Category  1,  38  hours,- 
AAFP  Prescribed,  43  hours.  Contact:  Dr.  Philip  Wilson.  Phone: 
608/785-8686. 


Chemical  Dependence 

Physician's  Workshop 

For:  MD's.  Conference,  Oct.  2,  Holiday  Inn  City  Center,  Chicago. 
Sponsor:  Northwestern  Memorial  Hospital,  320  E.  Huron  St., 
Chicago  6061  1 Fee:  $75.  Credit:  Category  1 , 7 hours  applied 
for.  Contact:  Kenneth  Tortoriello,  PhD  Phone:  312/649-8713. 

Child  Abuse 

Spend  a Day  to  Prevent  Child  Abuse 
For:  MD's.  Symposium,  Oct.  28,  Chicago.  Sponsor:  Mt.  Sinai 
Hospital,  15th  St.  and  California  Ave.,  Chicago  60608.  Reg. 
deadline:  10/22.  Fee:  $25.  Reg.  limit:  200.  Credit:  Category 
1,  51/?  hours.  Contact:  S.  Jones.  Phone:  312/542-2563. 


Computers  in  Medicine 

Choosing  and  Using  a Computer  System  in  a Private 
Medical  Practice 

For:  MD's.  Seminar,  Oct.  16-17,  Hyatt  Regency  Hotel,  Woodfield. 
Speaker:  Ronnie  Beth  Bush,  PhD  Sponsor:  University  of  Health 
Sciences/The  Chicago  Medical  School,  c/o  One  Chapman  Road, 
Burlington  60109  Fee:  $295.  Credit:  Category  1,  16  hours. 
Contact:  Connie  Scott  Phone:  312/683-2066. 

Emergency  Medicine 

A Postgraduate  Institute  for  Career  Emergency  Physicians 
For:  Emergency  Physicians.  Symposium,  Oct.  12-16,  Detroit, 
Ml.  Sponsor:  Wayne  State  University  School  of  Medicine,  CME, 
9B-32  DRHUHC,  4201  St.  Antoine,  Detroit,  Ml  48201.  Fee: 
$500.  Reg.  limit:  20.  Credit:  Category  1,  35  hours;  ACEP, 
35  hours.  Phone:  313/577-1180. 

Family  Medicine 

Peptic  Ulcer  — Diagnosis  and  Treatment 
For:  MD's.  Lecture,  Oct.  21,  12:30  p.m.,  DuPage  County. 
Speaker:  Marshall  Sparberg,  MD.  Sponsor:  DuPage  County 
Medical  Society,  26  West  St.  Charles  Rd.,  Lombard  60148. 
Reg.  deadline:  10/19.  Fee:  none.  Reg.  limit:  none.  Credit: 
Category  1,  2 hours;  AAFP  Elective,  2 hours.  Contact:  Lillian 
Widmer.  Phone:  312/495-4050. 


Medicine 

Psychiatry  Update:  A Symposium  for  Physicians  and  Men- 
tal Health  Professionals 

For:  MD's.  Symposium,  Oct.  28,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Con- 
tact: Lorraine  Stephenson.  Phone:  217/782-7711. 

Medicine 

OB/GYN  Symposium 

For:  MD's.  Symposium,  Oct.  29,  1:00  p.m.,  Lincoln.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Spring- 
field  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours. 
Contact:  Lorraine  Stephenson.  Phone:  217-782-7711. 


Medicine 

8th  Annual  Family  Practice  Review 
For:  MD's.  Symposium,  Oct.  9-10,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Con- 
tact: Lorraine  Stephenson.  Phone:  217/782-7711. 


Medicine 

Professional  Burn-Out  Symposium 

For:  MD's.  Symposium,  Oct.  22,  1 :00  p.m.,  Jacksonville.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Rm.  4241, 
Springfield  62708.  Reg.  limit:  none.  Credit:  Category  1,  4 
hours.  Contact:  Lorraine  Stephenson.  Phone:  21 7/782-771 1 . 


Medicine 

Advances  in  Cardiovascular  Disease  1981 
For:  MD's.  Lecture,  Oct.  16-17,  Chicago  Marriott  Hotel.  Sponsor: 
Div.  of  Cardiology,  University  of  Health  Sciences/The  Chicago 
Medical  School,  3333  Green  Bay  Road,  North  Chicago  60064. 
Reg.  deadline:  9/15.  Fee:  $20.  Credit:  Category  1,11  hours. 
Contact:  Ben  Blivaiss,  PhD.  Phone:  312/689-8010  x 233. 

Neurology 

Neurology  Conference 

For:  MD's.  Lecture,  Oct.  10,  8:00  a.m.,  Iowa  City,  IA.  Sponsor: 
Ul  College  of  Medicine,  CME,  285  Med  Labs,  Iowa  City,  IA 
52242.  Fee:  yes.  Reg.  limit:  200.  Credit:  Category  1, 4 hours. 
Contact:  R.  M.  Caplan,  MD.  Phone:  319/353-5763. 


Neurology 

Contemporary  Topics  in  Neurology 

For:  Neurologists,  Psychiatrists.  Lecture,  Oct.  12  (5  days),  Chicago. 
Speakers:  Sandra  Olsen,  MD;  Frank  Rubino,  MD.  Sponsor: 
Cook  County  Graduate  School  of  Medicine,  707  S.  Wood  St., 
Chicago  60612.  Fee:  $375.  Reg.  limit:  85.  Credit:  Category 
1,  42  hours.  Contact:  Robert  Baker,  MD  Phone:  312/733- 
2800 

Psychiatry 

Contemporary  Topics  in  Psychiatry 

For:  Psychiatrists,  Neurologists.  Lecture,  Oct.  26  (5  days),  Chicago. 
Speaker:  Francois  Alouf,  MD.  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  Wood  St. , Chicago  60612.  Fee: 
$375  Reg.  limit:  1 25.  Credit:  Category  1 , 40  hours.  Contact: 
Robert  Baker,  MD.  Phone:  312/733-2800. 


Surgery 

Advanced  Peripheral  Vascular  Surgery 
For:  Peripheral  Vascular  Surgeons.  Lecture,  Oct.  26  (5  days), 
Chicago  Speakers:  D.  Preston  Flanigan,  MD;  John  Bergan, 
MD.  Sponsor:  Cook  County  Graduate  School  of  Medicine, 
707  S.  Wood  St.,  Chicago  60612.  Fee:  $350.  Reg.  limit:  80. 
Credit:  Category  1,  34  hours.  Contact:  Robert  Baker,  MD. 
Phone:  312/733-2800. 


Surgery 

Specialty  Review  in  Surgery,  Part  I 

For:  General  Surgeons.  Lecture,  Oct.  26  (11  days),  Chicago. 
Speaker:  Robert  Baker,  MD.  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  Wood  St.,  Chicago  60612.  Fee: 
$600  Reg.  limit:  400.  Credit:  Category  1 , 98  hours.  Contact: 
Robert  Baker.  Phone:  312/733-2800. 


NOVEMBER 


Anesthesiology 

Regional  Anesthesia 

For:  Anesthesiologists.  Lecture,  Nov.  2 (5  days),  Chicago. 
Speaker:  Alon  Winnie,  MD.  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  Wood  St.,  Chicago  60612.  Fee: 
$400.  Reg.  limit:  20.  Credit:  Category  1,  45  hours.  Contact: 
Robert  Baker,  MD.  Phone:  312/733-2800. 

Family  Medicine 

Management  of  the  Acute  Cardiac  Patient 
For:  FP's.  Lecture,  Nov.  4 (3  days),  Chicago.  Speaker:  Kenneth 
Rosen,  MD.  Sponsor:  Cook  County  Graduate  School  of  Med- 
icine, 707  S.  Wood  St.,  Chicago  60612.  Fee:  $250.  Reg.  limit: 
80.  Credit:  Category  1,  20  hours.  Contact:  Robert  Baker, 
MD.  Phone:  312/733-2800. 


Family  Medicine 

Rise  and  Fall  of  the  Physician's  Sex  Life 
For:  MD's.  Lecture,  Nov.  18,  12:30  p.m.,  DuPage  County. 
Speaker:  Domeena  Renshaw,  MD.  Sponsor:  DuPage  County 
Medical  Society,  26  West  St.  Charles  Rd.,  Lombard  60148. 

Fee:  none.  Reg.  limit:  none.  Reg.  deadline:  11/16.  Credit: 
Category  1,  2 hours,-  AAFP  Elective,  2 hours.  Contact:  Lillian  * 
Widmer.  Phone:  312/495-4050. 


Internal  Medicine 

Clinical  Allergy  for  Practicing  Physicians 
For:  MD's.  Symposium,  Nov.  5-7,  St.  Louis,  MO.  Sponsor: 
CME,  Washington  University  School  of  Medicine,  Box  8063, 
660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  $160.  Reg.  limit: 

1 50.  Credit:  Category^  1 5 hours,-  AAFP  Prescribed,  1 5 hours. 
Contact:  Loretta  Giacoletto.  Phone:  314/454-3873. 

Medicine 

Dermatology  Symposium 

For:  MD's.  Symposium,  Nov.  19,  1 :00  p.m.,  Beardstown.  Spon- 
sor: SIU  School  of  Medicine,  801  N.  Rutledge,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1, 4 hours.  Contact: 
Lorraine  Stephenson.  Phone:  217/782-7711. 


Medicine 

Sexually  Transmitted  Diseases 

For:  MD's.  Symposium,  Nov.  18,  1:00  p.m.,  Marion.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Springfield  62708. 
Reg.  limit:  none.  Credit:  Category  1, 4 hours.  Contact:  Lorraine 
Stephenson.  Phone:  217/782-7711. 


Medicine 

Outpatient  Gynecology  Symposium 
For:  MD's.  Symposium,  Nov.  12,  3:00  p.m.,  Quincy.  Sponsor: 
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Discovery  of  B2m  stemmed  from  observations 
of  Friberg,  who  noted  that  workers  exposed  to 
cadmium  fumes  excreted  low  molecular  weight 
proteins  in  urine.1  After  several  years  of  effort, 
Berggard  and  Bearn2  isolated  B2m  from  the  urine 
of  these  patients.  The  physical  and  some  of  the 
biological  properties  of  the  molecule  have  been 
characterized  (Table  l).35  B2m  is  comprised  of  a 
single  polypeptide  chain  of  about  1 1,800  daltons 
containing  100  amino  acids.  It  has  a single  di- 
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sulfide  loop,  but  does  not  have  any  carbohydrate 
moieties.  The  human  protein  consists  of  two 
homologues  with  isoelectric  points  (pi)  of  5.3  and 
5. 7. 6 

In  a series  of  ingenious  experiments,  Bernier 
and  Fanger  showed  that  B2m  molecule  is  syn- 
thesized by  lymphoid  tissues  and  it  was  dem- 
onstrated that  this  molecule  is  localized  on  the 
surface  of  cells.711  Poulik  and  Bloom12  identified 
the  presence  of  B2m  on  human  lymphocytes, 
platelets,  polymorphonuclear  cells  (PMN)  and  cell 
lines  originating  from  embryonic  lung,  mammary 
carcinoma,  amniotic  fluid,  skin  and  testes  but  not 
on  the  mature  erythrocyte.  From  these  and  other 
studies,  it  was  concluded  that  molecule  was  ap- 
parently expressed  on  all  nucleated  cells  and  it 
serves  as  a glue  to  anchor  the  HLA  antigen.  An 
artistic  representation  of  this  structural  relation- 
ship is  given  in  Figure  1.  In  1971,  a radioim- 
munoassay for  B2m  was  developed13  and  the  use 
of  B:m  as  a marker  diverged  in  two  directions: 
in  nephrology  as  a marker  in  renal  disease,  and 
in  oncology  as  a potential  marker  in  cancer  di- 
agnosis. 

The  use  of  B2m  as  an  index  of  renal  dysfunction 
was  developed  by  Peterson,  et  al .,14  who  studied 
its  clearance  in  patients  with  glomerular  and  tu- 
bular disease.  In  tubular  disease  the  urinary  ex- 
cretion of  this  protein  increases  greatly  and  under 
extreme  circumstances  it  can  be  1,000  times 
greater  than  in  normal  urine.  This  occurs  since 
the  kidney  is  the  major  pathway  of  metabolism 
of  this  macromolecule.  Because  of  its  small  size 
it  is  readily  filtered  at  the  glomerular  level  and 
99%  is  reabsorbed  by  the  proximal  tubule.  The 
serum  level  varies  inversely  with  renal  function  — 
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Table  1 

Properties  of  Human  B2-microglobulin 

Physical 

Molecular  size 

11,800 

Number  of  amino  acids 

100 

Carbohydrate  content 

None 

Isoelectric  point  (two  forms) 

5.3,  5.7 

Biological 

Location 

Intracellular,  extracellular  and  cell  membrane 

j Function 

(Proposed)  To  anchor  HLA  antigen  to  cell  surface  membrane  i 

Structural  Analogy 

To  constant  portion  (C3H)  of  IgG  molecule  j 

Metabolism 

Kidney 

Glomerular  Sieving  Coefficient 

Approximately  100% 

Plasma  level  (Normal) 

1 .1  to  2.4  ug/ml 

Urinary  Excretion  (Normal) 

30-370  ug/24  hours 

Urinary  Excretion  (Abnormal) 

to  100  mg/24  hours 

the  lower  the  glomerular  filtration  rate,  the  higher 
the  B2m  level.  In  this  circumstance,  as  with  other 
'small  molecules,  there  is  failure  of  filtration.  The 
very  narrow  range  of  normal  B2m  levels  in  serum 
(1.1  - 2.4ug/ml)  with  a mean  value  of  1.6  ug/ml 


Figure  1 

Artistic  representation  of  structural  relationship  between  B2- 
microglobulin  and  the  HLA  antigen.  Reprinted  from  Phadadoe 
No.  6 by  permission  of  Pharmacia  Diagnostics.  Inc. 
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made  possible  the  use  of  B2m  as  an  indicator  of 
renal  function.15  However,  there  were  several 
conditions  other  than  renal  disease  which  were 
reported  to  result  in  increased  plasma  levels  of 
B2m.  These  included  pregnancy,  inflammatory 
diseases  and  various  neoplastic  states.  The  use 
of  B2m  in  diagnosis  of  cancer  came  from  these 
early  observations  of  elevated  B2m  in  patients 
with  malignant  diseases. 

In  order  to  understand  the  changes  in  plasma 
levels  of  B2m  in  cancer,  it  is  useful  to  consider 
the  data  on  B2m  synthesis  by  a number  of  normal 
and  tumor  cell  lines.  Table  2 presents  a summary 
of  the  data  of  Nilsson,  et  al.  B2m  is  secreted  in 
a narrow  range  by  normal  cells  compared  to  the 
wide  range  from  0 to  2850ng  found  in  the  tumor 
cell  lines.  Variations  within  tumor  types  were 
observed  for  osteosarcoma  (nine-fold  difference) 
and  gliomas  (ten-fold  secretory  range).  Two  cell 
lines  produced  no  B2m;  they  were  Daudi  derived 
from  Burkitt’s  lymphoma  and  RPMI  8226  ob- 
tained from  a patient  with  myeloma.  Thus,  it  is 
clear  that  there  is  a uniform  secretion  of  B2m  by 
normal  cells,  while  secretion  by  tumor  cells  varies 
considerably,  even  if  the  originating  cell  is  of  a 
single  type.  It  is  this  variance  which  is  responsible 
for  the  confusion  concerning  the  usefulness  of 
B2m  as  a tumor  marker.  Table  3 summarizes  B2m 
data  from  several  studies17  26  which  show  no  el- 
evation of  B2m  in  a large  number  of  patients. 
The  best  association  of  B2m  with  disease  state 
has  been  in  patients  with  lymphoproliferative  B 
cell  malignancies.26  Child,  et  al.,  reported  that  the 
serum  level  of  B2m  was  elevated  in  later  stages 
of  Hodgkin’s  and  non-Hodgkin’s  lymphomas.  In 
remission,  the  B2m  serum  levels  fell,  following 
the  course  of  the  disease.  The  wide  variation  in 
B2m  concentration  in  the  plasma  of  cancer  pa- 
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Table  2 

B2-Microglobulin  Secretion  by  Cell  Lines 

Number 

Cell  Type 

Range  of 
Secretion0 

10b 

Lymphoblastoid  (diploid) 

247  - 387 

2 

Lymphoblastoid  (anuploid) 

80,553 

12 

Lymphoma 

0-144 

3 

Hybrid  cells  lymphoma-lymphoma 

69  - 74 

2 

Myeloma 

0 - 236 

2 

Osteosarcoma 

103  - 957 

3b 

Embryonic  lung 

255  - 284 

6 

Glioma 

65  - 700 

2b 

Normal  brain 

237  - 244 

2 

Carcinoma  of  bladder, 

transitional  cell 

2150  - 2850 

° B2-microglobulin  production  expressed  as  ng/m 

in  culture  media 

initially  seeded  with  5 x 105  cells  and  allowed  to  grow  for  65 

hours. 

b Normal  cell  lines 

Adapted  from  Nilsson,  Evrin  and  Welsh'2 

tients  is  in  concordance  with  Nilsson’s  obser- 
vations on  B2m  production  in  tissue  culture:  the 
existence  of  such  differences  between  tumors  may 
well  have  been  expected. 
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Figure  2 

Plasma  levels  of  B2microglobulin  in  nude  mice  bearing  various 
tumors.  Each  symbol  represents  the  plasma  B2m  concentration 
and  the  total  B2m  extractable  from  a tumor  (a  function  of  both 
concentration  and  size)  for  an  individual  animal.  Tumors  were 
of  the  following  origin:  M\-l  breast,  CX-1,  CX-2,  CX-5  colon, 
HEP-2  epithelial,  LX-1  lung. 


Table  3 

Percent  of  Cancer  Patients  with 
Elevated  Serum  B2m  Levels 


Primary  Lesion 

Percent  of 
Patients  With 
Elevated  B2m° 

Reference 

Breast 

1 5,  20,  24,  48 

(17-20) 

Lung 

21 

(21) 

Colon  and  Rectum 

40,  44,  60,  69 

(20,22,23,24) 

Uterine  Cervix 

46 

(24) 

Uterine  Corpus 

57 

(23) 

Bronchogenic 

33 

(25) 

Hodgkin's  Stage  1,  II 

8 

(26) 

Hodgkin's  Stage  III,  IV 

47 

(26) 

Non-Hodgkin's  Stage  1,  II 

23 

(26) 

Non-Hodgkin's  Stage  III,  IV 

60 

(26) 

° Upper  limit  of  normal  serum  level  was  2.4  to  3.0  ug/ml 


METHODS 

Our  own  work  on  B2m  was  initiated  to  resolve 
the  problem  of  whether  or  not  the  plasma  ele- 
vation seen  in  cancer  patients  could  be  the  result 
of  synthesis  by  the  tumor  rather  then  by  host 
response.  To  do  this,  we  implanted  human  tumors 
into  athymic  (nude)  mice.  These  mice  lack  T cells 
and  will  accept  tissue  from  other  species  (xeno- 
grafts). Subcutaneously  implanted  tumors  can  be 
followed  by  simple  caliper  measurements  and 
retain  their  human  identity.  We  demonstrated 
that  human  B?m  can  be  readily  identified  and 


TUMOR  LINE 

Figure  3 

Growth  rate  and  B2m  concentration  of  human  tumors  grown 
in  athymic  mice.  Left  panel:  size  of  tumor  6 weeks  after  im- 
plantation (brackets  — range  of  size.  Right  panel:  B2m  con- 
centration in  tumor  extract  (expressed  as  ug/liter  of  extract). 

Reprinted  from  27  by  permission  of  S.  Karger.  Basel. 
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Figure  4 

Benign  human  breast  tissue  fluorescence  stained  by  anti-B2m 
antibody.  Note  the  homogeneous  staining  of  the  ductal  epi- 
thelial membrane. 


quantified  in  the  plasma  of  mice  bearing 
xenografts27  28  and  the  amounts  released  into 
plasma  were  directly  related  to  the  total  quantity 
of  B2m  extracted  from  the  tumor  (Figure  2).  Thus, 
it  was  clear  that  B2m  release  was  due  solely  to 
tumor  secretion. 

The  most  striking  observation  in  our  study  was 
the  wide  variance  in  B2m  content  and  secretion 
between  the  tumors,  for  the  range  of  B2m  content 
was  100-fold  (Figure  3).  Upon  further  exami- 
nation of  the  system,  it  became  obvious  that  the 
tumors  with  the  fastest  growth  rate  contained  the 
least  amount  of  B2m.  By  following  the  size  of  the 
tumor  after  six  weeks,  a ten-fold  difference  in 
growth  rate  could  be  observed  between  the  MX- 
1 and  the  FIT-29  tumor  lines.  When  examined 
for  B2m  content  by  simple  extraction,  the  MX- 
1 content  was  1/100  of  the  HT-29  tumor.  In  a 
similar  manner,  the  other  tumors  were  ranked 
according  to  growth  rate  and  B2m  content  (Figure 
2).  The  use  of  the  nude  mouse  model  allowed 
studies  of  B:m  expression  and  secretion  by  human 
tumor  tissue  to  be  accomplished  without  the 
complication  of  B;m  production  by  normal  tis- 
sue.27-28 

In  view  of  the  various  levels  of  B2m  in  the 
plasma  of  patients  with  malignant  diseases,  and 
our  results  with  the  human  tumor  xenograft  lines, 


Figure  5 

Human  breast  carcinoma  fluorescence  stained  by  anti-Bjm 
antibody.  Note  the  heterogeneous  intensity  of  the  cancer  cells. 


we  decided  to  study  B2m  expression  by  tumor 
cells  using  the  immunofluorescence  technique  on 
frozen  sections  of  benign  and  malignant  breast 
tissue.28  29  Benign  breast  tissue  had  a homoge- 
neous staining  pattern  of  the  ductal  epithelial 
membrane  (Figure  4).  Infiltrating  ductal  carci- 
nomas differ  greatly  in  their  B2m  content,  and 
several  of  the  most  poorly  differentiated  carci- 
nomas did  not  express  B2m  at  all.  In  addition, 
there  are  variations  in  staining  within  an  indi- 
vidual tumor,  both  between  nests  and  within  tu- 
mor nests  (Figure  5). 

Recent  studies  of  mouse  teratocarcinoma  cell 
lines  support  the  concept  that  B2m  may  be  a 
marker  of  differentiation  in  tumor  cells.  Mouse 
teratocarcinomas  under  in  vitro  conditions  ex- 
pressed B2m  and  maturation  antigen  only  during 
the  later  stages  of  differentiation.30  Also  pertinent 
to  studies  of  the  relationship  between  B2m  and 
differentiation  are  recent  studies  showing  that 
chronic  leukemia  patients  have  a higher  B2m 
serum  level  than  acute  leukemia  patients.31 32 
Chronic  leukemia  is  characterized  by  mature  leu- 
kocytes and  acute  leukemia  by  immature  ones. 

Since  B2m  forms  parts  of  the  human  histocom- 
patibility (HLA)  antigens,10  it  may  serve  as  a 
marker  for  the  presence  of  these  antigens.  It  is 
tempting  to  speculate  that  HLA  antigens  as  rec- 
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ognition  sites  are  part  of  the  immunological  de- 
fense system  in  which  cells  altered  by  viral 
infection,  aging,  or  malignant  transformation  are 
destroyed.  Thus,  cells  which  fail  to  express  HLA 
antigens  and  B2m  may  also  escape  immune  sur- 
veillance. 

In  summary,  the  available  data  indicate  that 
serum  levels  of  B:m  can  be  used  as  a marker  of 
cancer  if  the  tumor  cells  produce  large  amounts 
of  the  molecule,  as  has  been  found  in  lympho- 
proliferative  disorders.  However,  a potentially 
more  important  use  of  this  marker  is  in  immu- 
nohistology  where  it  may  be  used  to  characterize 
tumor  differentiation,  heterogeneity  and  meta- 
static capacity.  ^ 
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Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus,  insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 

(N  0071  1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 

strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86°F  (15  -30“C). 

1089G010 


EKG 


(Continued  from  page  143) 

Answers:  1.  A.  C.  2.  A.  C.  D. 

The  tracing  shows  sinus  tachycardia  at  a rate 
of  120  beats  per  minute  interrupted  by  a parox- 
ysmal supraventricular  tachycardia  with  aberrant 
intraventricular  conduction  at  a rate  of  250  beats 
per  minute.  The  fourth,  fifth,  ninth,  and  tenth 
beats  in  line  one  are  examples  of  the  sinus  rhythm. 
The  remaining  beats  occur  at  a rate  that  is  in  the 
range  of  atrial  flutter  although  flutter  did  not  seem 
to  be  present.  The  beats  with  the  widened  QRS 
morphology  occur  in  short  bursts  at  the  same 
cycle  length  as  the  supraventricular  tachycardia. 
Note  that  the  widened  QRS  beats  tend  to  occur 
when  the  preceding  two  R-R  cycles  are  in  a long 
cycle/short  cycle  ratio.  The  last  beat  following 
these  aberrant  beats  at  the  same  short  cycle  length 
often  has  a normal  QRS  duration.  There  is  no 
compensatory  pause  following  the  aberrant  QRS 
beats.  Since  this  is  lead  V,,  these  aberrantly  con- 
ducted beats  have  the  morphology  of  complete 
right  bundle  branch  block.  There  are  minor  var- 
iations in  the  depth  of  the  S wave  during  the 
supraventricular  tachycardia.  These  variations 
represent  minor  degrees  of  aberrant  conduction. 
The  clinical  diagnosis  here  was  acute  respiratory 
failure  with  CCK  retention  and  acidosis.  Conges- 
tive heart  failure  was  also  suspected  but  there 
were  no  physical  findings  to  support  it.  Admin- 
istration of  oxygen  without  endotracheal  intu- 
bation can  be  dangerous  since  this  could  worsen 
CO:  retention.  Endotracheal  intubation  with 
ventilation  will  help  remove  C02  and  allow  the 
delivery  of  oxygen  safely.  Diuretic  therapy  is  often 
helpful  because  it  reduces  lung  water.  Our  patient 
responded  to  these  measures.  No  cardiac  medi- 
cations were  required  long  term. 
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OBITUARIES 

**Goodyear,  Arthur,  Decatur,  died  June  16,  1981, 
at  the  age  of  86.  A 1919  graduate  of  Hahnemann 

Medical  College 
and  Hospital, 
Dr.  Goodyear 
was  a highly  ac- 
tive member 
and  officer  of 
ISMS. 

Dr.  Goodyear 
joined  the  Ma- 
con County 
Medical  Society 
in  1921.  A gen- 
eral practition- 
er and  surgeon, 
he  practiced  in 
Decatur  from 
1920-1977.  He  was  president  of  the  Macon 
County  Medical  Society  in  1941,  a 1948-1952 
member  of  the  ISMS  House  of  Delegates  and 
ISMS  trustee  from  the  seventh  district  from  1952- 
1976. 

Dr.  Goodyear  was  chairman  of  the  ISMS  Board 
of  Trustees,  1966-1968.  Equally  prominent  in 
national  medical  circles,  he  served  as  a member 
of  the  ISMS  Delegation  to  the  AM  A,  1960-1969, 
and  chairman  of  that  body  for  the  period  1961- 
1962. 

His  service  to  ISMS  included  membership  on 
the  Policy,  Finance,  Executive  and  Ethical  Re- 
lations committees.  When  he  retired  as  trustee 
in  1976,  the  Board  of  Trustees  presented  him  a 
special  plaque  in  recognition  of  extraordinary 
service. 

Dr.  Goodyear  was  an  avid  athlete  and  cham- 
pion swimmer  who  once  qualified  for  the  U.S. 
Olympic  Team.  Locally,  he  was  medical  staff 
president  for  both  Decatur  and  Macon  County 
hospitals,  a lifetime  member  of  the  YMCA  and 
former  director  of  the  Macon  County  Mental 
Health  Clinic.  Dr.  Goodyear  is  survived  by  his 
wife,  Jane,  one  daughter,  seven  grandchildren  and 
seven  great-grandchildren. 

*Hall,  Alice  K.,  Oak  Park,  died  July  8,  1981,  at 
the  age  of  90.  Dr.  Hall  was  a 1921  graduate  of 
the  Rush  Medical  College. 

*Hoekstra,  Roger  A.,  Wheaton,  died  July  18, 
1981  at  the  age  of  49.  Dr.  Hoekstra  was  a 1959 
graduate  of  the  University  of  Illinois. 

**Knopp,  Maurice,  Chicago,  died  July  11,  1981, 
at  the  age  of  82.  Dr.  Knopp  is  a 1929  graduate 
of  the  Chicago  Medical  School. 

*Levin,  I.  M.,  Oak  Park,  died  July  14,  1981. 
**Mandel,  Robert  M.,  Chicago,  died  July  13, 
1981  at  the  age  of  83.  Dr.  Mandel  was  a 1923 
graduate  of  the  University  of  Illinois  School  of 
Medicine. 

*Rappolt,  Lilly  Alice,  Chicago,  died  July  10,  1981 
at  the  age  of  82. 

*Silverstein,  Norman,  Lincolnwood,  died  July  1 5. 
1981  at  the  age  of  77.  Dr.  Silverstein  is  a 1934 
graduate  of  the  University  of  Illinois  School  of 
Medicine.  M 

* Indicates  ISMS  member 
**Indicates  ISMS  member  of  the  fifty  year  club 
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Although  over  80%  of  post- 
coronary patients  can  resume 
normal  marital  sexual  activity, 
fear  of  anginal  pain  often  results 
in  “cardiac  separation”  between 
patients  and  their  families. 

You  can  help  minimize  “cardiac 
separation”  with  a program  of 


counseling  and  often,  with  a work  within  5 minutes,  eliminating 

prescription  for  Cardilate0  (eryth-  or  reducing  frequency  and  severity 
rityl  tetranitrate).  of  anginal  pain  for  up  to  2 hours. 

Cardilate®  increases  exercise 
tolerance,  helps  patients  return  to 
more  normal  levels  of  activity- 
including  sexual  activity. 

Sublingually,  Cardilate  begins  to 

(erythrityl  tetranitrate 


counsel  & 

Cardilate* 


CARDILATE'  (ERYTHRITYL  TETRANITRATE) 

INDICATIONS:  Cardilate  (Erythrityl  Tetranitrate)  is  intended  for  the  prophylaxis  and  long-term  treatment  ot  patients 
with  frequent  or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pectoris,  rather  than 
tor  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its  onset  is  somewhat  slower  than  that  ot 
nitroglycerin 

CONTRAINDICATIONS:  Idiosyncrasy  to  this  drug 

WARNING:  Data  supporting  the  use  of  nitrates  during  the  early  days  of  the  acute  phase  ot  myocardial  infarction  (the 
period  during  which  clinical  and  laboratory  findings  are  unstable)  are  insufficient  to  establish  safety 
PRECAUTIONS:  Intraocular  pressure  is  increased,  therefore,  caution  is  required  in  administering  to  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with  flushing  Headache  is  common  and  may  be  severe  and  per- 
sistent Transient  episodes  ot  dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension,  may  occasionally  develop  This  drug  can  act  as  a physiological  antagonist  to  norepinephrine 
acetylcholine,  histamine  and  many  other  agents  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restlessness,  pallor,  perspira- 


tion and  collapse)  can  occur  even  with  the  usual  therapeutic  dose  Alcohol  may  enhance  this  effect  l 
Drug  rash  and/or  exfoliative  dermatitis  may  occasionally  occur 

DOSAGE  AND  ADMINISTRATION 

Oral/Sublingual  Tablets  Cardilate  (Erythrityl  Tetranitrate)  may  be  administered  either  sublingual!’ 
orally  Therapy  may  be  initiated  with  1 0 mg  prior  to  each  anticipated  physical  or  emotional  stress  an 
bedtime  tor  patients  subject  to  nocturnal  attacks  The  dose  may  be  increased  or  decreased  as  neede 

HOW  SUPPLIED 

CARDILATE  (Erythrityl  Tetranitrate)  TABLETS  (Scored) 

for  ORAL  or  SUBLINGUAL. USE  5 mg:  Bottle  of  100. 

10  mg.  Bottles  of  100  and  1000.  15  mg  Bottle  of  100 
Reference  1 Hellerstem  HK  Friedman  EH  Sexual  activity 
and  the  postcoronary  patient  Arch  Intern  Med  125:987  1970 

Burroughs  Wellcome  Co., 

Research  Triangle  Park,  North  Carolina  27709 


IMJ  Attention 


FEDERAL  HEALTH  BUDGET  UPDATE  — The  AMA  has  summarized  salient  points  of 
provisions  agreed  upon  by  the  41  member  House-Senate  Conference  Com- 
mittee on  Health  under  the  Omnibus  Reconciliation  Act  of  1981.  The  con- 
ference committee  succeeded  in  identifying  three  health  block  grants  and  a 
number  of  separate  short  term  grants  for  special  concerns. 

The  three  health  block  grants  address  programs  for  prevention,  health 
services  and  primary  care.  Some  of  the  small,  short  term  grants  include  those 
for  family  planning,  child  immunization,  communicable  disease,  substance 
abuse  demonstration  projects  and  developmental  disabilities.  The  conference 
committee  set  an  end  to  health  education  capitation  grants  at  FY1981  and 
reauthorized  the  National  Health  Service  Corps  under  specified  conditions. 

The  Act  incorporates  many  complex  areas  of  importance  to  physicians.  A 
select  few  of  these  are  briefly  outlined  below. 

Freedom  of  Choice  Waiver  — The  Act  provides  that  the  Secretary  of 
Health  and  Human  Services  (HHS)  will  be  permitted  to  waive  freedom  of 
choice  requirements  under  specified  circumstances.  States  may  implement 
case  management  or  specialty  physician  arrangements,  provided  that 
Medicaid  requirements  are  met.  Beneficiaries  of  Medicare  and  Medicaid 
funds  can  be  restricted  to  a single  primary  care  physician  if  those  services 
meet  medical  necessity  requirements.  When  the  “locality”  adopts  the  single 
provider  method  or  acts  as  central  broker  for  choice  of  health  care  services, 
resultant  cost  savings  must  be  returned  to  beneficiaries  through  additional 
services. 

Under  another  provision  of  the  Act,  states  may  restrict  freedom  of  choice 
to  those  providers  who  meet  specified  quality  and  utilization  standards. 
These  waivers,  which  can  be  renewed,  may  stand  for  two  years. 

The  Act  also  permits  states  (and  their  political  subdivisions)  to  purchase 
laboratory  services  and  medical  devices  through  competitive  bidding.  Eligi- 
ble laboratories  must  meet  specified  health  and  safety  requirements  and  bill 
no  more  than  75%  of  the  charges  to  Medicare  or  Medicaid. 

States  may  also  restrict  beneficiaries  who  have  been  found  to  utilize  serv- 
ices beyond  medical  necessity  to  specific  providers.  Similarly,  providers  who 
furnish  goods  or  services  beyond  medical  necessity  or  beneath  quality  stand- 
ards may  be  suspended  from  the  program. 

In  another  area,  Medicaid  payments  under  state  plans  need  no  longer 
adhere  to  the  “reasonable  charge”  levels  established  under  Medicare,  but  are 
limited  only  by  “efficiency,  economy  and  quality  of  care.” 

The  Act  eliminates  federal  matching  payments  for  non-emergency  in- 
patient hospital  tests  which  are  not  ordered  by  the  attending  physician  or 
“other  responsible  practitioner.” 

PSRO  performance  assessment  will  also  be  affected  by  the  budget  bill. 
Performance  assessment  is  to  be  conducted  under  requirements  to  be 
established  by  HHS.  Benchmarks  are  designated  as  quality  of  care  monitors, 
reduction  of  excessive  utilization  and  management  efficiency.  These  criteria 
will  assist  HHS  in  terminating  up  to  30%  of  established  PSROs  by  May, 
1981.  The  Secretary  need  not  grant  a formal  hearing  for  terminated  PSROs. 
In  another  change  under  the  Act,  the  Secretary  may  no  longer  require  review 
of  ancillary,  ambulatory  and  long  term  care  services  — but  may  require 
focused  review  for  conditionally  designated  PSROs. 

ISMS  will  be  reviewing  impact  of  the  Omnibus  Reconciliation  Act  on 
Illinois  physicians.  Analyses  will  be  published  in  upcoming  issues  of  Action 
Report  and  IMJ. 


ERRATA  — The  editor  of  the  IMJ  Viewbox  column,  Terrence  Demos,  M.D.,  and  the  con- 
tributing author  for  the  July  issue,  Michael  Fine,  M.D.,  have  asked  that  the 
following  information  be  published  to  clarify  statements  in  that  column,  on 
page  14  of  that  issue: 

In  the  Viewbox  of  the  July  issue,  a patient  with  a herniated  lumbar  disc 
was  presented.  The  disc  caused  only  equivocal  abnormality  on  a metrizamide 
myelogram  but  was  clearly  demonstrated  by  computed  tomography. 

The  patient’s  history  was  given  as  pain  and  sensory  loss  in  the  S2  nerve 
root  distribution.  It  should  have  read  back  pain. 

Computed  tomography  has  proven  to  be  an  important  means  of  diagnos- 
ing lumbar  disc  disease.  It  should  be  emphasized,  however,  that  not  all  C.T. 
machines  can  provide  diagnostic  information.  The  machine  must  be  capable 
of  high  spatial  and  contrast  resolution  which  includes  ability  to  take  thin  (2 
to  5 mm)  slices.  Angulation  of  the  gantry  to  the  angle  of  the  disc  has  been 
used  in  order  to  provide  more  precise  evaluation  of  tissue  relationships,  but 
is  not  used  in  all  institutions. 


FALL  SEMINAR  ANNOUNCED  — The  ISMS  Medical  Student  Section  annual  fall  semi- 
nar will  be  held  Thursday,  October  15,  at  7:30  p.m.,  Loyola  Medical  Center, 
Maywood.  Topics  will  include  medical  economics  — with  special  attention 
given  hospital  costs  and  inflation  — and  alternative  health  practices.  Flyers 
publicizing  the  seminar  will  be  sent  to  each  medical  school  for  dissemination. 
Additional  information  may  be  obtained  by  calling  the  ISMS  offices  at 
(312)  782-1654. 


PM&R  MEETING  ANNOUNCED  — The  1981  Tri-State  Scientific  Meeting  of  the  Societies 
of  Physical  Medicine  and  Rehabilitation  is  scheduled  for  Saturday, 
September  26,  University  of  Health  Sciences/Chicago  Medical  School, 
North  Chicago  campus.  Further  information  may  be  obtained  by  contacting 
Eugene  J.  Rogers,  M.D.,  professor  and  chairman,  Department  of 
Rehabilitation  Medicine,  UHS/CMS,  3333  Green  Bay  Road,  North  Chicago 
IL  60064;  (312)  539-4671. 


GEARING  UP  FOR  RETIREMENT  will  be  the  topic  of  an  AMA  practice  management 
workshop  on  October  2,  repeated  October  28  and  December  4,  at  the  AMA 
Chicago  offices.  The  workshops  are  to  focus  on  appraising  post-retirement 
opportunities  in  employment  and  recreation,  finances  in  the  event  of  death 
or  disability,  financial  management  after  retirement  and  family  life 
adjustments.  Estate  and  tax  planning  presentations  will  be  included.  Further 
information  may  be  obtained  by  contacting  Kimberlee  Watts,  AMA,  535  N. 
Dearborn,  Chicago  60610;  (312)  751-6383. 


CRITICAL  ISSUES  IN  HEALTH  LAW  is  the  title  of  a November  19-20  conference  spon- 
sored by  the  American  Society  of  Law  and  Medicine.  The  conference,  which 
will  be  held  in  the  Washington  Hilton  Hotel,  Washington,  D.C.,  will  feature 
presentations  on  regulation,  allied  health  professionals,  labor  law,  product 
liability,  terminal  illness,  abortion  and  related  issues  and  medical  staff 
privileges.  Registration  for  ASLM  members  is  $160  before  September  30  and 
$180  thereafter.  Non-member  registrants  will  pay  a $20  surcharge.  Further 
information  may  be  obtained  through  A.  Edward  Doudeara,  J.D.,  Executive 
Director,  American  Society  of  Law  and  Medicine,  520  Commonwealth 
Avenue,  Boston  MA  02215;  (617)  262-4992. 


Blue  Cross 
Blue  Shield 


Health  Care  Symposium  Scheduled  October  30th 


An  all-star  line-up  of  speakers  has  been  assembled  for 
the  Illinois  Blue  Cross  and  Blue  Shield  Plan’s  sixth  an- 
nual health  care  symposium  to  be  held  Friday,  October 
30,  at  the  Hyatt  Regency  Chicago  Hotel. 

Among  the  participants  scheduled  for  the  day-long 
program,  entitled  “The  Organization  and  Management 
of  the  Health  Care  System  in  the  1980s,”  are  Speaker  of 
the  House  Thomas  “Tip”  O’Neill;  Rep.  Dan 
Rostenkowski,  chairman  of  the  House  Ways  and  Means 
Committee;  Virginia  Knauer,  director  of  the  U.S.  Of- 
fice of  Consumer  Affairs;  Arthur  B.  Laffer,  a leading 
economic  advisor  to  the  Reagan  Administration,  and 
Lloyd  McBride,  president  of  the  United  Steelworkers  of 
America. 


Also  scheduled  are  Mrs.  Coretta  King,  president  of 
the  Martin  Luther  King,  Jr.,  Center  for  Non-Violent 
Social  Change,  who  will  be  the  luncheon  speaker; 
Charles  Schultze,  former  chairman  of  the  Council  of 
Economic  Advisors;  Alvin  Tarlov,  M.D.,  professor  of 
Medicine  at  the  University  of  Chicago  Hospitals  and 
Clinics  and  Edward  J.  Connors,  president  of  the  Sisters 
of  Mercy  Health  Corp. 

The  symposium  is  scheduled  to  begin  at  8:30  a.m.  and 
conclude  at  approximately  3:30  p.m.  Registration  fee  is 
$50.00.  For  further  information,  please  contact  Gus 
Rose  at  (312)  661-4484. 


Free  Standing  Ambulatory 
Surgical  Facilities  Supported 


The  Illinois  Blue  Cross  and  Blue  Shield  Plan  has  been 
a proponent  of  Free  Standing  Ambulatory  Surgical 
Facilities  since  enabling  legislation  was  enacted  more 
than  six  years  ago.  The  Plan  feel  facilities  of  this  type 
provide  a means  of  controlling  health  care  costs  without 
sacrificing  patient  needs. 

There  are  now  seven  such  facilities  which  have  been 
approved  for  Plan  affiliation  and  are  in  operation.  They 
are:  Northwest  Surgicare  in  Arlington  Heights;  Hugar 
Surgery  Center  in  Elmwood  Park;  Mercy  Health  Care 
Center  in  Justice,  formerly  the  Forest  Hills  Surgical 
Center;  Hinsdale  Surgical  Center  in  Hinsdale;  Notre 
Dame  Hills  in  Belleville,  Surgicare  Center  in  Chicago 
Heights,  and  Albany  Women’s  Medical  Center  in 
Chicago. 

The  Plan’s  policy,  prior  to  enactment  of  the  legisla- 
tion, was  that  ambulatory  surgery  should  take  place 
within  licensed  hospitals,  with  hospitals  making  special 
arrangements  to  facilitate  the  care  of  these  patients. 

As  hospitals  began  to  expand  their  surgical  programs 
to  include  procedures  that  could  be  performed  safely  on 
an  ambulatory  basis,  the  Plan  encouraged  the  develop- 
ment of  these  programs. 


Each  new  free  standing  facility  approved  by  the  Plan 
has  a contract  that  includes  a Procedure  List  and 
Charge  Schedule  for  surgery  and  operating  room  ser- 
vices, necessary  test  and  x-rays. 

Blue  Cross  and  Blue  Shield  members  having  surgery 
performed  at  any  of  the  free  standing  facilities  are  eligi- 
ble to  receive  outpatient  surgical  benefits  in  accordance 
with  provisions  of  benefit  programs. 

A free  standing  ambulatory  surgical  facility  wishing 
to  affiliate  with  Health  Care  Service  Corporation  as  a 
member  facility  should  submit  evidence  that  the  facility 
and  its  staff  does  and  will  comply  with  prescribed  mini- 
mum standards  and  agrees  to  periodic  evaluation  by 
Health  Care  Service  Corporation  to  confirm  continued 
compliance.  The  Provider  Affairs  Department  should 
be  contacted  for  further  information. 


(This  report  is  a service  to  the  physicians  of  Illinois) 


Psychotherapy  Benefits  Detailed  for  Federal 
Employee  Program  (FEP) 


Following  is  an  expanded  explanation  of  the  Federal 
Employees  benefits  for  psychotherapy: 

Blue  Shield  Basic  Benefits 

In  hospital  psychotherapy  is  a benefit  when  rendered 
during  a hospital  admission,  or  part  of  an  admission 
covered  by  Basic  Hospital  Benefits. 

High  Option  Pays 

100  percent  of  usual  and  customary  charges  (U&C). 

Low  Option  Pays 

Amounts  set  by  fee  schedule.  Any  balance  may  be 
eligible  for  Supplemental  Benefits  (up  to  U&C). 
Supplemental  Benefits  For  Outpatient  Psychotherapy 
Each  claim  for  services  of  a physician,  clinical 
psychologist,  psychiatric  social  worker,  or  psychiatric 
nurse  must  show  the  type  and  length  of  each  therapy 
session.  For  services  of-a  psychiatric  social  worker,  or 
psychiatric  nurse,  each  claim  must  be  accompanied  by  a 
certification  form  available  from  the  local  plan  and 
completed  by  the  attending  physician  (M.D.)  showing 
that  services  were  performed  at  the  direction  and  under 
the  supervision  of  the  attending  physician  (M.D.). 
Covered  Services 

Day-night  hospital  services.  Therapy  (individual  or 
group)  not  exceeding  two  hours  per  day,  and  collateral 
visits  with  members  of  the  patient’s  immediate  family, 
provided  by  a physician,  clinical  psychologist,  psychia- 
tric nurse,  or  psychiatric  social  worker. 

Psychological  Testing 

Services  rendered  by  a psychiatric  nurse,  or 
psychiatric  social  worker,  are  covered  only  if: 

Certain  Zenith  Groups 

Zenith  personnel  in  groups  #80006,  #80067,  #80076 
and  #80077  now  have  100  percent  U&C  coverage  for 
physicians’  services  in  the  following  areas: 

• Surgery 

• In-hospital  medical  care* 

• Anesthesia 

• X-ray  and  laboratory  tests  rendered  in  clinics  or  physi- 
cian’s office 

® Pathological  services 

• Surgical  Assistant  (when  necessary) 

• Medical  emergency  services 

*Note:  In-hospital  medical  care  for  psychiatric,  drug  and 
alcohol  abuse  is  covered  at  80  percent  U&C. 

How  T©  Return  A 
BSue  Shield  Payment 

When  it  is  necessary  to  return  a Blue  Shield  check  or 
send  a refund  by  personal  check,  the  following  informa- 
tion should  be  included. 


A physician  (M.D.)  requested  the  services  and  refer- 
red the  patient,  and  the  care  rendered  was  under  the 
supervision  and  direction  of  a physician  (M.D:)  who 
saw  the  patient  or  had  written  or  personal  consultation 
with  the  psychiatric  nurse  or  psychiatric  social  worker  at 
least  once  every  90  days  during  the  course  of  treatment, 
and  the  supervising  physician  (M.D.)  saw  the  patient  at 
least  once  every  12  months  during  the  course  of  treat- 
ment. 

Services  not  Covered 

Marital,  family,  or  other  counseling  or  training  ser- 
vices. Services  rendered  or  billed  for  by  a school  or 
halfway  house  or  a member  of  its  staff. 

Psychoanalysis  or  psychotherapy  credited  toward 
earning  a degree,  or  furtherance  of  the  education  or 
training  of  a subscriber,  regardless  of  diagnosis  or 
symptoms  that  may  be  present. 

Bio-feedback  and  other  forms  of  selfcare  or  self  help 
training  and  related  diagnostic  testing. 

High  Option  Pays 

70  percent  of  U&C  after  patient  meets  annual  $150.00 
deductible. 

Low  Option  Pays 

60  percent  of  U&C  after  patient  meets  annual  $200.00 
deductible. 

$50,000  lifetime  maximum  per  person  for  the  treat- 
ment of  mental  illness. 


Get  100  Percent  U&C 

A.  Return  of  a Blue  Shield  Check: 

(1)  Attach  the  voucher  portion  of  the  check,  if 
possible. 

(2)  If  the  voucher  cannot  be  attached,  include: 

(a)  Patient’s  Blue  Shield  group  and  subscriber 
number; 

(b)  Blue  Shield  case  number; 

(c)  Date  of  service; 

(d)  Blue  Shield  check  number. 

(3)  A brief  explanation  for  returning  an  incorrect 
payment. 

B.  Refund  by  Personal  Check: 

(1)  Make  the  check  payable  to  Health  Care  Service 
Corporation. 

(2)  Include: 

(a)  A brief  explanation  for  the  refund; 

(b)  Name  of  the  patient; 

(c)  The  patient’s  Blue  Shield  group  and  sub- 
scriber number; 

(d)  Date  of  service. 

All  checks  should  be  mailed  to  Blue  Shield,  233  North 
Michigan  Avenue,  Chicago,  Illinois  60601. 

Your  cooperation  is  appreciated. 
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In  the  beginning,  there  was  the  physician  and  the  patient.  The  patient  trusted  the  physician’s 
judgment  and  his  medical  decision  making.  The  physician  held  that  trust  as  a sacred  stewardship 
and  made  those  medical  judgments  on  the  basis  of  necessity  and  the  best  medical  interests  of 
that  patient. 

That  physician-patient  relationship  changed  and  new  relationships  began  to  evolve  when  others 
began  to  pay  for  the  patient’s  medical  bills.  This  third  party  in  the  triangular  relationship  did 
not  trust  the  judgment  of  the  physician.  Instead,  means  of  certifying  medical  necessity  were 
developed.  These  certifying  methods  range  from  approval  of  hospital  staff  membership  to  audits 
of  physician  activity.  This  represented  a means  of  validating  the  judgment  of  the  physician  as  to 
what  is  necessary  and  appropriate  in  patient  care. 

We  as  physicians  realize  that  the  responsibility  for  making  medical  judgments  is  ours  and  ours 
alone.  This  is  a heavy  responsibility,  but  one  which  we  must  accept.  As  the  pressure  of  cost 
containment  forces  medical  care  to  move  from  traditional  hospital  settings  to  ambulatory  surgery 
services,  outpatient  areas  of  the  hospital,  and  — in  the  case  of  some  procedures— back  to  the  offices 
of  the  physician,  the  usual  certifying  mechanisms  (hospital  admission,  hospital  UR  committee, 
etc.)  will  not  be  available  to  the  third  party  carriers. 

Ultimately,  the  day  may  come  when  it  will  be  enough  for  the  physician  to  say  to  the  insurance 
carrier,  “This  is  necessary.”  However,  until  that  day  occurs,  carriers  will  require  some  sort  of 
validation  or  certification. 

This  should  and  must  be  done  by  physicians  at  the  most  local  level,  through  physician-designed 
and  sponsored  review  organizations. 

There  is,  therefore,  a most  cogent  need  for  physician  review  organizations,  including  extension 
beyond  the  hospital  UR  committee.  These  review  organizations  also  should  remain  as  close  as 
possible  to  the  heart  and  mind  of  medicine. 

This  issue  certainly  deserves  our  consideration  not  only  as  individual  physicians,  but  also  as 
a society.  We  must  assume  responsibility  in  this  area— especially  as  more  patient  care  returns  to 
the  ambulatory  and  office  setting.  M 


Fred  Z.  White,  M.D.,  President 
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of  an  acute  exacerbation 

erf  chronic  bronchitis*  wvUyi 


I 


if 
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* Due  to  susceptible  strains  of  H.  influenzae  or  S.  pneumoniae 


Reducing  cough  severity,  clearing  sputum  purulence  and  lessening  sputum 
production  are  important  goals  of  antimicrobial  therapy  in  acute  exacerbations  of 
chronic  bronchitis.  Bactrim  DS  can  usually  achieve  those  goals. 

Efficacy  unexcelled  by  ampicillin  q.i.d.  In  three  double-blind  comparisons,1'3 
Bactrim  DS  b.i.d.  proved  at  least  as  effective  as  ampicillin  q.i.d.  Also,  the 

development  of  in  vitro  resistance  to 
Bactrim  by  strains  of  H.  influenzae  and 
S.  pneumoniae — the  two  primary 
pathogens  in  acute  exacerbations  of 
bronchitis — is  rare. 

Efficacy  superior  to  tetracyclines.  In 
10  clinical  comparisons  involving  nearly 
700  patients,  Bactrim  consistently  pro- 
duced superior  levels  of  improvement, 
judged  by  such  parameters  as  clinical 
assessment,  change  in  sputum  puru- 
lence, reduction  in  sputum  volume  and 
microbiological  clearance  of  patho- 
gens.4 (In  two  studies,  tetracyclines 
resulted  in  a lower  incidence  of  mucoid 
sputum  4 weeks  posttherapy.)4  Even 
though  some  of  the  studies  employed 
higher  daily  dosages  of  Bactrim  than 
recommended,  the  incidence  of  G.l.  discomfort  was  lower  with  Bactrim  (7%)  than 
with  tetracyclines  (12%)  (see  adverse  reactions  in  summary  of  product  information). 
And... its  b.i.d.  dosage  makes  Bactrim  DS  an  even  more  attractive  choice  because 
it  encourages  patient  compliance.  During  therapy  maintain  adequate  fluid  intake. 
Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function,  severe  allergy  or 
bronchial  asthma. 


Clears  the  sputum,  lowers  the  volume, 
with  111.1).  convenience 


Bactrim  DS  ® 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 


Please  see  next  page  for  references  and  a summary  of  product  information. 
Contraindicated  in  pregnancy,  lactation,  infants  under  two  months,  and  patients 
hypersensitive  to  either  component. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


References:  1.  Chodosh  S:  Treatment  of  acute  exacerbations  of  chronic  bronchitis 
results  of  a double-blind  crossover  clinical  trial,  in  Chronic  Bronchitis  and  its  Acute 
Exacerbations  Current  Diagnostic  and  Therapeutic  Concepts.  Princeton  Junction, 

NJ,  Communications  Media  for  Education,  Inc,,  1980,  pp,  15-16  2.  Chervinsky  P: 
Double-blind  clinical  comparisons  between  trimethoprim-sulfamethoxazole 
(Bactrim’")  and  ampicillin  in  the  treatment  of  bronchitic  exacerbations.  Ibid  . 
pp  17-18  3.  Dulfano  MJ  Trimethoprim-sulfamethoxazole  vs  ampicillin  in  the 
treatment  of  exacerbations  of  chronic  bronchitis  ibid  , pp  19-20  4.  Medici  TC 
Trimethoprim-sulfamethoxazole  (Bactrim”)  in  treating  acute  exacerbations  of 
chronic  bronchitis:  summary  of  European  clinical  experience.  Ibid  . pp.  13-14 
Before  prescribing,  please  consult  complete  product  Information,  a summary 
of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella- 
Enterobacter,  Proteus  mlrabllls,  Proteus  vulgaris,  Proteus  morganii.  It  is  recom- 
mended that  Initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 
Note  The  increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all 
antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician  s judgment  it  offers 
an  advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when 
Infection  is  due  to  amplclllln-resistant  Haemophilus  influenzae.  To  date,  there  are 
limited  data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years 
of  age.  Bactrim  Is  not  indicated  for  prophylactic  or  prolonged  administration  in 
otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician’s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  Oi  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensi- 
tivity reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have 
been  associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  reported  as  well  as 
an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain 
diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be 
early  signs  of  serious  blood  disorders  Frequent  CBC's  are  recommended,  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element 
is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients 
with  glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose- 
related,  may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function  Bactrim  may  prolong  prothrombin 
time  in  those  receiving  warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy . Teratogenic  Effects:  Pregnancy  Category  C.  Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis, 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions 
Erythema  multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions: 
Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and 
pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue, 
muscle  weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon.  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  in  patients,  cross-sensitivity  with  these 
agents  may  exist  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength). 
2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children.  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute 
otitis  media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in 
two  divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis. 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when 
creatinine  clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and 
30  ml/min,  use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine 
clearance  is  below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage:  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or 

4 teasp.  (20  ml)  bid  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose*  packages  of  100,  Prescription 
Paks  of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfa- 
methoxazole-bottles of  100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription 
Paks  of  40.  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1 
pint).  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Clinics  for  Crippled  Children 
Listed  for  November 

Forty-three  clinics  for  Illinois'  physically  handicapped  chil- 
dren have  been  scheduled  for  November  by  the  University  of 
Illinois,  Division  of  Services  for  Crippled  Children.  The  clinics 
provide  diagnostic  orthopedic,  pediatric,  speech  and  hearing 
examination,  along  with  medical,  social  and  nursing  services. 
There  will  be  29  general  clinics,  11  cardiac  clinics,  one  for 
children  with  neurological  problems  and  two  for  children  with 
myelodysplasia.  Any  private  physician  may  refer  to  or  bring 
to  a convenient  clinic  any  child  or  children  for  whom  he  may 
want  examination  or  consultative  services. 

2 Peoria  Myelodysplasia  - St.  Francis  Medical  Center 

3 Park  Ridge  Cardiac  - AM  - Lutheran  General  Hospital 
3 Park  Ridge  General  - PM  - Lutheran  General  Hospital 

3 Wheaton  General  - Marianjoy  Rehab.  Hosp. 

4 Cairo  - Southern  Seven  Health  Department 

4 Hinsdale  - Hinsdale  Sanitarium 

5 Sterling  - Community  General  Hospital 
5 Effingham  - St.  Anthony  Mem.  Hospital 

5 Lake  County  Cardiac  - Victory  Mem.  Hosp. 

6 Division  Cardiac  - U.  of  I.  at  the  Medical  Center 
9 Peoria  Cardiac  - St.  Francis  Med.  Center 

9 Chicago  Heights  Cardiac  - St.  James  Hosp. 

9 Maywood  - (Orth/Ped/Neuro)  - Loyola  Medical  Center 
10  East  St.  Louis  - Community  Hospital 
10  DuQuoin  - Marshall  Browning  Hospital 
10  Peoria  - St.  Francis  Medical  Center 
1 1 Rockford  - St.  Anthony  Hospital 
1 I Champaign-Urbana  - McKinley  Health  Service  Center 
I I Chicago  Heights  General  - St.  James  Hosp. 

I 1 Joliet  - St.  Joseph’s  Hospital 

I I Aurora  MM  - Mercy  Center  for  Health  Care  Services 
12  Pittsfield  - Illini  Community  Hospital 
12  Macomb  - McDonough  Health  Department 
12  Kankakee  General  - St.  Mary's  Hospital 
1 2 Aurora  Cardiac  - Mercy  Center  for  Health  Care  Services 

16  Maywood  - (Orth/Pcd)  - Loyola  Medical  Ctr. 

17  Rock  Island  General  - Moline  Public  Hosp. 

17  Alton  - Alton  Memorial  Hospital 

17  Decatur  - Decatur  Memorial  Hospital 

18  Springfield  Ped-Neuro  - St.  John's  Hospital 
18  Elgin  General  - Sherman  Hospital 

18  Evergreen  Park  - Little  Company  of  Mary  Hospital 

19  Springfield  General  - St.  John's  Hospital 
19  C'entralia  - St.  Mary's  Hospital 

1 9 Elmhurst  Cardiac-Memorial  Hospital  of  DuPage  County 

20  Kankakee  Cardiac  - St.  Mary  Hospital 
23  Peoria  Cardiac  - St.  Francis  Med.  Center 
23  Maywood  - (Orth)  - Loyola  Medical  Center 

23  Chicago  Heights  Cardiac  - St.  James  Hosp. 

24  Peoria  - St.  Francis  Medical  Center 

24  Belleville  - St.  Elizabeth's  Hospital 

25  Chicago  Heights  General  - St.  James  Hosp. 

30  Peoria  Cardiac  - St.  Francis  Medical  Ctr. 

The  Division  of  Services  for  Crippled  Children  is  the  official 
state  agency  established  to  provide  medical,  surgical,  corrective 
and  other  services  and  facilities  for  diagnosis,  hospitalization 
and  after-care  for  children  with  crippling  conditions  or  who 
are  suffering  from  conditions  that  may  lead  to  crippling.  In 
carrying  on  its  program,  the  Division  works  cooperatively  with 
local  medical  societies,  hospitals,  the  Illinois  Children's  Hos- 
pital-School, civic  and  fraternal  clubs,  visiting  nurse  associ- 
ations, local  social  and  welfare  agencies,  local  chapters  of  the 
National  Foundation  and  other  interested  groups.  In  all  cases, 
the  w ork  of  the  Division  is  intended  to  extend  and  supplement, 
not  supplant,  activities  of  other  agencies,  either  public  or  pri- 
vate, state  or  local,  carried  on  in  behalf  of  crippled  children. 
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Abstracts  of  Action 


Marriott  O’Hare 

June  27,  1981  Rosemont 

These  abstracts  are  published  so  that  members  of  the  Illinois  State  Medical  Society  may  keep  advised  of  the  actions  of 
the  Board  of  Trustees.  They  cover  only  major  actions  and  are  not  intended  as  a detailed  report.  Full  minutes  of  the  meetings 
are  available  for  review  upon  any  member’s  request  to  the  headquarters  office  of  the  ISMS. 


CONFIRM  PLANS  FOR  INTERIM  MEETING  OF  HOUSE,  NOV.  7-8 


The  Board  of  Trustees  confirmed  plans  for  an  Interim  Meeting  of  the  ISMS  House  of  Delegates, 
Nov.  7-8,  in  Springfield.  A leadership  conference  will  be  held  in  conjunction  with  the  meeting. 
Although  directed  at  county  medical  society  officers  and  members  of  the  House  and  Board,  the 
conference  will  be  open  to  the  general  membership.  It  will  consist  of:  (1)  A negotiating  training 
seminar;  (2)  Symposium  on  allied  health  practitioners;  (3)  Slide  presentation  on  HMOs  and  IPAs; 
and  (4)  Addresses  by  key  legislators  and  State  department  directors. 

The  Board  will  re-examine  the  annual  and  interim  meetings  in  terms  of  their  length,  content, 
cost  and  location  . . . and  consider  the  feasibility  of  holding  one  of  the  meetings  in  Springfield 
each  year  while  the  Illinois  General  Assembly  is  in  session. 

PSRO  REPLACEMENT/COST  CONTAINMENT 

Responding  to  federal  cutback  of  the  PSRO  program,  the  Board  voted  to  develop  a program 
to  replace  review  functions  of  PSROs  and  related  issues.  An  ad  hoc  committee  consisting  of  the 
Chairman  of  the  Board,  President,  President-Elect,  First  Vice  President,  Secretary-Treasurer  and 
Speaker  of  the  House  will  study  the  issue  and  submit  recommendations  to  the  Board.  A position 
paper  will  be  developed  for  consideration  of  the  House  of  Delegates  at  its  interim  meeting. 
Informational  sessions  for  the  general  membership  will  be  conducted  at  the  district  level  this  fall, 
and  a special  program  will  be  presented  to  the  House  of  Delegates. 

Meanwhile,  Illinois  Department  of  Insurance  Director  Philip  O’Connor  told  ISMS  officers  that 
the  cost  containment  initiatives  he  proposed  as  part  of  a rate  hike  granted  recently  to  Blue  Cross/ 
Blue  Shield  were  not  intended  as  “final  policy  directives.”  He  said  that  they  were  only  suggestions 
subject  to  modification  by  the  department.  ISMS  input  would  be  welcomed,  he  said. 


BOARD  SUPPORTS  DR.  JIRKA’S  CANDIDACY  FOR  AMA  PRESIDENT-ELECT 


The  Board  unanimously  voted  to  vigorously  support  the  candidacy  of  Dr.  Frank  J.  Jirka  for 
president-elect  of  the  AMA.  The  Board  recognized  Dr.  Jirka  s demonstrated  record  of  achievement 
as  a leader  of  organized  medicine.  Dr.  Jirka  has  been  a member  of  the  AMA  Board  of  Trustees, 
and  has  served  as  the  Board’s  secretary,  secretary-treasurer  and  vice-chairman.  He  also  served 
as  trustee,  board  chairman  and  president  of  ISMS,  president  of  the  CMS  Douglas  Park  Branch 
and  a CMS  councilor  and  delegate  to  ISMS. 


(Continued  on  page  251) 
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"I  Quit"  Clinics 


The  Illinois  Interagency  Council  on  Smoking 
and  Disease  has  facilitated  a series  of  “I  Quit 
Smoking”  clinics  around  the  state.  The  clinics 
are  held  for  five  days  in  1 V2  hour  sessions. 

Inquiries  should  be  addressed  to  the  Council 
at  20  N.  Wacker  Drive,  Room  1240,  Chicago 
60606.  Telephone  (312)  346-4675. 

The  Illinois  Interagency  Council  on  Smoking 
and  Disease  coordinates  and  helps  its  member 
agencies  combat  the  serious  health  hazards  of 
smoking  and  provides  liaison  with  the  National 
Interagency  Council  on  Smoking  and  Health. 

The  Journal  will  carry  this  listing  on  a regular 
basis,  and  urges  Illinois  physicians  to  notify  their 
patients  of  this  service. 


November  3 

Copley  Memorial  Hospital 

Aurora 

November  9 

Rockford  YWCA  & North- 
ern Illinois  Interagency 
Council  on  Smoking 

Rockford 

November  10 

Copley  Memorial  Hospital 
& A.C.S. 

Aurora 

November  16 

St.  Therese  Area  Trauma 
Satellite 

Lake  Villa 

November  17 

Mercy  Hospital  & A.C.S. 

Chicago 

January  4 

Resurrection  Hospital  & 
A.C.S. 

Chicago 

January  6 

Highland  Park  Hospital  & 
A.C.S. 

Highland 

Park 

January  1 1 

Condell  Memorial  Hospital 
& A.C.S. 

Libertyville 

Specify 

ubrax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
didinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  015  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
Individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  Inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
Inhibitors,  phenothlazines  Observe  usual  precautions  in  presence  of 
Impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  In  treating  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  In  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Ubrax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also  encountered: 
Isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
Irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  Infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscraslas  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
dlazepoxlde  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Llbrax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Llbrax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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ULCER*  MANAGEMENT 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
HCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


, 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br 

Antianxiety/Antbecretory/Antbpasmodic 


brax  has  been  evaluated  as  possibly  effective  for 
iis  indication.  Please  see  brief  summary  of  pre 
cribing  information  on  facing  page, 

lotograph  of  simulated  gastric  hypersecretion. 


The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritcb  School  of  Medicine 


This  month’s  Viewbox  was  contributed  by  Edward  Chesna,  M.D.,  Department  of  Radiology,  Loyola 
University  Medical  Center,  Maywood. 

These  three  neonates  have  distended  abdomens  and  have  not  passed  meconium 
at  48  hours. 


Figure  1 

Patient  1:  Barium  Enema 


Match  each  patient  with  a diagnosis: 

1.  Hirschsprung’s  Disease 

2.  Normal 

3.  Meconium  plug  syndrome 

4.  Anorectal  anomaly 

5.  Stricture  due  to  necrotizing  enterocolitis. 


Figure  2 A Figure  2 B 

Patient  2:  Plain  film  and  injection  of  contrast  into  urethra  (arrow)  which  results  in 
filling  of  colon  (asterisk) 


Figure  3A  Figure  3 B 

Patient  3:  Two  films  from  a barium  enema.  (Sigmoid  marked  by  arrows.) 


(Continued  on  page  265) 
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EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D.,  John  R. 
Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  University  Stritch  School 

of  Medicine 


This  patient  is  a fifty-seven  year  old  black  man  who  complained  of  headaches  and  chest  pains. 
His  headaches  were  present  in  the  morning  and  disappeared  as  the  day  progressed.  The  chest  pains 
were  located  in  the  middle  of  his  chest , felt  like  a cramp,  and  occurred  with  heavy  work.  The  chest 
pains  were  always  relieved  by  rest  and  didn’t  concern  the  patient  as  much  as  his  headaches.  Physical 
examination  showed  a husky,  healthy  man  with  a blood  pressure  of  190/120.  All  pulses  were  equal. 
His  pulmonary  exam  was  normal  and  a loud  atrial  gallop  was  heard  on  examination  of  the  heart. 
A twelve  lead  ECG  was  taken  as  part  of  the  work-up  and  is  shown. 
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Questions: 

1.  The  ECG  shows: 

A.  Severe  right  ventricular  hypertrophy. 

B.  Left  bundle  branch  block. 

C.  Severe  left  ventricular  hypertrophy. 

D.  Left  axis  deviation. 

E.  Unusual  right  axis  deviation. 


2.  The  cardiac  lesions  that  can  be  associated  with 
this  ECG  abnormality  is/are: 

A.  Idiopathic  hypertrophic  subaortic  stenosis. 

B.  Calcific  aortic  stenosis. 

C.  Hypertension. 

D.  Severe  aortic  regurgitation. 

E.  All  of  the  above. 


(Continued  on  page  258) 
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Use  of  CT  to  Uncover  Underlying  Brain  Tumor 

Trigeminal  Neuralgia 


By  Philip  B.  Gorelick,  M.D.  And  Joseph  C.  Masdeu,  M.D. 

Hines  And  Maywood 

Three  cases  originally  diagnosed  as  primary  trigeminal  neuralgia  are  reviewed. 
Subsequent  investigations  revealed  underlying  tumor  pathology  of  the  cerebello- 
pontine angle.  The  importance  of  careful  clinical  follow  up  and  the  diagnostic 
usefulness  of  computerized  tomography  (CT)  in  facial  pain  patients  are  underscored. 


It  is  estimated  that  tic  douloureux  is  newly 
diagnosed  in  1 5,000  Americans  each  year.1  These 
patients  present  with  intense,  paroxysmal  pain  in 
the  trigeminal  nerve  distribution  with  trigger  areas 
on  the  face  and  a normal  neurological  exami- 
nation.2 In  five  percent  of  these  cases,  a tumor 
near  the  trigeminal  nerve  is  responsible  for  the 
pain.3  Prior  to  the  development  of  pneumoen- 
cephalography and  high  radiodensity  contrast 
studies,  these  lesions  were  once  diagnosed  by 
surgical  exploration.4  With  the  advent  of  com- 
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puterized  tomography  (CT),  small  lesions  in  or 
near  the  cerebellopontine  angle  presenting  as  fa- 
cial pain  can  be  easily  detected  by  a non-invasive 
procedure,  allowing  early  removal.  This  com- 
munication will  review  three  such  cases  exem- 
plifying the  three  most  common  tumor  types.  In 
all  the  diagnosis  of  primary  trigeminal  neuralgia 
was  made  several  months  prior  to  admission. 

Report  of  Cases 

Case  1.  A 49-year-old  mailman  was  admitted 
with  a four  month  history  of  left  facial  pain.  It 
was  paroxysmal  and  shooting  in  character  with 
radiation  down  the  mandible  from  the  preauric- 
ular  region.  Initially  it  lasted  several  seconds  but 
over  ensuing  months  became  more  frequent  and 
severe.  Shaving,  combing,  and  eventually  jaw 
movement  triggered  the  pain.  At  the  onset  of  this 
illness  a diagnosis  of  trigeminal  neuralgia  was 
made.  Partial  relief  was  obtained  from  a com- 
bination of  carbamazepine  (1200mg/day)  and 
diphenylhydantoin  (300mg/day). 

On  physical  examination,  periodic  left  facial 
grimacing  was  noted.  The  neurological  exami- 
nation, including  audiometry,  was  normal.  Elec- 
trophysiological  testing  disclosed  depression  of 
the  left  masseter  reflex.  X-ray  views  of  the  skull, 
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Figure  1 

CT  scan  of  Case  1 showing  a rounded  lesion  of  low  radiodensity 
by  the  tip  of  the  left  petrous  bone.  An  epidermoid  tumor  was 
removed  at  surgery. 


Figure  2 

Post-contrast  influsion  CT  scan  of  Case  2,  showing  an  acoustic 
neurinoma  by  the  tip  of  the  left  petrous  bone.  In  spite  of  the 
linear  artifacts  related  to  motion,  the  lesion  is  well  visualized. 


temporomandibular  joints,  and  internal  auditory 
canal  tomograms  were  normal.  CT  scanning  re- 
vealed a well  circumscribed  left  cerebellopontine 
angle  lucency  with  a small  area  of  calcification 
in  the  upper  pole  (Figure  1).  Angiography  dem- 
onstrated displacement  of  the  left  anterior  inferior 
cerebellar  artery  towards  the  midline  and  pos- 
teriorly. The  pain  disappeared  after  removal  of 
an  epidermoid  tumor. 

Case  2.  A 31 -year-old  carpenter  was  admitted 
with  concomitant  headache  and  facial  pain  for 
one  and  a half  years.  The  headache  was  located 
in  the  left  orbital  region  and  throbbed.  It  was 
associated  with  a twinging  pain  of  the  left  upper 
lip  that  was  triggered  by  lower  facial  movements. 
In  the  three  to  four  month  period,  attacks  lasted 
10-15  seconds  and  occurred  several  times  a day. 
Several  months  of  pain  free  intervals  were  then 
followed  by  attacks  of  increasing  frequency  and 
duration.  No  hearing  loss  was  noted.  Early  in  the 
course  a physician  diagnosed  tic  douloureux  while 
a second  examiner  diagnosed  cluster  headache  as 
associated  lacrimation,  rhinorhea,  and  nasal 
congestion  were  described  by  the  patient.  Neu- 
rological examination  six  months  prior  to  ad- 
mission was  reported  to  be  normal. 

At  the  time  of  admission  he  had  a diminished 
left  corneal  reflex,  diminished  pin  sensation  in 
the  maxillary  distribution  of  the  left  fifth  cranial 
nerve,  left  sided  sensorineural  hearing  loss,  and 


mild  left  peripheral  facial  weakness.  Skull  series 
was  read  as  normal,  while  tomograms  of  the  in- 
ternal auditory  canal  demonstrated  left-sided 
widening  of  the  porus  acusticus  and  petrous  bone 
erosion.  A hearing  test  revealed  moderate  sen- 
sorineural loss  in  the  range  of  4000-8000Hz  in 
the  left  ear  with  excellent  speech  discrimination 
and  absence  of  tone  decay.  An  electronystag- 
mogram  demonstrated  the  absence  of  vestibular 
reaction  to  stimuli  in  the  left  ear.  The  blink  and 
masseter  reflexes  were  depressed  on  the  left  side. 
CT  scanning  disclosed  a left  cerebellopontine 
angle  mass  which  enchanced  uniformly  upon 
contrast  injection  (Figure  2).  Angiography  showed 
upward  displacement  of  the  anterior  inferior  cer- 
ebellar artery.  Craniotomy  exposed  an  acoustic 
neurinoma  displacing  the  facial  nerve  forward 
and  the  trigeminal  nerve  upward.  Postoperatively 
the  patient  remained  pain  free  without  medica- 
tion. 

Case  3.  A 55-year-old  machinist  complained 
of  intense,  intermittent  facial  pain  in  the  left 
mandible  for  eight  years.  He  had  been  examined 
by  several  neurologists  over  this  period,  and  all 
had  reached  a diagnosis  of  trigeminal  neuralgia. 
Trials  of  carbamazepine  and  diphenyl-hydantoin 
were  terminated  as  transient  drug-induced  ataxia 
occured. 

The  patient  was  scheduled  for  a neurosurgical 
procedure  to  relieve  the  pain.  On  admission,  a 


226 


Illinois  Medical  Journal 


Figure  3 

Post-contrast  infusion  CT  scan  of  Case  3,  showing  a left  petrous 
ridge  meningioma. 


history  of  vertigo,  difficulty  with  balance,  and 
hearing  loss  was  obtained  while  physical  exam- 
ination remained  normal.  This  prompted  ra- 
diological evaluation  which  included  normal 
tomograms  of  the  internal  auditory  canal;  a CT 
scan  revealing  a uniformly  enhancing  left  cere- 
bellopontine angle  mass  which  was  partially  cal- 
cified and  extended  medially  compressing  the 
pons  (Figure  3).  Posterior  fossa  angiography 
demonstrated  upward  displacement  of  the  left 
posterior  cerebral  artery  and  medial  displacement 
of  the  left  superior  cerebellar  artery.  After  a pe- 
trous ridge  meningioma  was  removed,  the  facial 
pain  subsided. 

Comment 

Trigeminal  neuralgia  is  occasionally  the  pre- 
senting symptom  of  cerebellopontine  angle  tu- 
mors.3 Acoustic  neurinomas  head  the  list  in  most 
series  and  may  present  without  hearing  loss. 
Meningiomas,  cholesteatomas,  chordomas,  and 
arteriovenous  malformations  are  encountered  in 
these  patients.3  8 

Patients  presenting  with  facial  pain  can  be 
grouped  into  those  with  isolated  pain  and  those 
with  pain  as  a part  of  a more  complex  clinical 
picture.  This  second  group  of  patients  has,  in 
addition  to  sensory  trigeminal  involvement,  signs 
and  symptoms  of  adjacent  cranial  nerve  dys- 
function. Therefore,  when  evaluating  facial  pain 
patients,  special  emphasis  should  be  placed  on 


historical  information  suggesting  tinnitus,  hearing 
or  vestibular  dysfunction,  and  facial  numbness 
or  asymmetry.  The  presence  of  any  one  of  these 
complaints,  or  of  any  abnormalities  of  the  fifth 
through  ninth  cranial  nerves  on  examination, 
would  prompt  the  clinician  to  search  for  a mass 
compressing  the  trigeminal  nerve.  3 5 6 As  noted  in 
case  one,  a mild  neurological  deficit  may  be 
overlooked  and  may  not  become  apparent  until 
an  electrodiagnostic  study  is  carried  out.7 

Management  of  patients  with  facial  pain  char- 
acteristic of  trigeminal  neuralgia  and  a normal 
neurological  examination  is  more  challenging. 
This  syndrome  is  benign  in  a large  number  of 
cases,  and  yet  each  year  about  700  Americans 
present  in  this  manner  and  are  later  found  to 
harbor  a tumor.1 3 For  these  patients  an  ancillary 
diagnostic  schedule  is  required  to  ensure  proper 
diagnosis.  In  those  locations  where  CT  is  readily 
available,  a selective  scan  of  the  middle  and  pos- 
terior fossa  is  advised  for  patients  presenting  with 
recent  onset  tic  douloureux.  As  exemplified  by 
our  cases,  conventional  X-ray  studies  may  be 
normal,  or  read  as  normal  because  changes  are 
few,  while  a tumor  is  easily  seen  on  CT.  In  those 
areas  where  availability  or  cost  of  scanning  is 
prohibitive,  a second  diagnostic  approach  is 
taken.  If  the  neurological  examination  is  normal, 
skull  X-rays,  with  careful  evaluation  of  the  pe- 
trous bone  and  basal  foramina  and  audiometry 
are  recommended.  Referral  for  CT  or  contrast 
study  is  advised  if  a pertinent  abnormality  is 
found  on  either  test.  If  skull  X-rays  and  audi- 
ometry are  normal,  the  patient  is  followed  clin- 
ically for  the  appearance  of  symptoms  suggesting 
an  enlarging  mass.  In  this  event,  CT  is  indicated 
regardless  of  normal  audiometric  and  skull  X- 
ray  studies. 
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Small  Bowel  Metastases 
In  Bronchogenic  Carcinoma 


By  Helen  Wiedemer,  M.D.,  Mukund  Godbole,  M.D.,  And 
Samuel  K.  Appavu,  M.D.,  F.A.C.S./Chicago 


The  occurence  of  symptomatic  small  bowel  metastases  is  rare.  Two  cases  of 
small  bowel  metastases  arising  from  bronchogenic  primary  tumors  are  described; 
one  with  obstruction  and  one  with  perforation.  The  rapid  growth  associated  with 
anaplastic  tumors  may  lead  to  luminal  obstruction , intussusception , or  necrosis 
with  subsequent  perforation.  Small  bowel  metastases  should  be  considered  whenever 
a patient  with  a previous  malignacy  develops  symptoms  of  obstruction  or  intestinal 
perforation. 


Bronchogenic  carcinoma  gives  rise  to  wide- 
spread hematogenous  metastases  which  may  be 
diagnosed  even  before  the  primary  tumor  is  dis- 
covered. Distant  metastases  most  commonly  are 
found  in  the  liver,  adrenal  glands,  bones  and 
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brain.12  Symptomatic  metastases  to  the  small 
bowel  are  unusual.  We  present  two  cases  of  small 
bowel  metastases  of  surgical  significance,  one  with 
obstruction  and  one  with  perforation,  to  empha- 
size that  this  problem  can  occur  and  may  require 
surgical  intervention. 

Case  1 

A 59-year-old  black  male  smoker  presented 
with  left-sided  chest  pain,  hemoptysis,  and  a 10kg. 
weight  loss.  Physical  examination  revealed  de- 
creased breath  sounds  over  the  left  chest  and 
pulmonary  osteoarthropathy.  Roentgenograms  of 
the  chest  showed  a 12cm  left  upper  lobe  lung 
mass.  Sputum  cytology  and  bronchoscopic  biopsy 
were  not  diagnostic.  Work  up  for  distant  metas- 
tasis was  negative. 

A limited  laparotomy  that  was  performed  prior 
to  thoracotomy  revealed  the  liver  and  peritoneum 
to  be  free  of  tumor.  A left  pneumonectomy  was 
then  performed.  The  pathologic  diagnosis  was 
undifferentiated  large  cell  adenocarcinoma  with 
sarcomatous  foci  with  areas  of  intravascular  in- 
vasion. The  patient  received  4500  rads  postop- 
eratively  to  the  left  chest  and  mediastinum. 

Ten  weeks  later,  the  patient  returned  to  the 
hospital  with  clinical  and  radiological  signs  of 
small  bowel  obstruction.  At  laparotomy,  an  ob- 
structing tumor  mass  was  found  in  the  mid- 
jejunum, with  two  smaller  non-obstructing 
masses  in  close  approximation.  Resection  of  the 
involved  small  bowel  and  end-to-end  anastamosis 
were  performed. 

On  examining  the  specimens,  (Figures  1 and 


228 


Illinois  Medical  Journal 


p 

Figure  1 

Typical  appearance  of  a hematogenous  small  bowel  metastasis 
showing  a sessile  mass  with  a flared,  scalloped  margin  and 
central  umbilication. 


2)  it  was  noted  that  all  three  tumor  nodules  re- 
placed the  full-thickness  of  the  bowel  wall  and 
were  located  on  the  anti-mesenteric  border.  Each 
nodule  was  oval  with  scalloped  margins  and  a 
central  umbilication.  Microscopic  examination 
showed  anaplastic  pleomorphic  features  similar 
to  the  sarcomatous  foci  of  the  primary  lung  tumor. 

Case  2 

A 52-year-old  male  smoker  presented  with 
chronic  cough.  Physical  examination  was  unre- 
markable. A roentgenogram  of  the  chest  revealed 
a large  mass  in  the  upper  lobe  of  the  right  lung. 
The  presumptive  diagnosis  was  carcinoma.  The 
patient  refused  diagnostic  work-up  and  treatment. 
Nine  months  later,  he  returned  with  left  hemi- 
paresis  and  left-sided  sensory  deficit.  A space- 
occupying  lesion  of  the  right  cerebral  hemisphere 
was  demonstrated  by  computerized  axial  tom- 
ography. A percutaneous  needle  biopsy  of  the 
lung  mass  showed  giant  cell  anaplastic  carcinoma. 

During  the  same  hospitalization,  the  patient 
developed  sudden  severe  abdominal  pain  and 
physical  findings  consistent  with  peritonitis.  Ab- 
dominal roentgenograms  showed  free  air  under 
both  hemidiaphragms.  At  laparotomy,  a meta- 
static tumor  nodule  with  perforation  was  found 
in  the  proximal  jejunum.  Resection  of  the  small 
bowel  segment  with  end-to-end  anastamosis  was 
performed.  Microscopic  examination  of  this 
nodule  was  compatible  with  metastatic  anaplastic 
carcinoma  from  the  primary  lung  tumor. 

Discussion 

Malignant  lesions  may  spread  by  direct  exten- 


Figure 2 

Full-thickness  replacement  of  the  bowel  wall  is  shown.  Necrosis 
of  the  tumor  could  result  in  a perforation. 


sion,  transperitoneal  seeding,  permeation  of  the 
lymphatic  spaces  and  implantation  and  growth 
of  vascular  or  lymphatic  emboli.  Bowel  obstruc- 
tion from  visceral  involvement  in  far  advanced 
carcinomatosis  is  all  too  familiar.  The  occurrence 
of  blood-borne  metastatic  nodules  affecting  the 
small  bowel  alone  is  rare.  Metastatic  tumors  to 
the  small  bowel  become  clinically  significant  by 
the  production  of  obstruction  or  perforation. 

Willis,  is  his  500  necropsies  on  patients  with 
malignant  lesions,  found  10  cases  of  blood-borne 
small  bowel  metastases.  One  case  arose  from  a 
primary  carcinoma  of  the  lung.  He  emphasizes 
that  blood-borne  metastases  are  generally  flat, 
subserosal  nodules  with  lateral  spread  as  seen  in 
case  one.  Pedunculated  lesions  may  project  into 
the  lumen  and  serve  as  a lead  point  for  intus- 
susception.2 3 

DeCastro,  et  al , reviewed  101  cases  of  small 
bowel  obstruction  associated  with  metastatic 
malignancy  at  the  Mayo  Clinic  between  1905- 
1954.  Only  25  cases  were  due  to  discrete  blood- 
borne  metastasis.  None  of  these  cases  were  as- 
sociated with  a primary  bronchogenic  tumor.4  In 
Das  Gupta’s  series  of  metastastic  melanomas  to 
the  gastrointestinal  tract,  an  intussucepting  small 
bowel  metastasis  was  the  most  common  finding 
in  patients  presenting  with  symptoms  of  small 
bowel  obstruction. 

Six  cases  of  perforation  of  the  small  bowel  sub- 
sequent to  metastasis  from  bronchogenic  carci- 
noma have  been  reported.5'10  Perforation  is  due 
to  necrosis  of  the  metastatic  nodule  and  may  be 
associated  with  chemotherapy  or  radiation.7 
Necrotic  tumor  may  be  passed  per  rectum.2 
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Histologically  high  grade  primary  tumors  pre- 
dominate in  causing  symptomatic  small  bowel 
metastases.  At  least  five  of  the  six  previously 
reported  perforations  subsequent  to  small  bowel 
metastases  arose  from  an  anaplastic  bronchogenic 
carcinoma. y In  both  of  our  cases,  the  primary 
tumor  showed  anaplasia.  Rapid  tumor  growth  in 
anaplastic  lesions  contributes  to  complications 
from  small  bowel  metastases  by  two  mechanisms. 
First,  rapid  tumor  growth  may  replace  the  full- 
thickness of  the  bowel  wall  so  that  subsequent 
tumor  necrosis  will  result  in  perforation.  Second, 
a large  tumor  mass  may  obstruct  the  lumen  or 
cause  an  intussusception. 

Segmental  resection  of  the  obstructed,  intus- 
suscepted,  or  perforated  portion  of  small  bowel 
is  usually  possible.  Long  term  prognosis,  however, 
is  poor,  with  death  occuring  within  four  months 
after  presentation  of  the  small  bowel  symptoms. 
Although  rare,  small  bowel  metastasis  should  be 
considered  whenever  a patient  with  a previous 
malignancy  presents  with  signs  of  gastrointestinal 
perforation  or  small  bowel  obstruction.  Surgical 
intervention  should  be  undertaken  for 
palliation. 
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Delbert  Williams 

Lee 

Donald  Edwards 

Osama  A.  Almasri 

Ogle 

Don  E.  Hinderliter 

Vincenzo  Traina 

Stephenson 

William  H.  Isham 

F.  H.  DesCourouez 

Whiteside 

John  Hubbard 

Winnebago  (5) 

Robert  Behmer 

Gareth  Eberle 

Raymond  Hoffmann 

William  Kobler 

F.  H.  Riordan,  III 

Warren  Lowry 

Richard  S.  Webb 

Burton  Moore 

Jerome  Weiskopfe 

Fred  Nathan 

Medical  Student 

Section 

Ronald  Davis 

Malcolm  Major 

Resident  Physicians 

Section 

William  E.  Golden 

John  Hall 
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Officers  of 


County 

Adams 

Members:  105-Dist  6 
Maxine  Boyer,  Ex.  Sec. 
1118  Broadway 
Quincy  62301 
Alexander 
Members:  10-Dist.  9 


County  Medical  Societies 
1981 


President 
Peter  L.  Leffman 
1416  Main,  Quincy  62301 


Secretary 
Richard  L.  Newman 
1 124  Broadway,  Quincy  62301 


Gemo  Wong  Charles  L.  Yarbrough 

529  Cross,  Cairo  62914  800  Commercial,  Cairo  62914 


Bond  John  K.  Dawdy  Thomas  D.  Dawdy 

Members:  9-Dist.  7 100  N.  Locust,  Greenville  62246  100  N.  Locust,  Greenville  62246 


Boone  Maurice  J.  Carlisle  John  Steinkamp 

Members:  22-Dist.  12  1 15  W.  Lincoln,  Belvidere  61008  824  S.  Van  Buren,  Belvidere  61008 


Bureau  Ruben  Santos  Swasdi  Pothikamjom 

Members:  40-Dist.  2 600  E.  1st  St.,  Spring  Valley  61362  4040  Progress  Blvd.,  Peru  61354 


Carroll  Benjamin  Sy  Basilios  Umbos 

Members:  8-Dist.  12  Savanna  Medical  Center,  Savanna  61074  101  Broad  St.,  Unark  61046 

Cass-Brown 
Members:  1-Dist.  6 


Champaign 
Members:  230-Dist.  8 
Urry  Booth,  Ex.  Sec. 
1408  W.  University 
Urbana  61801 

Christian 
Members:  26-Dist.  7 


Robert  E.  Welke  Paul  W.  Yardy 

602  W.  University,  Urbana  61801  602  W.  University,  Urbana  61801 


Deogracias  F.  Quizon  I.  Del  Valle 

217  S.  Locust,  Pana  62557  31 1 S.  Main,  Taylorville  62568 


Clark 

Members:  6-Dist.  8 


George  T.  Mitchell  Eugene  P.  Johnson 

Cork  Medical  Center,  Marshall  62441  P.  Q.  Box  68,  Casey  62420 


Clay  Donald  L.  Bunnell 

Members:  7-Dist.  7 Flora  Clinic,  Flora  62839 


Eugene  Foss 

P.O.  Box  250,  Flora  62839 


Clinton  Michael  A.  Bateman 

Members:  12-Dist.  7 541  Ninth  St.,  Carlyle  62231 


James  A.  Kirby 
401  N.  Main,  Breese  62230 


COLES-CUMBERLAND 
Members:  55-Dist.  8 


Frank  L.  Miller 

1700  Wabash,  Mattoon  61938 


Ronald  D.  Miller 
1700  Wabash,  Mattoon  61938 


Cook 

Members:  8498-Dist.  3 
Fred  Schwartz,  Exec.  Dir. 
5 1 5 N.  Dearborn  St. 
Chicago,  IL  60610 

Crawford 
Members:  1 1-Dist.  8 


Robert  C.  Hamilton 
25  E.  Washington,  Chicago  60602 


Frank  Gross 

1002  Allen,  Robinson  62454 


DeKalb  Ivan  H.  Shils 

Members:  63-Dist.  12  232  S.  Second,  DeKalb  60115 


DeWitt  John  W.  Veirs 

Members:  10-Dist.  5 219  E.  Main,  Clinton  61727 


Richard  H.  Blankshain 
715  Uke  St.,  Oak  Park  60301 


W.  B.  Schmidt 

Schmidt  Clinic,  Robinson  62454 
William  F.  Stach 

407  W.  State  St.,  Sycamore  60178 

C.  N.  Radhakrishna 
210  E.  Main,  Clinton  61727 


Douglas  Robert  N.  Arrol 

Members:  7-Dist.  8 126  S.  Locust,  Areola  61910 


Grant  A.  Jones 
318  S.  Ash,  Arthur  61911 


DijPage 

Members:  707-Dist.  1 1 
Lillian  Widmer,  Ex.  Sec. 
26  W.  St.  Charles  Rd. 
Lombard,  IL  60148 


Harold  N.  Walgren  James  P.  Campbell 

4333  Main  St.,  Downers  Grove  60515  322  N.  Blanchard  St.,  Wheaton  60187 


County 


President 


Secretary 


Edgar 

Members:  15-Dist.  8 

Effingham 
Members:  16-Dist.  7 


Fayette 

Members:  7-Dist.  7 
Ford 

Members:  11-Dist.  11 
Franklin 

Members:  30-Dist.  9 
Fulton 

Members:  40-Dist.  4 

Gallatin 
Members:  2-Dist.  9 

Greene 

Members:  6-Dist.  6 
Hancock 

Members:  1 2-Dist.  4 

Henderson 
Members:  2-Dist.  4 


Henry-Stark 
Members:  36-Dist.  4 

Iroquois 

Members:  20-Dist.  1 1 


Jackson 

Members:  1 13-Dist.  9 
Jasper 

Members:  2-Dist.  8 

Jefferson-Hamilton 
Members:  37-Dist.  9 

Jersey-Calhoun 
Members:  10-Dist.  6 

Jo  Daviess 
Members:  9-Dist.  12 

Kane 

Members:  320-Dist.  1 
H.  Michael  Wild,  Ex.  Dir. 
355  First  St. 

Batavia  60510 

Kankakee 

Members:  1 11-Dist.  11 
Kendall 

Members:  8-Dist.  1 1 
Knox 

Members:  82-Dist.  4 
Mrs.  Jane  Gau,  Exec.  Sec. 
Galesburg  Cottage  Hospital 
695  N.  Kellogg 
Galesburg,  IL  61401 


Duane  Haskell 
502  Shaw,  Paris  61944 

P.  D.  L.  Nayak 
401  N.  Mulberry  St. 

Effingham  62401 

Joshua  Weiner 

1007  N.  Eighth  St.,  Vandalia  62471 

George  Elfers 
Bellflower  61724 

Talivaldis  Kisle 
502  W.  Franklin,  Sesser  62884 

Jai  Chul  Cha 

210  W.  Walnut,  Canton  61520 


Jose  P.  Parcon 

1 1 Edgewood  Drive,  Carrollton  620 1 6 
Vasant  Pawar 

Memorial  Hospital,  Carthage  62321 

Farouk  El  Khatib 
Stronghurst  Med.  Cntr., 

Stronghurst  6 1 480 

Renato  Judalena 
513  Elliott  St.,  Kewanee  61443 

C.  P.  DeVas  Gunawardhane 
PO  Box  638,  Clifton  60972 


Antoinette  G.  Thomas 
404  W.  Main,  Carbondale  62901 

Monico  Low 

609  S.  Van  Buren,  Newton  62448 

H.  Goff  Thompson 
1708  Jefferson,  Mt.  Vernon  62864 

Robert  G.  Mindrup 
300  S.  Washington,  Jerseyville  62052 

David  Hockman 
300  Summit  St.,  Galena  61036 

William  T.  Sheehy 

1 187  Dundee  Ave.,  Elgin  60120 


Donald  G.  Parkhurst 
401  N.  Wall,  Kankakee  60901 

Walter  Brill 

Main  St.,  Oswego  60543 
Gene  E.  Johnson 

3315  N.  Seminary,  Galesburg  61401 


J.  M.  Ingalls 

Medical  Center  Clinic,  Paris  6 1 944 

P.  D.  L.  Nayak 
401  N.  Mulberry  St. 

Effingham  62401 

Vasudev  Kachgal 

802  N.  Eighth  St.,  Vandalia  62471 

Paul  W.  Sunderland 
214  N.  Sangamon,  Gibson  City  60936 

R.  G.  Thompson 

309  W.  St.  Louis  St.,  W.  Frankfort  62896 
John  H.  Day 

175  S.  Main,  Canton  61520 

John  E.  Doyle 
Ridgway  62979 

James  C.  Reid 

7 1 2 S.  College,  Greenfield  62044 

James  E.  Coeur 
630  Locust,  Carthage  62321 

Silvino  Lindo,  Jr. 

Biggsviile  61418 


Hipolito  C.  Lopez,  Jr. 

716  Elliott,  Kewanee  61443 

Jeffery  Swider 

106  Prof.  Arts  Bldg.,  Rts  1 & 24E 
Watseka  60970 

Adiraju  Palagiri 

2601  W.  Main,  Carbondale  62901 
Juan  J.  Serra 

507  W.  Washington,  Newton  62448 
Kenneth  Peart 

#1  Doctors  Park,  Mt.  Vernon  62864 

Bernard  Baalman 
Medical  Center,  Hardin  62047 

Wilbur  Johnson 
300  Summit  St.,  Galena  61036 

John  A.  O’Dwyer 
34  N.  Water,  Batavia  60510 


Charles  F.  Lind 

500  W.  Court  St.,  Kankakee  60901 

John  P.  Cullinan 
Oswego  60543 

Martin  D.  McDermott 
555  N.  Kellogg,  Galesburg  61401 
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County 


President 


Secretary 


Lake 

Members:  415-Dist.  1 
Julia  Schultz,  Ex.  Sec. 

P.O.  Box  148 
Gurnee,  111.  60031 

LaSalle 

Members:  102-Dist  2 

Lawrence 
Members:  13-Dist.  8 
Ruth  E.  Gariepy,  Ex.  Sec. 
Lawrence  City.  Mem.  Hosp. 
Lawrenceville  62439 

Lee 

Members:  24-Dist.  12 


Livingston 
Members:  27-Dist.  2 

Logan 

Members:  25-Dist.  5 

Macon 

Members:  163-Dist.  7 
Mary  J.  Bretz,  Ex.  Sec. 

1 800  E.  Lake  Shore  Dr. 
Decatur  62521 

Macoupin 
Members:  19-Dist.  6 

Madison 

Members:  208-Dist.  6 
Marion 

Members:  44-Dist.  7 

Marshall-Putnam 
Members:  3-Dist.  2 

Mason 

Members:  5-Dist.  5 

Massac 

Members:  3-Dist.  9 

McDonough 
Members:  30-Dist.  4 

McHenry 
Members:  78-Dist.  1 
Evelyn  Rosulek,  Ex.  Sec. 
308  E.  Kimball 
Woodstock  60098 

McLean 

Members:  128-Dist.  5 
Carol  Toperzer,  Exec.  Sec. 
1236  E.  Empire 
Bloomington  61701 

Mercer 

Members:  5-Dist.  4 

Monroe 

Members:  10-Dist.  10 

Montgomery 
Members:  20-Dist.  5 


James  R.  Creath 

1345  Wilson  Dr.,  Lake  Forest  60045 


Eleanor  E.  Howell 

811  N.  Bloomington,  Streator  61364 
Robert  J.  Nichols 

P.O.  Box  907,  Vincennes,  Ind.  47591 


Jeffery  Wexler 
Rural  Route  3 
Dixon  61021 

Rajendra  Shrivastav 
612  E.  Water,  #107,  Pontiac  61764 

Edward  Ulrich 
311  8th  St.,  Lincoln  62656 

Giles  Richard  Locke 
2300  N.  Edward,  Decatur  62521 


Robert  H.  Rutherford 
224  E.  Main,  Carlinville  62626 

Laurence  A.  Heineman 

1 100  Broadway  Ave.,  Highland  62249 

Louis  E.  Jorel 
Rt.  37  North,  Salem  62881 

Joe  W.  Cannon 
202  S.  Main,  Lacon  61540 

Henry  W.  Maxfield 
315  E.  Chestnut,  Mason  City  62664 

Enrique  T.  Yap 

510  W.  10th  St.,  Metropolis  62960 

Budris  Andemovics 
Industry  61440 

Ted  L.  Rolander 

1 1 10  N.  Green,  McHenry  60050 


David  L.  Doud 
900  Franklin,  Normal  61761 


Monty  P.  McClellan 
309  NW  2nd  St.,  Aledo  61231 

Ingeborg  M.  Kremer 
854  Bottom,  Columbia  62236 

Roger  Wujek 

1215  E.  Union,  Litchfield  62056 


Ronald  B.  Klimaitis 
890  Garfield,  #210,  Liberty ville  60048 


Allan  L.  Goslin 

712  N.  Bloomington,  Streator  61364 

Francisco  E.  Martin 
542  N.  Main,  Bridgeport  62417 


Joseph  Elie 

McNichols  Clinic,  120  S.  Hennepin  Ave. 
Dixon  61021 

Karl  T.  Deterding 
612  E.  Water,  #109,  Pontiac  61764 

Wayne  J.  Schall 
311  8th  St.,  Lincoln  62656 

H.  Gale  Zacheis 

2220  N.  Monroe,  Decatur  62526 


Robert  England 
935  Morgan,  Carlinville  62626 

Norman  E.  Taylor 
95  S.  9th  St.,  E.  Alton  62024 

W.  P.  Plassman 
Box  552,  Centralia  62801 

Donald  M.  Gallagher 
Box  538,  Granville  61326 

Henry  W.  Maxfield 
315  E.  Chestnut,  Mason  City  62664 

Benito  Bajuyo 

P.O.  Box  187,  Metropolis  62960 
David  Reem 

505  E.  Grant,  Macomb  61455 
Robert  E.  Stanell 

3516  W.  Waukegan  Rd.,  McHenry  60050 


John  R.  Krueger 

#1  Medical  Hills  Dr.,  Bloomington  61701 


Dennis  D.  Palmer 
409  NW  Fourth,  Aledo  61231 

Chong  K.  Park 

405  W.  South  4th,  Red  Bud  62278 
James  T.  Foster 

8 Arrowhead  Rd.,  Litchfield  62056 
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County 


President 


Secretary 


Morgan-Scott 
Members:  50-Dist.  6 

Robert  M.  Roy 

1515  W.  Walnut,  Jacksonville  62650 

Jeffery  L.  Belden 

200  W.  State,  Jacksonville  62650 

Moultrie 
Members:  4-Dist.  7 

Phillip  Best 

14  N.  Washington,  Sullivan  61951 

Dean  McLaughlin 

112  E.  Harrison,  Sullivan  61951 

Ogle 

Members:  16-Dist.  12 

L.  T.  Koritz 

324  Lincoln,  Rochelle  61068 

Russell  Zack 

915  Caron,  Rochelle  61068 

Peoria 

Members:  419-Dist.  4 
M.  John  Hanni,  Jr.,  Ex.  V.P. 
427  1st  National  Bank  Bldg. 
Peoria  61602 

Stuart  S.  Roberts 

427  1st  Nat’l.  Bank  Bldg.,  Peoria  61602 

Frederick  Heinzen 

427  1st  Nat’l.  Bank  Bldg.,  Peoria  61602 

Perry 

Members:  15-Dist.  10 

Gene  Stotlar 

i3  N.  Walnut  St.,  Pinckneyville  62274 

Bill  R.  Fulk 

207  E.  Main,  DuQuoin  62832 

Piatt 

Members:  4-Dist.  7 

George  Green 

1111  N.  State,  Monticello  61856 

Joseph  Allman 

121  N.  State,  Monticello  61856 

Pike 

Members:  1 1-Dist.  6 

Warren  C.  Barrow 

321  W.  Washington,  Pittsfield  62363 

T.  C.  Bunting 

321  W.  Washington,  Pittsfield  62363 

Pulaski 

Members:  1-Dist.  9 

A.  L.  Robinson 
Box  277,  Mounds  62964 

Randolph 

Members:  20-Dist.  10 

Allan  L.  Liefer 

415  W.  S.  Fourth,  Red  Bud  62278 

J.  M.  Whittenberg 

1650  State  St.,  Chester  62233 

Richland 

Members:  24-Dist.  8 

Don  F.  Hatten 

408  N.  Mill  St.,  Olney  62450 

Chandra  Varadachari 
Richland  Memorial  Hosp.,  Olney  62450 

Rock  Island 
Members:  197-Dist.  4 
James  A.  Koch,  Ex.  Sec. 
612  Kahl  Bldg. 
Davenport,  Iowa  52801 

Robert  M.  Wells 

2508-25th,  #F,  Rock  Island  61201 

Miguel  Flores 
532  19th,  Moline  61265 

St.  Clair 

Members:  272-Dist.  10 
Ed  Belz,  Ex.  Sec. 

6400  W.  Main 
Belleville  62223 

Thomas  P.  Meirink 
8601  W.  Main,  Belleville  62223 

Casimiro  C.  Garcia,  Jr. 

6400  W.  Main,  #1F,  Belleville  62223 

Saline-Pope-Hardin 
Members:  32-Dist.  9 

Elliott  O.  Partridge 

1201  Pine,  Eldorado  62930 

Warren  R.  Dammers 
P.O.  Box  281,  Harrisburg  62946 

Sangamon 
Members:  402-Dist.  5 
L.  R.  Brosi,  Ex.  Dir. 

1 N.  Old  State  Capitol 
Plaza 

Springfield  62701 

P.  F.  Mahon 

1 N.  Old  State  Capitol  Plaza 
Springfield  62701 

Michael  C.  Snyder 
800  E.  Carpenter,  Springfield  62702 

Schuyler 
Members:  4-Dist.  4 

R.  R.  Dohner 

103  W.  Washington,  Rushville  62681 

Henry  C.  Zingher 
West  Side  Square,  Rushville  62681 

Shelby 

Members:  9-Dist.  7 

P.  D.  Gurujal 

Shelby  City.  Med.  Cntr.,  Shelbyville 
62565 

Otto  G.  Kauder 

P.O.  Box  225,  Shelbyville  62565 

Stephenson 
Members:  57-Dist.  12 

Frederick  M.  Mosher 

1036  W.  Stephenson,  Freeport  61032 

George  Lagen 

1045  W.  Stephenson,  Freeport  61032 

Tazewell 

Members:  75-Dist.  4 
Colleen  Ingersoll, 
Exec.  Sec. 

P.O.  Box  778 
Pekin  61554 

Mahboob  A.  Sheikh 
P.O.  Box  778,  Pekin  61554 

Robert  F.  Gregorski 
P.O.  Box  778,  Pekin  61554 
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County 


President 


Secretary 


Union 

Members:  12-Dist.  9 


Thomas  W.  Davis 
319  S.  Main  St.,  Anna  62906 


Carroll  O.  Loomis 

Union  County  Hosp.,  Main  St.,  Anna  62906 


Vermilion  Edward  N.  Hetherington 

Members:  1 13-Dist.  8 715  W.  Fairchild,  Danville  61832 


Michael  Lomax 
723  N.  Logan,  Danville  61832 


Wabash 

Members:  5-Dist.  9 
Warren 

Members:  14-Dist.  4 


Ernest  Lowenstein 
1 123  Chestnut,  Mt.  Carmel  62863 
Kenneth  E.  Ambrose 
219  E.  Euclid,  Monmouth  61462 


C.  L.  Johns 

1 14  W.  5th  St.,  Mt.  Carmel  62863 
Glenn  W.  Chamberlin 
219  E.  Euclid,  Monmouth  61462 


Washington 
Members:  6-Dist.  10 


Ralph  Kelley 

1 13  W.  St.  Louis,  Nashville  62263 


Charles  Longwell 

111S.  Washington,  Nashville  62263 


Wayne  Eugene  B.  Loftin 

Members:  9-Dist.  9 30 1 NW  1 1th,  Fairfield  62837 


David  A.  Gershenson 
308  E.  Main  St.,  Fairfield  62837 


White  Phillip  D.  Boren 

Members:  8-Dist.  9 Doctors  Clinic,  Carmi  62821 


Morris  A.  McCall 
Doctors  Clinic,  Carmi  6282 1 


Whiteside  Reda  M.  Salama 

Members:  53-Dist.  12  1601  First  Ave.,  Sterling  61081 


Girish  Bhatt 

101  E.  Miller  Rd.,  Sterling  61081 


Will-Grundy 
Members:  254-Dist.  1 1 
Ronald  W.  Batozech, 
Ex.  Sec. 

3033  W.  Jefferson 
Suite  220 
Joliet  60435 

Williamson 
Members:  38-Dist.  9 

Winnebago 
Members:  399-Dist.  12 
Robert  Carlson 
Exec.  Adm. 

310  N.  Wyman  St. 
Rockford  61101 

Woodford 
Members:  7-Dist.  2 


Daniel  Gutierrez  Amin  M.  Khater 

1255  Eagle  St.,  Joliet  60432  1 106  N.  Larkin,  Joliet  60435 


M.  T.  Joseph 

106  S.  Vicksburg,  Marion  62959 
Robert  H.  Lund 

2300  N.  Rockton,  Rockford  61101 


Hans  W.  Riggert 

101  S.  Davenport,  Metamora  61548 


Herbert  V.  Fine 

1 10  N.  Division,  Carterville  62918 

William  E.  Kobler 
5670  E.  State  St.,  Rockford  61108 


James  W.  Riley 

109  S.  Major,  Eureka  61530 


No  Organized  County  Society 
Edwards 
Johnson 
Menard 


Cass-Brown 

Coles-Cumberland 

Henry-Stark 


Joint  County  Societies 
Jefferson-Hamilton 
Jersey-Calhoun 
Marshall-Putnam 


Morgan-Scott 

Saline-Pope-Hardin 

Will-Grundy 


The  Illinois  State  Medical  Society  has  developed  the  council  and  committee  structure  to  facilitate  the  activities  and  responses 
of  its  members.  Council  and  committee  members  are  selected  annually,  based  on  suggestions  and  nominations  of  trustees, 
delegates,  and  county  medical  societies.  Appointments  are  made  by  the  Chairman  of  the  Board  of  Trustees,  with  approval 
of  the  Board. 

Please  notify  your  trustee  if  you  wish  to  be  considered  for  appointment.  The  various  activities  are  as  listed  in  the  Reference 
Issue  (November).  Members  who  wish  to  notify  the  Chairman  of  the  Board  of  their  availability  can  clip  and  submit  the 
coupon  below. 

NAME:  CITY: ZIP: 

ADDRESS:  

TELEPHONE:  ( ) 

COUNTY  MEDICAL  SOCIETY:  

MEDICAL  SPECIALTY  AND  TYPE  OF  PRACTICE: 

COMMITTEE  IN  WHICH  INTERESTED: 

EXPERTISE  FOR  THIS  COMMITTEE:  

SEND  TO:  Chairman,  Board  of  Trustees,  Illinois  State  Medical  Society 
55  E.  Monroe,  Suite  3510,  Chicago,  IL  60603 
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Resolutions  for  1981  Interim  Session 
ISMS  House  of  Delegates 

The  following  resolutions  were  received  at  ISMS  headquarters  by  September  5 and,  according  to  provisions  of  the  bylaws, 
are  printed  in  IMJ  by  title  and  subject.  As  a result  of  recent  action  by  the  House  of  Delegates,  the  Committee  on  Rules  and 
Order  of  Business  is  responsible  for  recommending  whether  or  not  resolutions  submitted  by  individual  delegates  will  be 
considered  by  the  House  at  an  interim  session  or  held  over  for  the  next  annual  meeting. 

Final  deadline  for  resolutions  was  October  8.  At  this  writing,  it  is  anticipated  that  other  resolutions  will  have  been  submitted 
and  accepted  for  consideration  before  that  deadline.  These  will  be  included  in  the  Delegates’  Packet  of  materials. 


Number: 

Introduced  by: 

Subject 

1 (1-81) 

Alfred  J.  Kiessel,  M.D.,  for 
the  Board  of  Trustees 

Revision  in  Policy  on  Legislation 

2(1-81) 

Alfred  J.  Kiessel,  M.D.,  for 

Deletion  of  Policy  on  Reference 

the  Board  of  Trustees 

Committee  Appointments 

3 (1-81) 

Morris  T.  Friedell,  M.D.,  for 

Amendment  of  Policy  Manual 

the  Board  of  Trustees 

Statement  on  “Physicians” 

Committees  of  the  House  of  Delegates 
1981  Interim  Meeting 


The  purpose  of  the  Reference  Committee  is  to  consider  and  report  to  the  House 
of  Delegates  its  recommendations  upon  resolutions  being  considered.  Reference 
Committees  of  the  House  of  Delegates  shall  be  appointed  by  the  Speaker  of  the 
House  as  necessary.  For  the  1981  interim  session,  there  will  be  three  Reference 
Committees— A,  B and  C.  They  will  consider  such  resolutions  as  referred  by  the 
Speaker. 


COMMITTEE  ON  RULES  & 

ORDER  OF  BUSINESS 

This  committee  shall  consider  all  matters  regarding  rules 
governing  actions,  methods  and  procedures,  and  the  order  of 
business  (agenda)  for  the  session  of  the  House  of  Delegates. 
It  shall  work  in  close  cooperation  with  the  Speaker  and  Vice 
Speaker. 

Resolutions  submitted  after  the  deadline  for  receiving  res- 
olutions (four  weeks  prior  to  the  annual  or  interim  meeting) 
must  be  approved  by  the  Committee  on  Rules  and  Order  of 
Business,  or  by  a two-thirds  vote  of  the  House,  before  they 
will  be  considered  as  business  of  the  House  of  Delegates. 

The  committee  shall  contact  the  Speaker  just  prior  to  each 
session  of  the  House  to  make  sure  that  all  recommendations 
for  House  action  are  included  in  its  report. 

In  addition,  the  Committee  on  Rules  and  Order  of  Business 
must  approve  all  resolutions  submitted  by  individual  delegates, 
the  Resident  Physician  Section  and  the  Medical  Student  Sec- 
tion in  order  to  be  considered  at  any  interim  session  of  the 
House  of  Delegates.  Resolutions  not  approved  by  this  com- 
mittee will  be  held  over  for  the  next  annual  meeting. 

COMMITTEE  ON  CREDENTIALS 

This  committee  shall  consider  all  questions  regarding  the 
registration  and  certification  of  delegates.  The  chairman  shall 


keep  the  Speaker  of  the  House  informed  of  the  voting  power 
thereof 

The  committee  shall  distribute  and  receive  the  attendance 
slips  and  perform  such  other  duties  as  may  be  assigned  by 
the  Speaker. 

This  committee  shall  meet  at  least  one  hour  prior  to  the 
opening  session  of  the  House  and  one-half  hour  prior  to  the 
opening  of  the  other  sessions. 


TELLERS  AND  SERGEANTS  AT  ARMS 

This  committee  shall  serve  the  Speaker  of  the  House  of 
Delegates  whenever  a vote  count  is  called  for,  whenever  a 
ballot  is  scheduled,  or  the  House  goes  into  executive  session. 


REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  CONSTITUTION 
& BYLAWS 

This  committee  shall  consider  and  report  to  the  House  of 
Delegates  its  recommendations  on  all  proposed  amendments 
to  the  Constitution  and  Bylaws. 
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ILLINOIS  DELEGATION 

TO  THE  AMERICAN  MEDICAL  ASSOCIATION 
Report  to  the  House  of  Delegates 


The  Illinois  Delegation  to  the  AMA  introduced 
six  resolutions  for  consideration  by  the  House  of 
Delegates  at  the  1981  annual  AMA  meeting  in 
Chicago.  Following  is  the  action  taken  on  each: 

Resolution  58:  Abolishing  Health  Systems 
Agencies.  Adopted  on  recommendation  of  the 
reference  committee,  which  stated:  “Resolution 

58  asks  that,  until  HSAs  are  abolished,  penalties 
on  states  out  of  compliance  with  federal  SHPDA 
criteria  be  eliminated.  The  committee  is  aware 
that  legislative  action  is  already  underway  to 
abolish  the  National  Health  Planning  Act,  but 
notes  that  Resolution  58  defines  a problem  which 
should  be  addressed  in  the  interim.” 

Resolution  59:  Manipulative  Casting  of  Con- 
genital Deformities  of  the  Extremities.  Referred 
to  the  Board  of  Trustees  on  recommendation  of 
the  reference  committee,  which  stated:  Resolution 

59  urges  that  all  third  party  payors  should  con- 
sider manipulative  casting  of  congenital  deform- 
ities of  the  extremities  a surgical  procedure, 
wherever  performed.  Testimony  heard  during  the 
reference  committee  indicated  that  Resolution  59- 
in  its  current  construction  does  not  appear  to 
remedy  the  presumably  addressed  problem.  The 
issue  on  its  own  merits  is,  however,  significant 
and  deserves  a thorough  review  of  the  Board  of 
Trustees. 

Resolution  60:  Commercial  Review  of  Hospital 
Utilization.  The  following  substitute  (introduced 
by  the  Illinois  Delegation)  was  adopted  in  lieu  of 
a substitute  recommended  by  the  reference  com- 
mittee: 

“RESOLVED,  That  the  American  Medical 
Association  notify  all  agencies  involved  in 
medical  peer  review  that  the  medical  peer 
review  be  done  only  by  physician  sponsored 
organizations.” 

The  original  Resolution  60  would  have  the 
AMA  express  to  the  American  Hospital  Asso- 
ciation its  opposition  to  any  attempts  by  hospitals 
to  bypass  physician  review  organizations  by  pro- 
viding commercial  review  of  hospital  utilization 
directly  to  interested  businesses.  The  reference 
committee’s  substitute  would  have  allowed  such 
review  under  the  guidance  or  direction  of  the 
medical  profession. 


Resolution  61:  Statellite  Emergency  Clinics. 
Referred  to  the  Board  of  Trustees  for  report  back 
to  the  House  of  Delegates  at  the  1981  interim 
meeting.  Resolution  6 1 asks  that  the  AMA  study 
and  report  on  the  operation  of  satellite  emergency 
clinics  subsidized  by  hospitals.  Testimony  pre- 
sented before  the  reference  committee  expressed 
concern  over  apparent  growth  in  hospital  satellite 
services.  One  witness  testified  that  an  ad  hoc 
committee  already  is  exploring  this  problem  area. 
In  light  of  this  testimony,  most  of  the  witnesses 
supported  referring  this  resolution  to  the  Board 
of  Trustees. 

Resolution  62:  Multiple  Coverage  Options. 
Adopted  as  an  item  in  Consent  Calendar.  The 
resolution  asks  that  AMA  endorse  the  principle 
that,  under  federal  rules  and  regulations,  the  costs 
and  premiums  for  health  care— whether  incurred 
directly  by  an  individual  or  conferred  as  an  em- 
ployee benefit— should  be  equally  deductible. 

Resolution  63:  Tax  Credits  or  Deductions  in 
Lieu  of  Direct  Reimbursement  for  Treatment  of 
Medicaid  Patients.  This  resolution— along  with  a 
similar  Pennsylvania  resolution— was  referred  to 
the  Board  of  Trustees  for  “prompt  action  and 
disposition.”  The  reference  committee  stated  that: 
“These  resolutions  present  an  approach  intended 
to  increase  physician  acceptance  of  Medicaid 
patients  by  supplementing  or  replacing  Medicaid 
payment  with  federal  income  tax  credits  or  de- 
ductions. While  the  Committee  is  aware  of  the 
attractions  of  this  concept,  and  the  increasing 
problems  with  Medicaid,  it  feels  that  the  com- 
plexities inherent  in  the  implementation  of  this 
approach  and  both  its  potential  for  advantage 
and  disadvantage  require  deeper  exploration  than 
is  possible  at  this  time. 

Highlights  of  the  Meeting 

The  delegation  met  every  day  during  the  ses- 
sion, with  all  members  present,  except  Dr.  May- 
nard Shapiro,  who  was  hospitalized.  Dr.  Cyril 
Wiggishoff  was  seated  for  Dr.  Shapiro,  with 
Michael  Nieder,  student  representative,  creden- 
tialed  as  an  alternate  for  Dr.  Wiggishoff.  Dr. 
George  Wilkins  served  as  a member  of  the  Ref- 
erence Committee  on  Amendments  to  Consti- 
tution and  Bylaws  and  Dr.  Joseph  O’Donnell  was 
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a member  of  the  Committee  on  Rules  and  Order 
of  Business.  Dr.  Harold  Lasky  acted  as  a teller. 

Dr.  Joseph  Skom  was  elected  a member  of  the 
Council  on  Scientific  Affairs.  Dr.  Ira  Friedlander 
was  elected  resident  member  of  this  council.  Dr. 
Ann  Nunnally  was  re-elected  to  the  Council  on 
Medical  Education.  For  the  first  time,  the  dele- 
gation participated  in  group  interviewing  of  can- 
didates. Others  involved  were  representatives  of 
Indiana,  Michigan,  Ohio  and  New  York. 

By  official  action,  the  Delegation  voted  to  sup- 
port the  candidacy  of  Dr.  Frank  J.  Jirka,  Jr.,  for 


President-Elect  of  the  AM  A in  1982.  He  was  so 
notified  by  the  Chairman  of  the  ISMS  Board  of 
Trustees,  Dr.  Friedell,  and  the  Chairman  of  the 
AMA  Delegation,  Dr.  Grevas. 

The  Delegation  endorsed  several  suggestions 
for  increasing  its  effectiveness  and  requested  staff 
to  develop  further  recommendations. 

Theodore  Grevas,  M.D. 

Chairman 
Howard  C.  Burkhead,  M.D. 

Secretary 


ISMS  DELEGATION  TO  THE  AMA 

Delegation  Chairman:  Theodore  Grevas;  Secretary:  Howard  C.  Burkhead 


Delegates 

To  serve  from  Jan.  1,  1980  to  December  31,  1981 
(Elected  May  9,  1979) 

Herschel  Browns,  Chicago 
Howard  C.  Burkhead,  Evanston 
Jack  L.  Gibbs,  Canton 
Theodore  Grevas,  Rock  Island 
Morgan  M.  Meyer,  Lombard 
Maynard  I.  Shapiro,  Chicago 
Joseph  Skom,  Chicago 

To  serve  from  Jan.  1.  1981  to  Dec.  31,  1982 
(Elected  April  15.  1980) 

David  S.  Fox,  Chicago 
Morris  T.  Friedell,  Chicago 
Henrietta  Herbolsheimer,  Chicago 
Lawrence  L.  Hirsch,  Chicago 
Joseph  R.  0,Donnell,  Glen  Ellyn 
John  J.  Ring,  Mundelein 
Glen  E.  Tomlinson,  Lincoln 
George  T.  Wilkins,  Jr.,  Granite  City 

To  serve  from  January  1,  1982  to  December  31,  1983 
(Elected  April  7,  1981) 

Herschel  Browns,  Chicago 
Howard  Burkhead,  Evanston 
Jack  Gibbs,  Canton 
Theodore  Grevas,  Rock  Island 
Morgan  M.  Meyer,  Lombard 
Maynard  I.  Shapiro,  Chicago 
Joseph  Skom,  Chicago 


Alternate  Delegates 

To  serve  Jrom  Jan.  1,  1980  to  Dec.  31,  1981 
(Elected  May  9,  1979) 

Alfred  Clementi,  Arlington  Heights 
Allan  L.  Goslin,  Streator 
Robert  Hamilton,  Chicago 
Robert  R.  Hartman,  Jacksonville 
Eugene  P.  Johnson,  Casey 
Harold  Lasky,  Chicago 
Fred  Z.  White,  Chillicothe 
Cyril  C.  Wiggishoff,  Chicago 

To  serve  from  Jan.  1,  1981  to  Dec.  31,  1982 
(Elected  April  15,  1980) 

Andrew  J.  Brislen,  Chicago 
Audley  F.  Connor,  Jr.,  Chicago 
Robert  P.  Johnson,  Springfield 
Boyd  McCracken,  Sr.,  Greenville 
Clifton  L.  Reeder,  Wilmette 
Richard  Rovner,  Chicago 
P.  John  Seward,  Rockford 

To  serve  from  January  1,  1982  to  December  31,  1983 
(Elected  April  7 , 1981) 

Alfred  Clementi,  Arlington  Heights 
Allan  Goslin,  Streator 
Robert  C.  Hamilton,  Chicago 
Harold  Lasky,  Chicago 
Arthur  Traugott,  Urbana 
Ronald  Welch,  Belleville 
Fred  Z.  White,  Chillicothe 
Cyril  C.  Wiggishoff,  Chicago 


Honorary  Delegates 

Walter  C.  Bornemeier,  Saratoga,  Cal. 
Edwin  S.  Hamilton,  Kankakee 
Frank  J.  Jirka,  Jr.,  Barrington  Hills 
Burtis  E.  Montgomery,  Long  Island,  NY 
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SCHEDULE  OF  MEETINGS 

Springfield  Hilton 


Leadership  Conference 


Interim  Session,  House  of  Delegates 


November  5-8 


November  7-8 


Thursday  and  Friday,  November  5-6 

A one  and  one-half  day  workshop  on  negoti- 
ating skills  will  be  held  prior  to  the  ISMS  House 
of  Delegates  Interim  Session.  Negotiation:  A 
Leadership  Skill  is  co-sponsored  by  ISMS  and 
the  AM  A Department  of  Negotiations.  Partic- 
ipation will  be  limited  to  permit  small  group 
discussions,  so  advance  registration  will  be  re- 
quired. Registration  fee  is  $125.  Further  in- 
formation will  be  available  in  the  Delegates’ 
Packet  or  by  calling  the  Division  of  Medical 
Services,  (312)  782-1654.  The  program  has 
been  accredited  for  1 3 hours  of  Category  1 CME 
credit  toward  the  AMA  Physician  Recognition 
Award. 


Saturday,  November  7 

8:30  a.m.  — HMO-IPA  Slide  Presentation 
An  educational  slide  presentation  describing 
basic  components  of  Health  Maintenance  Or- 
ganizations and  Individual  Practice  Associa- 
tions has  been  developed  by  the  ISMS  Council 
on  Economics.  The  20  minute  program  reviews 
the  beginnings  of  prepaid  medical  care,  the 
different  models  of  HMOs  and  the  advantages 
and  disadvantages  of  participation  in  this  form 
of  health  care  delivery  system. 

9:00  a.m.  — State  Department  Directors  Ad- 
dress Conference 

3:30  p.m.  — Key  Legislators  Address  Confer- 
ence 

4:30  p.m.  — HMO-IPA  Slide  Presentation  (re- 
peat) 

6:00  p.m.  — Reception,  Old  State  Capitol 
Building 


Saturday,  November  7 


8:00  a.m. 

Delegate  registration  opens 

8:00  a.m. 

Delegates  check  in  with  Credentials 

Committee 

9:30  a.m. 

Meeting  of  reference  committee 

personnel 

10:00  a.m. 

House  of  Delegates  meeting 

1 1:30  a.m. 

District  caucuses  and  delegates 

buffet 

2:00  p.m. 

Reference  committee  meetings 

Sunday,  November  8 

9:00  a.m.  Delegates  check-in  with  Credentials 
Committee 

9:30  a.m.  House  of  Delegates  meeting 
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Case  Reports 


Middle-Aged  Patient  with 
Multiple  Pulmonary  Nodules 

By  William  J.  Marx,  M.D. /Rockford 


Chronic,  severe,  iron-deficiency 
anemia  was  seen  in  a 57-year-old 
patient  presenting  with  epistaxis. 
Her  medical  history  was  punctuated 
with  numerous  episodes  of  epistax- 
is, hematemesis,  and  hemoptysis 
occurring  over  the  span  of  many 
years.  She  exhibited  clubbing  of  the 
fingers  and  telangiectasia  on  her  lips 
and  in  her  mouth.  Other  family 
members  had  similar  clinical  find- 
ings. Posterior-anterior  and  lateral 
chest  roentgenograms  of  this  patient 
showed  multiple  pulmonary  nod- 
ules. (Figures  1 and  2) 

The  diagnosis  was  hereditary 
hemorrhagic  telangiectasia  (Osler- 
Weber-Rendu  disease)  with  pulmo- 
nary arteriovenous  fistulas  (AVF). 

Comment 

The  posterior-anterior  (Figure  1) 
and  lateral  (Figure  2)  chest  roent- 
genograms show:  a solitary,  umbili- 
cated  nodule  in  the  anterior  seg- 
ment of  the  right  upper  lobe  with 
apparent  connection  to  a segmental 
pulmonary  vessel  and  a small  clus- 
ter of  lobulated  masses  in  the  super- 
ior segment  of  the  left  lower  lobe. 
Tomography  of  these  lesions  dem- 


WILLIAM  JAMES  MARX,  M.D.,  is 

a board  certified  diagnostic  radiol- 
ogist affiliated  with  Swedish  Ameri- 
can Hospital  in  Rockford.  A clinical 
professor  of  radiology  at  the  Ul 
Rockford  School  of  Medicine,  Dr. 
Marx  is  a member  of  numerous  pro- 
fessional associations. 


onstrated  direct  connections  be- 
tween these  nodules  and  the  pulmo- 
nary vascular  tree,  confirming  the 
diagnosis  of  arteriovenous  fistulas. 

Although  not  included  in  the 
original  descriptions  of  hereditary 
hemorrhagic  telangiectasia,  pulmo- 
nary AVF  are  a common  manifesta- 
tion. Forty  to  sixty-five  percent  of 
these  patients  have  similar  lesions 
elsewhere,  including  the  skin,  mu- 
cous membranes,  and  visceral  or- 
gans.1-3 Although  the  congenital 
vascular  defect  is  present  at  birth, 
clinical  symptoms  generally  mani- 
fest in  the  third  decade  of  life, 
though  they  may  occur  earlier.4-5 

Although  these  patients  may  be 
clinically  asymptomatic,  Moyer  et. 
al.,  found  most  to  have  symptoms 
of  multiple  telangiectasia,  including 
epistaxis,  hematemesis,  cerebral 
vascular  hemorrhage,  or  hemop- 
tysis.1 In  classic  cases  such  patients 
have  cyanosis,  finger  clubbing,  and 
exertional  dyspnea.  Most  patients 
have  polycythemia,  but  repeated 
hemorrhages  may  lead  to  anemia.2-6 
Frequently,  bruit  can  be  heard  over 
the  pulmonary  lesions;  this  is  usual- 
ly continuous  and  heard  loudest  in 
deep  inspiration.1-7  The  symptoms 
of  pulmonary  AVF  are  related  to 
pathophysiologic  interference  with 
gaseous  exchange  or  to  chronic 
bleeding.1-8 

Pulmonary  AVF  may  be  either 
acquired  or  congenital.  Acquired 
fistulas  may  be  seen  following  trau- 
ma; they  have  also  been  reported  in 
association  with  pulmonary  schisto- 
somiasis,9 long-standing  cirrhosis,10 


and  metastatic  thyroid  carcinoma.11 
Congenital  lesions  are  due  to  a de- 
fect in  the  terminal  capillary  loops. 
Histological  examination  of  these 
lesions  shows  dilated  vessels  com- 
posed of  a single  layer  of  endotheli- 
um. These  fragile,  thin-walled  vas- 
cular sacs,  which  rupture  easily,  are 
fed  by  a single  artery  and  drained  by 
a single,  distended  vein.4-12 

Most  pulmonary  AVF  are  found 
in  the  lower  lung  zones,  more  com- 
monly of  the  right.1-12-14  Many  are 
situated  just  beneath  the  pleura,  be- 
tween lobules,  along  broncho- 
vascular  bundles,  and  in  the  medi- 
astinal pleura.12  Most  often  the  le- 
sions are  single,  but  multiple  lesions 
are  also  common. 

Pathophysiologic  changes  include 
shunting  of  blood  from  the  pulmo- 
nary artery  to  the  pulmonary  vein 
without  gaseous  exchange.1-8  Arteri- 
al unsaturation  occurs  and  cyanosis 
ensues.  The  hypoxemia  stimulates 
erythropoiesis  and  compensatory 
polycythemia  develops.  The 
increase  in  blood  volume  is  mainly 
cellular.  Hematocrits  up  to  90%  and 
red  cell  counts  between  7-10  million 
per  cubic  millimeter  are  sometimes 
seen.1  The  WBC  is  usually  normal. 

On  roentgenograms,  pulmonary 
AVF  are  seen  most  commonly  in 
the  lower  lobes  and  in  two  thirds  of 
the  cases  are  single  lesions.1-12  They 
usually  present  as  rounded  or 
smoothly  lobulated,  homogeneous, 
sharply  defined  soft  tissue  masses. 
Visualization  of  the  feeding  artery 
and  the  draining  vein,  which  is  es- 
sential to  the  diagnosis,  is  often  ac- 
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black  arrows  identifying  pulmonary  nodules. 


Figure  la  (left)  and  Figure  lb 
PA  and  Lateral  Chest  with  open  arrow  and 


fluoroscopic  examination  the  le- 
sions may  be  seen  to  change  size 
with  respiration.  Valsalva  and  Muel- 
ler maneuvers  may  accentuate  this 
dynamic  presentation.12 


Summary 

Pulmonary  arteriovenous  fistula 
are  a common  manifestation  of  he- 
reditary hemorrhagic  telangiectasia 
(Osler-Weber-Rendu  disease).  The 
presence  of  skin  or  mucous  mem- 
brane telangiectasia  or  a history  of 
the  classical  triad  of  cyanosis,  finger 
clubbing,  and  exertional  dyspnea  in 
a patient  with  a pulmonary  coin  le- 
sion should  suggest  the  diagnosis. 

◄ 


complished  by  routine  radiography, 
although  sometimes  tomography  is 
needed  to  demonstrate  these  ves- 
sels. In  rare  instances,  arteriography 
is  needed  to  establish  a diagnosis.  If 


surgery  is  to  be  performed,  how- 
ever, arteriography  is  necessary  to 
accurately  define  the  exact  number 
and  extent  of  the  lesions  present. 
The  lesions  rarely  calcify.  During 


References 

A complete  set  of  references  for 
“Middle-Aged  Patient  with  Multiple 
Pulmonary  Nodules,”  may  be  obtained 
by  writing  the  Illinois  Medical  Journal,  55 
E.  Monroe,  Suite  3510,  Chicago  60603. 


Invest  $2,000  or  more  for  90 
days  and  receive  a better  than 
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ILLINOIS  STATE  MEDICAL  SOCIETY 
POLITICAL  ACTION  COMMITTEE 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782  1963 


“No  man’s  life,  liberty  or  property 
is  safe  while  the  legislature  is  in 


session. 


Anonymous 


Help  us  to  help  you. 

JOIN  IMP  AC 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  Illinois  State  Medical  Society  nor  the  AM  A will  favor  or  disadvantage  anyone  based  upon  the 
amounts  of  or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  regulations,  Sections  1 10. 1 , 1 10.2,  &1 10.5.  (Federal  Regulations 
require  this  notice.)  IMPAC  reports  are  filed  with  the  State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections,  1 020  South 
Spring  Street.  Springfield.  Illinois,  62704.  Voluntary  membership  contributions  support  political  action  committee  membership  In  IMPAC  for  candidates  for  public 
office  In  Illinois  and  candidates  for  federal  office  elsewhere  through  AMPAC. 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Northern  Illinois  Office 
T.  J.  PANDAK,  J.  C.  KUNCHES, 

L.  R.  GANNON,  and  W.  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 


Abstracts  of  Board  Actions 

(Continued  from  page  213) 


PROGRAMS/CONFERENCES 

The  Board  took  the  following  actions  with  regard  to  sponsorship  of  educational  seminars  and 
other  programs: 

• Endorsed  development  of  a full-day  format  for  loss  prevention  education  pro- 
grams to  be  presented  up  to  three  times  at  regional  locations,  with  a registration 
fee  of  $50  for  members  and  $200  for  non-members.  The  Board  also  approved 
continuation  of  current  loss  prevention  education  committee  and  program  ac- 
tivity for  another  year. 

• Agreed  to  co-sponsor  the  SIU  School  of  Medicine’s  annual  Doctor’s  Job  Fair 
to  be  held  in  Springfield  September  9,  provided  it  meets  the  Society’s  guidelines 
for  co-sponsorship. 

• Approved  sponsorship  of  six  travel  programs  offered  by  INTRAV,  including: 

(1)  Western  Mediterranean  Air/Sea  Cruise,  12  days,  Oct.  16;  (2)  Mexican  Riviera 
Air/Sea  Cruise,  7 days,  January,  February,  March  or  April,  1982;  (3)  Nile  River 
Adventure,  14  days,  April  or  May,  1982;  (4)  Scandinavian  Adventure,  14  days, 

June  or  July,  1982;  (5)  Canadian  Rockies  Adventure,  10  days,  September  or 
October,  1982;  and  (6)  Adriatic/Greek  Isles  Adventure,  14  days,  August,  Sep- 
tember or  October,  1982.  A seventh  approved  program  offered  by  Schaumburg 
Travel  Service  will  be  an  Innsbruck  Ski  Holiday,  10  days,  1982. 

• Agreed  to  request  the  Chicago  Medical  Society  to  allocate  space  on  the  1982 
Midwest  Clinical  Conference  schedule  for  a half-day  sports  medicine  program 
developed  by  the  ISMS  Sports  Medicine  Committee. 

• Authorized  the  Sports  Medicine  Committee  to  develop  for  Board  consideration 
an  Outstanding  Team  Physician  Awards  Program  to  alert  the  membership  to 
the  need  for  team  physicians. 

• Voted  to  direct  the  ISMS  Insurance  Plans  broker/administrator,  Corroon  and 
Black,  to  develop  for  promotion  to  the  membership  programs  and  services 
geared  to  estate  planning. 


IDPA  DRUG  MANUAL 

The  Board  agreed  to  recommend  the  following  drugs  for  inclusion  in  the  IDPA  Drug  Manual: 
Rid,  Li-Ban  Spray,  Spectrobid,  Albuterol  Inhalor  (cross-indexed  under  Proventil  and  Ventolin), 
Nubain,  Ludiomil,  Cinobac  and  Capoten. 

LEGISLATION 

The  Board:  (1)  Adopted  a series  of  recommendations  by  the  Society’s  Governmental  Affairs 
Council  on  legislation  still  pending  before  the  Illinois  General  Assembly;  and  (2)  Rescinded  the 
Society’s  “moratorium”  on  all  new  health  licensure,  agreeing  to  evaluate  any  licensure  proposal 
on  its  own  merits. 

CME 

Addressing  a request  for  input  from  the  Accreditation  Council  for  CME,  the  Board  agreed  to 
recommend  that:  (1)  State  associations  should  be  solely  responsible  for  setting  policy  on  accre- 
ditation for  sponsors  within  their  jurisdictions  within  standards  adopted  by  ACCME;  and  (2) 
Appeals  from  adverse  accreditation  decisions  should  remain  at  the  state  level.  ACCME  had 
recommended  a national  mechanism  for  appeal  from  state  decisions  regarding  intrastate  accre- 
ditation. The  Board  also  approved  a set  of  guidelines  for  selecting  directors  of  the  Illinois  Council 
on  Continuing  Medical  Education. 
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POLICY  REVISIONS 

The  Board  will:  (1)  Submit  to  the  House  of  Delegates  a resolution  to  amend  ISMS  policy  on 
“Legislation”;  and  (2)  Ask  the  House  to  establish  a policy  on  active  medical  psychiatric  treatment 
of  mental  disability  and  delete  current  policy  on  appointments  to  House  reference  committees. 
A minor  editorial  change  in  the  Society’s  policy  on  immunization  programs  was  approved  by 
the  Board. 

The  following  policy  statements  were  approved  by  the  Board  for  addition  to  the  policy  manual 
based  upon  actions  of  the  House  of  Delegates  at  its  1981  meeting. 

Manipulative  Casting  of  Congenital  Deformities  of  the  Extremities 

Manipulative  casting  of  congenital  deformities  of  the  extremities,  whether  per- 
formed in  the  office  or  hospital,  is  considered  to  be  a surgical  procedure. 

Councils  and  Committees 

It  is  the  policy  of  the  Board  of  Trustees  to  encourage  evening  or  weekend  meetings 
of  councils  and  committees  at  convenient  locations  to  improve  membership  in- 
volvement in  council  and  committee  activities. 

Illinois  Medical  Journal 

The  Publications  Committee,  with  approval  of  the  Board  of  Trustees,  has  authority 
to  carry  out  publication  policy.  The  committee  is  responsible  for  screening  proposed 
advertising  copy  and  advertisers,  as  well  as  for  direction  of  the  editorial  content. 

ISMS  asserts  the  right  to  first  refusal  of  original  papers  presented  at  programs 
for  which  ISMS  is  primary  fiscal  sponsor. 


GOALS 

ISMS  councils  and  committees  were  directed  by  the  Board  to  develop  proposals  for  initiation 
of  selected  activities  designed  to  accomplish  the  1 98 1 -82  goals  adopted  by  the  Board  at  its  previous 
meeting.  All  suggested  activities  proposed  for  increasing  membership  will  be  considered,  as  will 
one  priority  activity  relating  to  each  additional  goal.  Proposals  for  implementation  are  to  be 
developed  as  initial  efforts  are  completed. 

FINANCIAL/ADMINISTRATIVE  MATTERS 

The  Board  adopted  a revised  budget  anticipating  income  of  $2,613,1 1 1 and  expenses  of  $2,- 
605,068.  The  resulting  $8,043  surplus  replaced  a $7,000  deficit  projected  at  the  beginning  of  the 
fiscal  year. 

In  addition,  the  Board  ratified  purchase  of  a word  processing  unit  for  use  by  ISMIS  and 
authorized  purchase  of  a similar  unit  for  the  Society,  contingent  upon  budgetary  considerations. 

It  also  authorized  engagement  of  financial  consulting  services  to  accomplish  the  following: 

• Review  of  financial  accounting  and  reporting  activities  to  assess  their  adequacy, 
strengths  and  weaknesses  and  to  make  recommendations  for  improvements. 

• Review  of  ISMS  financial  statements  as  of  June  30.  The  mid-year  examination 
was  viewed  as  a routine  matter  necessitated  by  the  resignation  of  the  ISMS 
business  manager/ISMIS  Comptroller. 

• Executive  search  service  to  locate  a qualified  ISMS  business  manager/ISMIS 
comptroller. 

• Financial  consulting  services  to  oversee  the  day-to-day  business  and  finance 
activities  until  a replacement  is  selected. 

The  estimated  $50,000  cost  for  these  consulting  services  will  be  apportioned  equitably  between 
ISMS  and  ISMIS. 

The  Board  also:  (A)  Authorized  legal  counsel  and  Peat,  Marwick  & Mitchell  to  evaluate  the 
existing  shared  services  financial  arrangement  that  exists  between  ISMS  and  the  Illinois  State 
Insurance  Services,  Inc.;  and  (B)  Authorized  Corroon  and  Black,  Inc.  to  review  and  evaluate  the 
Employees’  Retirement  Program. 
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OTHER  ACTIONS 

In  other  actions,  the  Board: 

• Established  a Task  Force  on  Financial  Aid  to  Medical  Students  to  explore 
development  of  funds  for  the  creation  of  scholarships  and/or  financial  grants 
to  students  in  Illinois  medical  schools.  Appointed  to  the  Task  Force  were:  Drs. 
Fred  Z.  White,  Chillicothe;  Eugene  P.  Johnson,  Casey;  and  Robert  P.  Johnson, 
Springfield,  with  representatives  from  medical  schools  and  other  members  re- 
maining to  be  selected. 

• Directed  the  Society’s  Medical  Legal  and  Governmental  Affairs  Councils  to 
review  each  of  the  governmental  agencies  to  which  ISMS  nominates  physicians 
for  appointment  and  seek  legislation  in  the  next  General  Assembly  to  grant 
immunity  to  physicians  serving  in  those  capacities. 

• Reaffirmed  its  recognition  of  Illinois  Cooperative  Health  Data  Systems  as  a 
health  data  resource,  and  voted  to  encourage  ICHDS  to  remain  active.  It  was 
agreed  that,  in  the  event  PSROs  and  HSAs  are  discontinued  as  data  collection 
sources,  ICHDS  already  would  be  in  place  to  function  as  a health  data  resource. 

• Endorsed  IDPH  efforts  in  collecting  data  for  use  in  evaluating  emergency  medical 
services. 


APPOINTMENTS 

Several  hundred  ISMS  members  were  appointed  to  one-year  terms  on  the  Society’s  councils 
and  committees  for  1981-82.  Council  chairmen  appointed  were:  Drs.  Robert  C.  Muehrcke,  Oak 
Park,  Affiliate  Societies;  Ronald  G.  Welch,  Belleville,  Economics;  Boyd  McCracken,  Greenville, 
Education  and  Manpower;  P.  John  Seward,  Rockford,  Governmental  Affairs;  Donald  Aaronson, 
Chicago,  Medical  Legal;  Joan  Cummings,  Hines,  Medical  Services;  Jerome  Beigler,  Chicago, 
Mental  Health  and  Addiction;  and  Peter  Vinciguerra,  Libertyville,  Public  Relations  and  Mem- 
bership Services. 

Appointed  chairmen  of  those  committees  reporting  directly  to  the  Board  of  Trustees  were:  Drs. 
Robert  A.  Behmer,  Rockford,  CME  Accreditation;  Charles  A.  Beck,  Chicago,  Drugs  & Therapeutics; 
Andrew  Brislen,  Chicago,  Health  Data;  Samuel  L.  Andelman,  Chicago,  Health  Planning;  Gerald 
S.  Modjeska,  Chicago,  Insuranc Alfred  Clementi.  Arlington  Heights,  Loss  Prevention  Education; 
George  J.  Gertz,  Chicago,  Peer  Review  Appeals;  and  Cyril  C.  Wiggishoff,  Chicago,  Planning  & 
Priorities. 

NOMINATIONS  TO  STATE  BODIES 

The  Board  nominated  the  following  physicians  for  appointment  to  Illinois  Department  of  Public 
Health  and  Department  of  Registration  and  Education  committees: 

• Drs.  Robert  A.  Nachtwey  and  David  L.  Spencer,  Springfield  — IDPH  Long  Term 
Care  Advisory  Committee 

• Dr.  Eli  Borkon,  Carbondale— IDRE  Medical  Disciplinary  Board 

• Dr.  Harry  A.  Springer,  Chicago  — IDRE  Board  for  Opinions  on  Professional 
Nursing 

It  also  proposed  the  following  physicians  for  appointment  to  the  IDPH  Perinatal  Advisory 
Committee:  Drs.  Silvio  Aladjem,  Chicago;  Kofi  Amankwah,  Springfield;  George  Dohrmann,  Chicago; 
William  Gottschalk,  Chicago;  William  Hamilton,  Carbondale;  Robert  Hartman,  Jacksonville; 
John  Holland,  Springfield;  James  Latdlaw,  Champaign;  Carl  Mattioda,  Streator;  John  McLaughlin, 
Jr.,  Joliet;  Tim  Miller,  Peoria. 

Drs.  J.  Roger  Powell,  Urbana;  Peter  Pleotis,  Arlington  Heights;  Benjamin  Robbins,  Urbana; 
Luis  Ruiz-Restrepo,  Urbana;  Arthur  Smith,  O’Fallon;  John  Standard,  Springfield;  Gerald  Staub, 
Rockford;  Donald  Sherline,  Northbrook;  Darrell  Statzer,  Decatur;  and  Richard  Yoder,  Alton. 
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TAKE 

REAL  CONTROL 
OF  YOUR  PRACTICE 


will  also  give  you  previously  unattainable  management 
information  and  practice  analysis. 

The  obvious  impressive  benefits  to 
you  are:  Total  organization  that’s  easy 
to  maintain  and  improved  cash  flow. 
And  these  but  scratch  the  surface  of 
the  Annson  System  potential  for 
your  practice.  Look  into  it.  You 
deserve  it. 


The  revolutionary  Annson  Patient  Medical 
Billing  System  lets  you  take  control — real  control — 
of  your  practice.  So  that  all  those  small,  but 
important,  details  no  longer  slip  away  from  you. 

The  Annson  System  centralizes  and 
simplifies  all  your  accounting  procedures 
and  record  keeping.  Routine  drudgery  is 
eliminated.  The  Annson  System  is  a computer 
program  package  specifically  tailored  to  the 
medical  profession.  Used  in  conjunction  with 
the  convenient  IBM  5120  Computing  System,  it 


IMIMSOIMB 


4350  Oakton  Skokie,  IL  60076 
673-1184 

GIVES  YOU  TOTAL  CONTROL 
NOWAND  TOMORROW 
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drawn,  it  may  provoke  neuronal 
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tarts  promptly* 

ANXENE  starts  to  work  fast, 
p pharmacologic  effects 
ierved  in  about  30  minutes, 
lal  euphoria  is  rarely  a problem, 
»here’s  less  risk  of  reinforcing 
g-taking  behavior.2 

ion  reported  in  normal  volunteers  30  minutes 
tiosing,  TRANXENE  Drug  Monograph  97-0185. 

Ip  9 

Nation  kinetics  of  an  agent  can  be  closely  de- 
but cannot  at  present  be  related  to  therapeutic 
lerse  effects. 


Stops  gently** 

A long-acting  benzodiazepine, 
such  as  TRANXENE,  has  a 
kind  of  built-in  tapering-off 
action;  withdrawal  reactions 
when  they  occur  may  be 
subtle,  of  longer  duration  and 
much  attenuated.3 


Works  smoothly 

TRANXENE  works  short-term  — 
studies  show  dependable,  smooth 
calming  action  with  83%  to  90% 
overall  therapeutic  response.4 
Oversedation  is  seldom  seen  and 
the  incidence  of  serious  side 
effects  has  been  low. 


For  references  and  a brief  summary  of  prescribing  information, 
please  see  accompanying  column. 


Doctors  News 


PHYSICIANS  IN  THE  NEWS— Ronald  P.  Pawl,  M.D.,  Lake  Forest,  has  been  elected  president 
of  the  Chicago  Neurological  Society  and  secretary-treasurer  of  the  Midwest  Pain 
Society.  Dr.  Pawl  is  an  attending  neurosurgeon  at  the  Illinois  Masonic  Medical 
Center  in  Chicago.  . . . Ann  Garcelon,  M.D.,  Chicago,  is  the  1981  recipient  of 
the  Illinois  Society  of  Internal  Medicine  Norris  L.  Brookens  Memorial  Award. 
A third-year  resident  at  Cook  County  Hospital,  Dr.  Garcelon  is  former  assistant 
director,  Illinois  Office  of  Education  department  of  bilingual  education  and  also 
former  director  of  migrant  education  and  health  services  in  McHenry  County. 
The  Brookens  award,  which  includes  a plaque,  gift  and  American  Society  of 
Internal  Medicine  membership  status,  is  given  each  year  in  honor  of  outstanding 
achievement,  quality  medical  standards  and  unique  individualism. 

Hugo  Long,  M.D.,  Chicago  Heights,  is  a recent  recipient  of  the  Abbott  Lab- 
oratories Golden  Hour  Clock  award,  which  commemorates  50  years  of  outstanding 

service Maurice  Lev,  M.D.,  Chicago,  will  present  the  Simon  Rodbard  Memorial 

Lecture  at  the  October  meeting  of  the  American  College  of  Chest  Physicians  in 
San  Francisco.  Dr.  Lev  is  one  of  five  physicians  selected  for  special  recognition 
at  the  47th  annual  ACCP  scientific  assembly. 

M.  Eugene  Tardy,  M.D.,  J.D.,  Chicago,  has  been  chosen  president-elect  of  the 
American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery.  Dr.  Tardy  is 
director  of  the  division  of  plastic  and  reconstructive  surgery,  department  of  oto- 
laryngology, UI  Medical  Center.  . . . Charles  L.  Swarts,  M.D.,  Oak  Park,  has 
been  named  chairman  of  the  Intergency  Council  on  Smoking  and  Disease.  The 
ISMS  representative  to  that  Council,  Dr.  Swarts  will  also  serve  as  chairman  of 
the  adult  education  committee.  (The  Interagency  Council  supplies  lists  of  “I 
Quit,”  smoking  clinics  which  are  published  bimonthly  in  the  Journal. 

REFERENCE  ISSUE  DELAYED— The  annual  IMJ  Reference  Issue,  ordinarily  published  in 
October,  will  be  published  in  November  this  year,  in  order  to  accommodate 
current  organizational  information. 

TELEPHONE  INSTRUCTION— The  AM  A has  published  a new  brochure,  entitled  “Handling 
Patient  Telephone  Calls  Effectively,”  designed  for  training  new  medical  office 
receptionists  and  providing  a quick  review  for  experienced  staff.  The  publication 
includes  a cassette  tape  and  worksheets,  and  demonstrates  methods  to  respond 
to  calls  for  medical  information  or  advice,  calls  from  irate  patients  and  emergencies. 
Copies  may  be  obtained  at  a cost  of  $17  by  writing  the  AMA  Order  Dept.,  OP- 
081,  P.O.  Box  821,  Monroe,  Wisconsin  53566. 

QUIT  SMOKING  MANUAL  AVAILABLE— The  Chicago  Lung  Association  has  developed  a 
self-help  guide  for  persons  who  want  to  quit  smoking  without  attending  clinics  or 
support  groups.  They  report  initial  test  results  showing  a strong  success  rate. 
Copies  of  the  “Freedom  From  Smoking”  guide,  or  further  information  may  be 
obtained  from  the  Chicago  Lung  Association,  1440  W.  Washington  Blvd.,  Chicago 
IL  60607;  (3 1 2)  243-2000,  ext.  64,  66.  A $5.00  contribution  to  the  Lung  Association 
is  requested  to  cover  printing  and  handling  costs. 


264 


Illinois  Medical  Journal 


Viewbox 

(Continued  from  page  216) 

DIAGNOSES: 

Patient  1:  Meconium  plug  syndrome 

Patient  2:  Anorectal  malformation  (imperforate 

anus) 

Patient  3:  Hirschsprung's  disease. 

Figure  1 shows  a plug  of  meconium  in  the  distal 
colon,  outlined  by  barium.  The  gas  filled  small 
bowel  is  dilated.  The  patient  evacuated  a large 
amount  of  meconium  and  had  no  further  diffi- 
culty. In  figure  2,  a lower  bowel  obstruction  is 
demonstrated  on  the  plain  film.  The  urethrogram 
opacifies  a fistula  from  the  posterior  urethra  to 
the  colon.  Figures  3A  and  3B  show  a narrowed 
distal  sigmoid  and  rectum  with  dilatation  prox- 
imally.  Irregular  contraction  of  the  aganglionic 
segment  is  demonstrated.  Additionally,  there  is 
mucosal  thickening  proximally  due  to  entero- 
colitis. 


TABLE  1 

Neonatal  Bowel  Obstruction:  Colonic  Causes 

Several  disease  entities  involving  the  colon  can  present 
with  obstruction  in  the  neonatal  period.1-1 
Hirschsprung’s  Disease 

Functional  obstruction  of  the  neonate  (meconium 
plug,  small  left  colon) 

Stricture  secondary  to  necroti/mg  enterocolitis 

Atresia 

Duplication 

Leiomyosarcoma 

Hydrocolpos 

Anorectal  malformation 


Of  the  causes  of  neonatal  colonic  obstruction, 
Hirschsprung’s  Disease  is  the  most  common,  with 
involvement  in  1/5000  live  births,  of  which  80% 
are  male.14  The  etiology  consists  of  an  absence 
of  intramural  colonic  ganglion  cells  due  to  arrest 
of  the  caudal  migration  of  neuroblasts.4  The 
aganglionic  segment  begins  at  the  anus  and  ex- 
tends for  a variable  distance  proximally,  most 
commonly  to  the  rectosigmoid,  but  sometimes 
into  the  entire  colon  and  small  bowel. 

In  most  cases  symptoms  occur  in  the  first  week 
of  life.-  Physical  signs  include  abdominal  disten- 
tion with  bilious  vomiting.  It  is  important  to  make 
the  diagnosis  early,  as  the  incidence  of  compli- 
cations increases  with  delay.2  4 

Plain  films  reveal  a nonspecific  low  bowel  ob- 
struction with  few  air  fluid  levels.  An  opaque 

(Continued  on  page  266) 
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•Data  on  file  Parke-Davis  Marketing  Research  Dept. 

** Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound, 

I. 75%;  benzyl  benzoate,  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam,  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil,  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hnembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus,  insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86“F  (15  -30  C). 
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enema  should  be  performed  in  the  unprepped 
patient  to  enhance  the  chances  of  demonstrating 
a transition  zone.2  3 It  is  important  to  prepare  the 
barium  mixture  with  saline  to  avoid  the  com- 
plication of  water  intoxication  due  to  absorption 
of  large  amounts  of  water  in  the  dilated  proximal 
colon.  The  classic  finding  is  that  of  a transition 
zone  from  the  normal  to  the  aganglionic  segment 
(distally).  The  rectum  is  typically  normal  to  re- 
duced caliber  with  dilatation  proximally.2  This 
finding,  however,  is  often  absent  in  the  neonatal 
period.5  If  the  transition  zone  is  demonstrated, 
the  exam  should  be  terminated.  Other  findings 
on  the  enema  include  abnormal  contraction  of 
the  aganglionic  segment  and  lack  of  distensibility 
of  the  rectum.3  When  suspecting  Hirschsprung’s, 
24  to  48  hour  delay  films  should  be  obtained,  as 
retained  barium  may  be  seen.  This  finding  in 
itself  is  not  diagnostic,  as  retained  barium  may 
also  be  seen  in  functional  immaturity  of  the  colon. 
Patients  with  Hirschsprung’s  may  even  have  a 
normal  BE  initially.  The  radiological  findings 
should  be  correlated  with  manometric  studies  and 
punch  biopsy.  Some  feel  that  a punch  biopsy  of 
the  colon  is  needed  even  if  the  BE  is  characteristic, 
as  there  can  be  a transition  zone  in  other  con- 
ditions (congenital  hypothyroidism,  meconium 
plug,  and  infants  of  diabetic  mothers).4 

Complications  of  Hirschsprung’s  Disease  in- 
clude enterocolitis  and  perforation.  Prompt  co- 
lostomy is  needed,  with  definitive  surgery  delayed 
until  about  one  year  of  age.2 

Total  colonic  Hirschsprung’s,  which  comprises 
about  10%  of  all  Hirschsprung’s,  shows  findings 
that  are  somewhat  different.  On  BE  the  caliber 
of  the  colon  can  be  enlarged  with  shortening  of 
the  colon  and  incomplete  small  bowel  obstruc- 
tion. There  can  be  massive  reflux  of  barium  into 
the  small  bowel.2 

Functional  obstruction  of  the  neonate  can  be 
caused  by  meconium  plugs,  small  left  colon,  and 
transient  obstruction  of  the  premature  infant. 
These  entities  are  all  manifestations  of  the  spec- 
trum of  functional  immaturity  of  the  colon.5  This 
entity  is  more  common  in  the  infant  of  the  di- 
abetic mother. 

Patients  present  clinically  with  failure  to  evac- 
uate meconium,  abdominal  distention,  and  bil- 
ious vomiting.3  On  plain  films  there  is  mild  to 
moderate  distention  of  bowel  loops  and  few  if 
any  air  fluid  levels.  On  enema  there  are  findings 
of  a microcolon  localized  to  the  sigmoid  and 
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descending  colon  with  proximal  distention  and 
change  in  caliber  at  the  area  of  the  splenic  flexure. 
A plug  of  meconium  may  or  may  not  be  present. 
The  colonic  appearance  returns  to  normal  quickly 
following  evacuation.  There  can  be  retention  of 
barium  on  the  24  hour  delayed  film.3 

Differentiating  points  from  Hirschsprung’s 
disease  include  the  age  of  the  infant,  with  pre- 
maturity suggesting  functional  immaturity. 
Change  of  caliber  at  the  splenic  flexure  is  more 
common  in  functional  immaturity.3  Marked  di- 
latation of  the  colon  and  small  bowel  with  air 
fluid  levels  is  more  suggestive  of  Hirschsprung’s. 

Functional  immaturity  of  the  colon  cannot  be 
diagnosed  on  the  basis  of  the  BE  alone.  A sweat 
test  should  be  performed  to  rule  out  cystic  fibrosis 
which  can  cause  a similar  pattern.3  Some  patients 
will  have  an  appearance  of  meconium  plugs  on 
BE  with  improvement  clinically  after  the  BE  for 
a time,  with  later  recurrence  of  symptoms.  These 
patients  later  are  found  to  have  Hirschsprung’s 
Disease.  Thus,  continued  follow-up  of  the  infant 
is  necessary. 

Anorectal  malformations  occur  in  1/5000  live 
births  with  a slight  predominance  in  males.  In 
the  workup  of  this  problem  it  is  important  to 
ascertain  if  the  rectum  terminates  above  or  below 
the  pelvic  musculature,  as  this  determines  the 
operative  approach.2  Fistulas  are  a frequent  as- 
sociation (rectourethral,  rectovesical,  rectova- 
ginal, rectoperitoneal,  etc.). 

For  years  an  inverted  lateral  view  of  the  rectum 
has  been  advocated  for  differentiating  high  and 
low  lesions.  Several  errors  are  inherent  in  this 
view  and  limit  its  value.  A low  lesion  may  look 
high  if  there  is  termination  of  rectal  gas  because 
of  meconium  in  the  distal  rectum  or  failure  of 
gas  to  reach  the  rectum.  Also,  with  increased 
abdominal  pressure,  the  lesion  may  look  lower 
than  it  really  is.2  Cystourethrograms  are  per- 
formed by  some  to  help  delineate  the  fistulas. 
Associated  findings  include  sacral  and  lumbar 
spine  anomalies  and  renal  malformations.  Plain 
film  radiographic  findings  are  nonspecific  and  are 
those  of  a lower  bowel  obstruction. 
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POSITIONS  & PRACTICE  OPPORTUNITIES 


ASSISTANT  DIRECTOR  — Innovative  and  expanding  Family  Practice  Residency 
affiliated  with  Southern  Illinois  University.  Generous  salary  and  fringes  for  M.D. 
Minimum  three  years  experience  or  Family  Practice  Residency;  Board  Certification 
desirable.  Assistant  professor  or  higher  rank  depending  on  background.  Admin- 
istrative. leaching,  and  practice  responsibilities.  Reply  to:  J.  Paul  Newell,  M.D.. 
Director.  Belleville  Family  Practice  Center.  219  South  Illinois  Street.  Belleville. 
IL  62220  (618)  233-5480.  SIU  School  of  Medicine  is  an  Equal  Opportunity/ 
Affirmative  Action  Employer. 


MIXED  MULTI-SPECIALTY  INCORPORATED  GROUP-30  miles  south  of 
Chicago  seeks  Family  Practitioner.  Life,  disability,  malpractice  insurance  and  all 
medical  dues  paid.  X-ray  and  lab  in  building.  Excellent  hospital  facilities  half 
block  from  office.  Salary,  profit  sharing  and  pension  plan  $54,000.  Partnership 
alter  one  year.  Write  or  call  collect.  Mr.  E.  Karmis.  1400  Otto  Blvd.,  Chicago 
Heights.  Illinois  6041  I.  Phone  (312)  756-4400. 


MISSOURI,  ST.  LOUIS:  Emergency  Medicine  directorship  available  in  moderate 
volume  ED.  Enjoy  an  excellent  guaranteed  income,  paid  professional  liability 
insurance,  and  flexible  scheduling  without  on-call  involvement.  Additional  stipend 
for  director's  responsibilities.  For  details,  send  credentials  in  confidence  to  Michael 
Dixon.  970  Executive  Parkway.  St.  Louis.  MO  63141;  or  call  toll-free  1 -800-325- 
3982. 


EMERGENCY  MEDICINE  OPPOR  TUNITIES-availablc  in  Metro  St  Louis 
Area  — Directorship  and  clinical  positions  in  lovely  bedroom  community.  Excellent 
income  based  on  departmental  productivity,  paid  liability  insurance,  and  flexible 
hours  with  no  on-call  responsibilities.  For  details,  send  credentials  in  confidence 
to  Michael  Dixon.  970  Executive  Parkway.  St.  Louis.  MO  63141;  or  call  toll-free 
1-800-325-3982. 


EMERGENCY  MEDICINE  — West  Central  Illinois:  Directorship  and  staff  op- 
portunities in  moderate  volume  ED.  Physicians  chosen  will  receive  an  excellent 
compensation,  be  provided  with  professional  liability  insurance,  have  flexible 
hours  without  on-call  impositions,  and  receive  bonus  for  CME.  For  details,  send 
credentials  in  confidence  to  Michael  Dixon,  970  Executive  Parkway,  St.  Louis, 
MO  63141;  or  call  toll  free,  1-800-325-3982.  


EMERGENCY  MEDICINE— Central  Illinois  University  Town:  Staff  positions 
available  in  moderate  volume  emergency  department.  University  setting  provides 
for  numerous  recreational,  educational,  and  cultural  facilities  and  activities.  Phy- 
sicians will  receive  an  excellent  income,  paid  liability  insurance,  and  flexible 
scheduling  without  on-call  duty.  For  details,  contact  Michael  Dixon,  970  Executive 
Parkway.  St.  Louis,  MO  63141;  or  call  toll-free.  1-800-325-3982. 

CHICAGO  EMERGENCY  MEDICINE:  Directorships  and  staff  positions  avail- 
able in  two  moderate  volume  emergency  departments  located  in  the  metro  Chicago 
area.  Board  certification  or  eligibility  in  Emergency  Medicine  required.  Excellent 
compensation,  flexible  scheduling.  Contact  Michael  Dixon  toll-free,  1 -800-325- 
3982;  or  send  credentials  in  confidence  to  970  Executive  Parkway,  St.  Louis,  MO 
63141. 


MULTISPECIALTY  GROUP  thirty  miles  southwest  Chicago  seeks  young  family 
practitioner  willing  to  do  Obstetrics  and  Ob-Gyn  man  to  join  expanding  practice. 
Incentive  plan,  profit  sharing,  new  building.  Excellent  practice  opportunity  and 
schools.  Contact  Howard  Osmus,  Administrator,  Hedges  Clinic,  Frankfort,  IL 
60423.  (8 1 5-469-2 123)  


INTERNISTS,  Board  Certified  or  Eligible,  needed  for  hospital  satellite.  Excellent 
opportunity  to  begin  private  practice  with  financial  support  from  hospital.  Some 
teaching  responsibilities  in  accredited  internal  medicine  residency  program.  Can- 
didates who  have  recently  completed  a residency  program  in  internal  medicine 


preferred.  Send  resume  to:  Richard  A.  Emrich,  Asst,  to  Chief  Executive  Officer, 
Edgewater  Hospital,  5700  N.  Ashland  Ave.,  Chicago.  III.  60660. 

EXPERIENCED  EMERGENCY  PHYSICIAN  sought  for  four-man  group. 
Southeastern  Wisconsin.  Annual  visits  24,000.  Modem  facility  with  full  specialty 
back-up.  Equal  sharing  shifts.  Fee  for  service.  90  K per  annum.  Emergency  ex- 
perience desirable.  A.C.L.S.  Send  C.V.  or  call  R.  J.  Krill,  M.D.,  3801  Spring  St., 
Racine,  WI  53405.  (414)  636-4011. 


EMERGENCY  MEDICINE— Directorship  and  clinical  positions  available  in 
northwestern  Illinois.  Excellent  quaranteed  income,  flexible  scheduling  without 
on-call  impositions,  paid  malpractice  insurance.  Moderate  volume  emergency 
department  with  specialty  support.  For  details,  send  credentials  in  confidence  to 
Michael  Dixon,  970  Executive  Parkway.  St.  Louis,  MO  63141;  or  call  toll-free, 
1-800-325-3982. 


OBSTETRICIAN-GYNECOLOGIST  to  join  two  other  Ob-Gyn’s  in  18  member 
multi-specialty  group.  Located  in  midwest  college  community  of  40,000.  Easy 
access  to  major  metropolitan  areas.  Community  has  exceptional  recreational  and 
cultural  facilities  and  an  excellent  school  system.  Beginning  salary  $70,000+  and 
outstanding  fringes.  Position  available  now.  Reply  Box  1014,  c/o  Illinois  Medical 
Journal.  55  E.  Monroe,  Suite  3510.  Chicago.  IL  60603. 


EXCELLENT  PRACTICE  opportunity  for  Internal  Medicine  or  Family  Practice 
in  an  upper  middle  and  high  income  class  community  of  a western  suburb,  35 
miles  west  of  Chicago  downtown.  Practice  gross  over  130/yr.  Contact  Box  1018, 
c/o  Illinois  Medical  Journal,  55  E.  Monroe,  Suite  3510,  Chicago,  Illinois  60603. 


WANTED:  MEDICAL  OPHTHALMOLOGIST  to  join  established,  growing 
practice  in  beautiful  Lake  Tahoe-Reno,  Nevada  area.  Excellent  climate  and  year- 
round  recreational  facilities.  Will  consider  full  or  part  time  or  retired  physician. 
Contact  Karen  Grodowitz.  M S..  Executive  Director,  Reno  Eye  Clinic,  1530  E. 
6th  St..  Reno.  Nv.  89512;  (702)  329-1389. 


OTOLARYNGOLOGY-MULTISPECIALTY  CLINIC-smaller  community 
close  to  Peoria.  14  doctor  group,  service  population  55,000.  225  bed  accredited 
hospital  within  2 blocks.  Modern  facilities  and  equipment.  Lucrative  1st  year 
guaranteed  salary  and  complete  benefits.  Second  year  salary  or  % of  billings. 
Excellent  school  system,  parks,  rivers,  country  clubs,  conservation  areas  nearby. 
For  further  information  call  Phil  Kelbc  414/785-6500  (collect)  or  write  to  Fox 
Hill  Associates,  260  Regency  Court.  Waukesha,  Wisconsin  53186. 

IMMEDIATE  OPENING  — board  certified  anesthesiologist.  Downtown  Chicago 
area.  No  emergency  surgery.  No  obstetrics.  Please  contact  Dr.  Fred  Wiegman  at 
(312)  266-9781. 


ATTRACTIVE  EMERGENCY  ROOM  OPPORTUNITY- Lake  Geneva  area. 
Day  shifts.  Guaranteed  minimum.  Contact  William  Lange  at  Lakeland  Hospital 
(414)  723-2960. 


EMERGENCY  MEDICINE  DIRECTOR  position  available  in  moderate  volume 
emergency  department.  Excellent  benefits.  Delnor  Hospital  in  St.  Charles,  IL, 
forty  miles  west  of  Chicago.  Contact  Dr.  Lawrence  L.  Johnson  at  964  N.  5th 
Ave..  St.  Charles,  IL  60174;  phone:  312-584-8993. 


EMERGENCY  MEDICINE  POSITION  AVAILABLE:  Emergency  physician  to 
join  professional  group  practicing  in  superior  emergency  department  in  Aurora. 
Illinois.  Contact  Dr.  Alan  B.  Spaconc.  Emergency  Treatment,  S.C.,  at  (312)  327- 

0777. 


DOWNERS  GROVE:  Seeking  family  practitioner  to  join  medical  center  with 
large  OB/GYN  group,  two  psychiatrists,  two  surgeons,  pediatrician,  internist, 
radiologist  and  optometrist.  Pharmacy  and  blood  lab  available  on  premises.  Ex- 
cellent location  within  minutes  of  two  community  hospitals.  Contact:  Director 
of  Physician  Recruitment.  AHSN.  15  Salt  Creek  Lane,  Hinsdale,  60521,  312- 
920-5785. 
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IMJ  Attention 


ERRATUM  — A story  in  the  September  IMJ  Attention  included  a misleading  statement  in  a 
story  devoted  to  anticipated  effects  of  new  HHS  requirements  for  PSRO  per- 
formance assessment.  We  stated  that  the  HHS  criteria  would  “assist  HHS  in 
terminating  up  to  30%  of  established  PSROs  by  May,  1981.”  That 
somewhat  confusing  statement  should  have  said  that  the  criteria  would  assist 
HHS  in  terminating  up  to  30%  of  PSROs  functioning  in  May,  1981  (includ- 
ing those  terminated  as  of  September,  1981)  by  September,  1982.  We 
apologize. 


PHYSICIAN  SERVICES  AND  THE  CPI  — The  federal  government’s  Consumer  Price  In- 
dex for  July  showed  that  physician  services  rose  1.1%  during  that  month, 
while  the  CPI  as  a whole  increased  by  the  same  amount.  The  all-services 
category  of  the  CPI  rose  by  1.7%  during  July,  while  the  medical  care 
category  increased  by  1.4%.  (The  medical  care  category  includes  physician 
services,  dental  services,  hospital  room  charges  and  prescription  drugs.) 

AMA  notes  that  charges  for  physician  services  have  increased  by  1 1 % over 
the  past  12  months,  while  the  CPI  as  a whole  has  risen  by  10.7%  and  all- 
services category  rose  by  13.4%.  During  that  same  period,  hospital  room 
charges  increased  by  14.3%,  prescription  drugs  by  11.6%  and  dental  services 
by  10.5%. 


JCAH  STANDARDS  TO  BE  REWRITTEN  — The  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  plans  to  rewrite  their  standards  on  the  bases  of  specific 
principles  and  a new  format.  The  JCAH  Board  of  Commissioners  has  also 
announced  that  the  revised  standards  will  “state  objectives  to  be  met  and 
leave  the  mechanism  for  achieving  their  intent  to  the  discretion  of  the  in- 
dividual hospitals.  All  standards  will  be  reasonable  and  surveyable,  reflect- 
ing the  consensus  of  the  current  state  of  the  art.”  It  is  expected  that  the 
revised  standards  will  be  clarified,  simplified  and  shortened. 


LEGISLATION  SIMPLIFIES  PRESCRIPTION  FORMS  — Legislation  allowing 
modification  of  prescription  forms  to  simplify  the  process  of  drug  product 
substitution  (DPS),  was  signed  recently  by  Governor  Thompson.  The 
law — SB  211 — requires  the  physician  to  sign  the  form  in  his  own  hand- 
writing to  authorize  issuance  of  the  prescription.  Newly-printed  prescription 
forms  will  only  be  required  to  have  a single  signature  line  along  with  two 
boxes  accompanied  by  the  printed  words,  “MAY  SUBSTITUTE”  or  “MAY 
NOT  SUBSTITUTE.”  The  new  law  does  not  specify  order  or  location  of 
these  choices. 

The  physician  is  required  to  place  a mark  beside  the  “MAY 
SUBSTITUTE”  or  “MAY  NOT  SUBSTITUTE”  alternatives.  Failure  to 
place  a mark  beside  the  “MAY  NOT  SUBSTITUE”  alternative  will 
authorize  generic  interchange.  Furthermore,  the  new  statutory  language 
prohibits  preprinted  or  rubber-stamped  marks  beside  either  selection. 

Current  prescription  forms  are  adequate  and  legal  until  the  physician’s 
supply  is  exhausted,  as  long  as  the  physician  conforms  to  the  original  provi- 
sion requiring  a signature  on  the  chosen  line  and  checking  the  correct  box. 

The  new  law— to  which  ISMS  offered  key  amendments— was  developed 
by  the  Illinois  Department  of  Public  Health  to  eliminate  much  of  the  confu- 
sion resulting  from  a 1977  law  designed  to  encourage  drug  substitution. 


TRAVEL  PROGRAMS  SCHEDULED  FOR  ’82  — The  following  ISMS-sponsored  travel 
programs  have  been  scheduled  for  1982:  Feb.  13-22-Ski  Holiday  in  Inns- 
bruck; March  6-13-Mexican  Riviera  on  the  Love  Boat;  May  15-25-Nile  River 
Cruise;  Aug.  24-Sept.  2-Canadian  Rockies  Adventure. 

Reservations  cannot  be  accepted  unless  they  are  submitted  on  the  official 
form  printed  in  promotional  brochures  which  are  mailed  to  all  ISMS  and 
Auxiliary  members.  Individuals  outside  a member’s  immediate  family  will 
be  placed  on  standby  status  until  all  ISMS  members  have  had  reasonable 
time  to  make  reservations.  Promotional  expenses  connected  with  these  pro- 
grams are  paid  by  the  tour  operator.  Contact  ISMS  headquarters  for  addi- 
tional information. 


REGIONAL  LOSS  PREVENTION  PROGRAMS  SCHEDULED  — The  ISMS  Loss  Pre- 
vention Education  Committee  has  developed  three  regionalized  all-day  pro- 
grams to  help  physicians  minimize  their  chances  of  being  sued.  The  pro- 
grams will  supplement  the  current  two-hour  programs  being  presented  to  to 
hospital  medical  staffs  and  county  medical  societies  throughout  the  state. 
Each  program  will  offer  seven  hours  of  Category  1 CME  credit.  Registra- 
tion, which  is  limited,  will  be  $50  for  ISMS  members  and  $200  for  non- 
members. All  programs  will  be  presented  on  Saturday  as  follows:  November 
14,  Springfield;  February  6,  Belleville;  and  April  3,  Chicago-area.  For  infor- 
mation contact  the  ISMS  Loss  Prevention  Education  Committee, 
(312)-782-1654. 

BUDGET  CUT  BOOMERANG  — It  is  anticipated  that  elimination  of  the  Social  Security 
minimum  benefit  will  result  in  higher  federal  and  state  Medicaid  costs  as 
those  recipients  become  eligible  for  Supplemental  Security  Income  (SSI).  Ac- 
cording to  a report  published  by  the  McGraw-Hill  Washington  Report  on 
Medicine  and  Health,  up  to  500,000  persons  could  be  so  effected,  and  while 
the  administration  expects  that  only  25  percent  will  actually  apply  for  SSI, 
the  Congressional  Budget  Office  has  promulgated  higher  estimates. 

In  a related  matter,  McGraw-Hill  reports  that  shortages  in  the  1981  ad- 
ministrative Medicare  budget  are  expected  to  cause  delays  in  processing 
Medicare  claims  through  the  fall.  The  HHS  Health  Care  Financing  Ad- 
ministration has  indicated,  however,  that  no  benefits  will  be  cut  to  meet  the 
administrative  fund  shortage. 

DNA  REGULATIONS  — The  Recombinant  DNA  Advisory  Committee  of  the  Na- 
tional Institutes  of  Health  has  voted  to  recommend  that  experiments  mixing 
genes  of  various  organisms  should  be  required  to  meet  only  voluntary  safety 
guidelines.  According  to  a story  in  the  McGraw-Hill  Washington  Report  on 
Medicine  and  Health,  all  regulatory  provisions  which  affect  “gene  splicing” 
research  will  be  dropped  if  this  preliminary  action  is  formally  approved. 


TRANSPORTING  THE  INJURED  — The  AMA  Commission  on  Emergency  Medical 
Services  and  the  U.S.  Department  of  Transportation  have  jointly  produced  a 
set  of  “Air  Ambulance  Guidelines,”  to  assist  physicians  and  air  ambulance 
operators  in  planning  air  transport  of  ill  or  injured  persons.  Complimentary 
copies  may  be  obtained  by  writing  the  General  Service  Division,  National 
Highway  Traffic  Safety  Administration,  400  Seventh  St.  S.W.,  Washington 
D.C.  20590 


Tresnowski  To  Head  BC/BSA 


Bernard  R.  Tresnowski  has  been  named  president- 
designate  of  the  Blue  Cross  and  Blue  Shield  Associa- 
tions by  the  Associations’  Board  of  Directors. 

Tresnowski,  presently  executive  vice  president  of  the 
Associations  - the  national  coordinating  organizations 
of  the  nation’s  1 1 1 Blue  Cross  and  Blue  Shield  Plans, 
will  be  confirmed  as  President  by  the  Associations’ 
Board  at  their  annual  meeting  in  November. 

The  selection  of  Tresnowski  to  succeed  Walter  J. 
McNerney,  who  has  been  President  of  BCA  since  1961 
and  President  of  BCA  and  BSA  since  1978,  was  an- 
nounced by  the  Chairman  of  the  Associations’  Joint 
Executive  Committee,  Marvin  J.  Shaprio,  M.D.  of 
Encino,  California,  and  John  B.  Morgan,  Jr.,  President 
of  Hospital  Care  Corporation,  Cincinnati,  Ohio. 

Tresnowski’s  record  of  accomplishments  as  an  officer 
of  the  Associations  and  in  health  care  administration 
prior  to  that,  make  him  a logical  successor  to 
McNerney,  who  led  the  Associations  with  distinction, 
Shapiro  and  Morgan  said. 

Tresnowski,  who  joined  the  Blue  Cross  Association  in 
1967  as  head  of  its  Medicare  Administration  Division, 
was  named  senior  vice  president  of  Federal  Programs 
and  Health  Care  Services  before  becoming  executive 
vice  president  of  BCA  in  1977. 

When  the  staffs  of  the  Blue  Cross  and  Blue  Shield 
Associations  were  consolidated  in  1978,  he  was  named 
executive  vice  president  of  both  organizations. 

Tresnowski  succeeds  McNerney  who  announced  his 
resignation  as  president  of  BCA  and  BSA  in  June. 
McNerney  has  announced  his  specific  plans  for  the 
future  but  said  that  he  will  soon  be  selecting  one  of 
several  alternatives  with  a view  toward  meeting  new 
challenges  in  the  health  care  field. 

A graduate  of  the  University  of  Michigan  and  the 
University  of  Pittsburgh,  where  he  earned  his  Master  of 
Public  Health  Degree  in  Hospital  Administration, 
Tresnowski  held  research,  teaching  and  administrative 
posts  early  in  his  career. 


At  the  time  he  joined  the  Blue  Cross  Association, 
Tresnowski  was  chief  executive  of  the  422-bed  St. 
Joseph  Mercy  Hospital  in  Pontiac,  Michigan. 


Phone  Numbers  To  Change 

As  part  of  our  continuing  effort  to  improve  service, 
the  Illinois  Blue  Cross  and  Blue  Shield  Plan  will  convert 
to  one  of  the  finest  telephone  systems  available  on 
December  14,  1981.  The  change  only  effects  our  head- 
quarter’s building  at  233  North  Michigan  Avenue. 

The  success  of  our  new  telephone  system  rests  heavily 
on  you  to  use  the  new  telephone  numbers  listed  below 
on  December  14,  1981. 

The  current  '661 ' exchange  will  be  chaged  to  '939' 
and  all  current  extensions  also  will  be  changed. 

The  new  Physician  Hot-Line  number  within  the  '312' 
area  code  will  be  939-7340.  The  toll  free  number  for 
area  codes  other  than  '312'  will  remain  the  same 
(800-972-8088).  Please  remember  that  these  lines  were 
installed  to  provide  a service  to  you.  Please  do  not  give 
these  numbers  to  your  patients. 

The  new  telephone  number  for  the  general  public  will 
be  938-7500. 

Your  Professional  Relations  Representative’s  new 
telephone  numbers  on  December  14,  1981,  will  be  as 
follows: 


Sandra  Konnis 938-7880 

Richard  Quigley 938-7884 

William  R.  Livingston 938-7885 


Professional  Relations  Department . . 939-7060 

REMEMBER:  The  new  Physician  Hot-Line  number 

within  '312'  area  code  will  be 
938-7340  as  of  December  14,  1981. 


Changes  Made  in  State  Employees  Health  Program 


The  Ambulatory  Surgical  Program  for  State 
Employees  was  published  in  the  July  issue  of  the  Illinois 
Medical  Journal.  A list  of  surgical  procedures  was 
reported  to  you  that  would  not  be  in  benefit  if  the  pro- 
cedures were  performed  as  a hospital  in-patient  unless 
the  doctor  provided  medical  reasons  why  the  surgery 
had  to  be  done  as  in-patient  surgery.  Since  July,  we  have 
had  discussions  regarding  the  procedures  on  the  list  and 
the  State  of  Illinois  representatives  concur  with  our  deci- 
sion to  make  the  folllowing  changes: 

Deleted  from  the  List: 

1 . Liver  Needle  Biopsy 

2.  Kidney  Needle  Biopsy 

3.  Carpel  Tunnel 

4.  Lumbar  Puncture 

5 . Morton ’s  Neuroma 

Language  Revision  and/or  Clarification: 

1.  Digit  amputation  has  been  changed  to  “revi- 
sion of”  digit  amputation. 

2.  Foreign  body  removal  has  been  changed  to 
removal  of  unnatural  material  from  hand  or 
foot. 

3.  Laceration,  suture  of  skin  and  tendon  has 
been  changed  to  laceration,  suture  of  skin. 

4.  Pin  and  screw  removals-  has  been  changed  to 
pin  and  screw  removal  from  hand  or 
forearm. 

The  following  ammended  list  is  made  up  of  the  most 
common  elective  surgical  procedures  which  the  surgical 
community  agrees  frequently  can  be  performed  in  an 
ambulatory  setting.  Payment  will  not  be  made  for  these 
procedures  unless  the  doctor  provides  medical  reasons 
why  the  surgery  had  to  be  done  as  an  in-patient.  The 
reasons  should  be  attached  to  the  Blue  Shield  claim 
form  at  the  time  the  claim  is  submitted. 


Addominal  paracentesis 
Antrum  irrigations 
Arthrocentesis 

Arthrography  and  arthroscopy 
Aspiration  of  Douglas’s  cul-de-sac 
Bartholin  cyst  excision, 
marsupializationor  I&D 
Bladder  puncture  aspiration 
Blepharoplasty,  non-cosmetic 
Breast  biopsy 

Bronchoscopy  with  or  without 
biopsy 

Cervical  biopsies  or  polypectomies 
Circumcision  male 
Closed  reduction  of  complete 
dislocations  or  fractures 
Culdoscopy  with  or  without 
biopsy 

Cyst  aspiration 
Cystogram 

Cystoscopy  with  or  without 
retrograde  pyelogram 
Digit  amputation,  revision  of 
D&C,  diagnostic  and  therapeutic 
Dorsal  split  of  prepuce 
Esophageal  dilation 
EUA  (examination  under 
anesthesia) 

Excision  of  soft  tissue  lesions 
(nevus,  verrucus,  epithelioma, 
scar  revision) 

Fiberoptic  endoscopy  with  or 
biopsy 

Foreign  body  removal  of 
unnatural  material  from  hand 
or  foot 

Frenulotomy  of  tongue 
Ganglionectomy 
Gastroscopy  with  or  without 
biopsy 

Herniorrphapy  (up  to  age  14) 
Hydrocelectomy 
Hymenectomy 
Hysterosalpingography 
l&D  (incision  and  drainage  of 
superficial  lesions) 

Injection  of  joint,  tendon  or 
ligament 

IUD  insertion  and  removal,  if 
anesthesia  necessary 
Laceration,  suture  of  skin 


Laparoscopy  with  or  without 
tubal  ligation 

Laryngoscopy  with  or  without 
biopsy 

Lipoma  removal 
Mammoplasty,  non-cosmetic 
Meatotomy 

Minor  eyelid  procedures 
Minor  rectal  surgery  (not 
under  spinal) 

Muscle  biopsy 
Myringotomy 

Nasal  fracture  reduction,  open 
and  closed 
Nasal  Polypectomy 
Nerve  blocks 
Node  biopsy  (superficial) 
Otoplasty,  non-cosmetic 
Otoscopy  with  or  without 
biopsy 

Pin  and  screw  removals  from 
hand  or  forearm 
Proctosigmoidoscopy  with  or 
without  biopsy 
Skin  biopsy 
Skin  graft  (small) 

Submucus  resection  of  nasal 
septum 

Synovial  cyst  removal 
Tear  duct  probing 
Thoracentesis  for  fluid 
aspiration 
Trigger  finger 
Triple  upper  endoscopy 
Urethral  dilation 
Variocelectomy 
Vasectomy 

Vein  Sclerosing  injection 
Venography 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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Nobody's  Perfeckt 


When  judging  others,  we  sometimes  make  a decision  on  the  basis  of  a single  act.  For  that 
particular  act,  our  judgment  may  be  appropriate,  but  it  could  be  an  incorrect  assessment  when 
viewed  from  a wider  perspective. 

This  is  especially  true  of  legislators  who  make  multiple  decisions  on  a variety  of  issues.  Often, 
they  act  in  ways  that  are  favorable  to  physicians  and  medicine.  Occasionally,  however,  their 
actions  conflict  with  our  individual  beliefs  and  philosophies. 

To  condemn  a legislator,  or  even  to  chide  him  gently,  because  of  a single  decision  which  is 
contrary  to  our  point  of  view,  is  not  likely  to  change  that  opinion.  And  in  the  long  run,  it  may 
prove  counterproductive  to  our  future  efforts. 

Negative  comments  are  not  a means  of  reaching  our  objectives  of  educating  and  influencing 
legislative  and  state  department  decision  makers.  A critical  or  negative  remark  or  letter  to  a 
legislator  may  well  turn  him  from  our  point  of  view  at  a future  time.  It  is  far  better  to  positively 
reinforce  the  judgments  and  actions  with  which  we  concur  and  remain  silent  on  those  with  which 
we  disagree. 

When  there  is  a question  or  doubt  as  to  the  reason  for  a particular  legislator’s  position,  the 
wise  course  is  to  discuss  the  matter  with  the  ISMS  Governmental  Affairs  Division  or  with  one 
of  the  legislative  Key  Men  in  the  district.  This  decision  may  yield  some  insights  into  the  political 
process  and  could  prevent  a precipitous  action  which  could  turn  a friendly  legislator  away  from 
us. 

Most  lawmakers  and  other  individuals  within  state  and  federal  government  must  make  many 
decisions  on  a wide  array  of  issues.  Those  issues  involving  medicine  actually  are  relatively  few 
in  number.  And  while  they  are  of  critical  importance  to  us,  they  probably  are  of  much  lesser 
import  to  them. 

Therefore,  we  should  remember  first  to  consider  our  overall  objectives.  Next,  we  should  remember 
that  we  have  staff  and  physician  members  who  are  knowledgeable  in  this  area  and  are  most  able 
and  willing  to  help.  And  finally,  we  must  remember  that  nobody  is  perfeckt.  -4 


Fred  Z.  White,  M.D.,  President 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
FICI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
Individuals  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended.  If  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines.  Observe  usual  precautions  in  presence  of 
Impaired  renal  or  hepatic  function.  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide 
FICI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Byncope  reported  in  a few  instances  Also  encountered: 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 

The  well-known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
hCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


vUbraX" 

Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br 

Antianxiety/Antbecretory/Antbpasmodic 


x has  been  evaluated  as  possibly  effective  for 
ndication  Please  see  brief  summary  of  pre- 
ing  information  on  facing  page. 

jgraph  of  simulated  gastric  hypersecretion 


Abstracts  of  Action 


September  26,  1981 


Chicago 


These  abstracts  are  published  so  that  members  of  the  Illinois  State  Medical  Society  may  keep  advised  of  the  actions  of 
the  Board  of  Trustees.  They  cover  only  major  actions  and  are  not  intended  as  a detailed  report.  Full  minutes  of  the  meetings 
are  available  for  review  upon  any  member’s  request  to  the  headquarters  office  of  the  ISMS. 


ANNUAL  MEETING 

The  Board  approved  a shortened  meeting  schedule  for  the  House  of  Delegates’  1982  Annual 
Meeting.  The  meeting  will  be  held  Friday-Sunday,  April  16-18,  with  a Board  of  Trustees  meeting 
on  Thursday,  April  15.  The  location  of  the  meeting  will  be  announced  at  a future  date. 


UTILIZATION  REVIEW  PROGRAMS 

Acting  upon  the  recommendation  of  an  ad  hoc  committee  to  study  utilization  review  programs, 
the  Board  agreed  to  submit  a proposed  position  paper  and  companion  resolutions  to  the  House 
of  Delegates  for  consideration  at  its  Interim  Session.  Feature  points  of  the  position  paper  include: 

1 . Purchasers  of  health  care  services  will  require  accountability,  and  that  this 
accountability  should  be  accomplished  through  UR. 

2.  UR  will  include  inpatient  and  long-term  care,  and,  ultimately,  may  expand 
to  include  the  review  of  ambulatory  services. 

3.  UR  may  be  delegated  by  organizations  designed  and  sponsored  by  physicians 
to  qualified  hospital  UR  committees. 

4.  An  appeal  mechanism  should  be  established  within  the  structure  of  ISMS  to 
resolve  disputed  UR  decisions. 

The  proposal  would  call  upon  ISMS  to  investigate  the  feasibility  of  becoming  a statewide 
support  center  for  physician  review  organizations,  soliciting  the  endorsement  of  local  societies 
and  foundations  to  provide  administrative  support,  data  processing  and  specialized  services  to 
local  groups. 

One  of  the  resolutions  to  be  submitted  to  the  House  will  echo  present  AMA  policy,  proclaiming 
ISMS  support  for  “physician  assessment  of  the  quality  of  medical  care  regardless  of  the  future 
fate  of  PSROs.”  The  resolution  would  urge  physicians  to  “maintain  control  and  direction  over 
peer  review,  regardless  of  what  mechanisms  evolve  for  peer  review  and  over  public  or  private 
funds  that  are  directed  to  such  activities.”  A second  resolution  is  more  specific  in  that  it  directs 
the  Board  to  “prepare  a report  on  the  future  of  ISMS’  role  in  UR  activities,  delineating  various 
alternative  approaches  available  to  ISMS  . . . (and  that  the)  recommendations  contained  in  the 
report  be  brought  to  the  next  meeting  of  the  House  of  Delegates  for  discussion  and  action.”  A 
third  resolution  will  urge  House  approval  for  the  proposed  position  paper. 

(Continued  on  page  377) 
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Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema 
of  the  limbs  may  be  reduced 
through  use  of  the  Jobst  Extremity 
Pumps  (Intermittent  Compression) 
(photo  1).  Its  controlled  pneumatic 
massage  gently  removes  edema 
fluid  from  congested  areas. 

Jobst  Extremity  Pumps  are 
available  in  hospital,  clinical,  and 
home  models  (shown),  the  latter 
being  available  on  rental.  All  units 
have  controls  to  vary  both  pressure 


and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with 
a jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are 
custom-made  to  your  prescription 
and  the  patient's  individual 
measurements  (photo  2).  You  may 
prescribe  exact  counterpressures. 
"In-Patient"  orders  will  be  given 
special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTER 

Suite  2101 
Pittsfield  Bldg. 

55  E.  Washington  Street 
Chicago,  Illinois  60602 
312/346-0446 
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EKG  of  the  Month 


Contributing  Editors:  John  F.  Moron,  M.S.,  M.D.,  David  J.  Hole,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity Stritch  School  of  Medicine 


This  patient  is  a twenty- nine  year  old  lady  with  a recent  history  of  labile  hy- 
pertension. She  came  to  the  emergency  room  because  of  a severe  headache  associated 
with  nausea  and  vomiting.  She  was  also  somewhat  confused  and  required  family 
assistance  to  answer  questions.  She  denied  any  recent  trauma.  A complete  blood 
count  and  chest  X-ray  were  normal.  A twelve  lead  ECG  was  obtained  because  of 
a slow  pulse  rate. 


Questions: 

1.  The  ECG  shows: 

a.  An  acute  myocardial  infarction. 

b.  Left  bundle  branch  block. 

c.  Marked  non-specific  or  non-diagnostic  ST- 
T wave  changes. 

d.  A prolonged  Q-T  interval. 

e.  A slow  junctional  rhythm. 

2.  The  following  statement(s)  is/are  true: 

a.  The  most  likely  diagnosis  here  is  asymp- 


tomatic acute  subendocardial  infarction. 

b.  The  most  likely  diagnosis  here  is  acute 
spontaneous  mtracranial  hemorrhage. 

c.  The  most  important  predisposing  factor  in 
cerebral  vascular  accidents  is  hypertension. 

d.  An  aneurysm  of  the  cerebral  vasculature  can 
occur  at  any  age  although  middle  age  is  the 
most  common  time  for  rupture. 

e.  All  of  the  above. 

(Continued  on  page  401) 
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iw  basis  for 
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iggests  new  reasons 
r choosing 
anxene®  * 

izepate  dipotassium 

i is  an  artist’s  representation  of  a 
neuron  with  the  recently  discov- 
inding  site  for  benzodiazepines. 
theory1  explains  the  role  of 
fdiazepines  in  anxiety  man- 
ent.  It  also  suggests  that  if  a 
' eliminated  drug  is  suddenly 
awn,  it  may  provoke  neuronal 
excitability  possibly  experi- 
:by  some  patients  as  “with- 
I symptoms.”  In  contrast,  a 
icting  benzodiazepine  gives 
fetem  more  time  to  adapt  by 
rearing  slowly.  Thus,  distress 
nination  may  be  minimized. 


rts  promptly' 

ENE  starts  to  work  fast, 
larmacologic  effects 
fed  in  about  30  minutes, 
suphoria  is  rarely  a problem, 
je’s  less  risk  of  reinforcing 
iking  behavior.2 

sported  in  normal  volunteers  30  minutes 
g,  TRANXENE  Drug  Monograph  97-0185, 

kinetics  of  an  agent  can  be  closely  de- 
annot  at  present  be  related  to  therapeutic 
(effects. 


Stops  gently*4 

A long-acting  benzodiazepine, 
such  as  TRANXENE,  has  a 
kind  of  built-in  tapering-off 
action;  withdrawal  reactions 
when  they  occur  may  be 
subtle,  of  longer  duration  and 
much  attenuated.3 


Works  smoothly 

TRANXENE  works  short-term  — 
studies  show  dependable,  smooth 
calming  action  with  83%  to  90% 
overall  therapeutic  response.4 
Oversedation  is  seldom  seen  and 
the  incidence  of  serious  side 
effects  has  been  low. 


For  references  and  a brief  summary  of  prescribing  information, 
please  see  accompanying  column. 


When  short-term  therapy 
is  indicated... 

Tranxene 

clorazepate  dipotassium 

INDICATIONS  — For  management  of  anxiety  disorders  or 
short-term  relief  of  symptoms  of  anxiety;  for  symptomatic 
relief  of  acute  alcohol  withdrawal;  for  adjunctive  therapy  in 
partial  seizures. 

Anxiety  or  tension  associated  with  stress  of  everyday  life 
usually  does  not  require  treatment  with  an  anxiolytic. 
Effectiveness  in  long-term  management  of  anxiety  (over  4 
months)  not  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  usefulness  for  each 
patient 

CONTRAINDICATIONS  — Known  hypersensitivity  to  the 
drug  Acute  narrow  angle  glaucoma. 

WARNINGS  — Not  for  use  in  depressive  neuroses  or  psy- 
chotic reactions.  Caution  patients  against  hazardous  occu- 
pations requiring  mental  alertness,  such  as  operating 
dangerous  machinery  including  motor  vehicles.  Advise 
against  simultaneous  use  of  other  CNS  depressants,  and 
caution  patients  that  effects  of  alcohol  may  be  increased . 

Not  recommended  for  patients  under  9.  Nervousness, 
insomnia,  irritability,  diarrhea,  muscle  aches,  and  memory 
impairment  have  followed  abrupt  withdrawal  from  long- 
term high  dosage  Withdrawal  symptoms  were  reported 
after  abrupt  discontinuance  of  benzodiazepines  taken  con- 
tinuously at  therapeutic  levels  for  several  months.  Use 
caution  in  patients  having  psychological  potential  for  drug 
dependence  (dependence  has  been  observed  in  dogs  and 
rabbits). 

Pregnancy  and  Lactation:  Minor  tranquilizers  should 
almost  always  be  avoided  first  trimester.  Consider 
possibility  of  pregnancy  before  initiating  therapy. 
Patient  should  consult  physician  about  discontinua- 
tion if  she  becomes  pregnant  or  plans  pregnancy.  Do 
not  give  to  nursing  mothers. 

PRECAUTIONS  — Observe  usual  precautions  in  depres- 
sion accompanying  anxiety,  or  in  patients  with  suicidal 
tendency,  or  those  with  impaired  renal  or  hepatic  function. 
Do  periodic  blood  counts  and  liver  function  tests  during 
prolonged  therapy.  Use  small  doses  and  gradual  incre- 
ments in  the  elderly  or  debilitated 

ADVERSE  REACTIONS  — Drowsiness,  dizziness,  various 
g.i.  complaints,  nervousness,  blurred  vision,  dry  mouth, 
headache,  mental  confusion,  insomnia,  transient  skin 
rashes,  fatigue,  ataxia,  genitourinary  complaints,  irritabil- 
ity, diplopia,  depression,  slurred  speech,  abnormal  liver 
and  kidney  function,  decreased  hematocrit,  decreased 
systolic  blood  pressure 

INTERACTIONS  — Potentiation  may  occur  with  ethyl  alco- 
hol, hypnotics,  barbiturates,  narcotics,  phenothiazines, 
MAO  inhibitors,  other  antidepressants.  In  bioavailability 
studies  with  normal  subjects,  concurrent  administration  of 
antacids  at  therapeutic  levels  did  not  significantly  influence 
bioavailability  of  TRANXENE 

OVERDOSAGE  — Take  general  measures  as  for  any  CNS 
depressant 

SUPPLIED  — TRANXENE  3.75,  7.5,  and  15  mg  capsules 
and  scored  tablets.  TRANXENE-SD  Half  Strength  11 .25  and 
TRANXENE-SD  22.5  mg  single  dose  tablets. 

REFERENCES  — 1 . Snyder  SH  Anxiety:  The  Therapeutic 
Dilemma,  No  2,  Management  Alternatives,  Monograph 
97-0544,  1981,  p 6-7.  2 Mielke  DH,  Goethe  M.  Anxiety: 
The  Therapeutic  Dilemma,  No.  2,  Management  Alternatives, 
Monograph  97-0544,  1981,  p 31 . 3.  Hollister  LE:  Anxiety: 
The  Therapeutic  Dilemma,  No  2,  Management  Alternatives, 
Monograph  97-0544,  1981,  p 13.  4.  TRANXENE  Drug 
Monograph  97-0185,  1981 , p 15. 
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Clinics  for  Crippled  Children 
Listed  for  December 

Forty  clinics  for  Illinois'  physically  handicapped  children 
have  been  scheduled  for  December  by  the  University  of  Illinois, 
Division  of  Services  for  Crippled  Children.  The  clinics  provide 
diagnostic  orthopedic,  pediatric,  speech  and  hearing  exami- 
nation, along  with  medical,  social  and  nursing  services.  There 
will  be  28  general  clinics,  10  cardiac  clinics,  one  for  children 
with  neurological  problems  and  one  for  children  with  mye- 
lodysplasia. Any  private  physician  may  refer  to  or  bring  to  a 
convenient  clinic  any  child  or  children  for  whom  he  may  want 
examination  or  consultative  services. 

1  Maryville  - Oliver  C.  Anderson  Hospital 
1 Park  Ridge  Cardiac  - AM  - Lutheran  General  Hospital 
1 Park  Ridge  General  - PM  - Lutheran  General  Hospital 

1 Wheaton  General  - Marianjoy  Rehab.  Hosp. 

2 Carmi  - Carmi  Township  Hospital 

2 Hinsdale  - Hinsdale  Sanitarium 

3 Sterling  - Community  General  Hospital 
3 Litchfield  - St.  Francis  Hospital 

3 Lake  County  Cardiac  - Victory  Mem.  Hosp. 

4 Division  Cardiac  - U.  of  I.  at  the  Medical  Center 

7 Peoria  Myelodysplasia  - St.  Francis  Medical  Center 

8 East  St.  Louis  - Community  Hospital 

8 Peoria  - St.  Francis  Medical  Center 

9 Rockford  - St.  Anthony  Hospital 

9 Rock  Island  CP  - Foundation  for  Crippled  Children  & 
Adults 

9 Champaign-Urbana  - McKinley  Health  Service  Center 
9 Chicago  Heights  General  - St.  James  Hosp. 

9 Joliet  - St.  Joseph’s  Hospital 
10  Springfield  General  - St.  John’s  Hospital 
10  West  Frankfort  - United  Mine  Worker’s  of  America  - 
Union  Hospital 

1 0  Aurora  Cardiac  - Mercy  Center  for  Health  Care  Services 
10  Kankakee  General  - St.  Mary’s  Hospital 
14  Peoria  Cardiac-  St.  Francis  Medical  Center 
14  Belleville  - Belleville  Memorial  Hospital 
14  Chicago  Heights  Cardiac  - St.  James  Hosp. 

14  Maywood  - (Orth/Ped/Neuro)  - Loyola  Medical  Center 

1 5 Rock  Island  General  - Moline  Public  Hosp. 

16  Springfield  Ped-Neuro  - St.  John’s  Hosp. 

1 6 Aurora  General  - Mercy  Center  for  Health  Care  Services 

17  Rockford  - Rockford  Memorial  Hospital 
17  Anna  - Union  County  Hospital 

1 7 Bloomington  - Mennonite  Hospital 

1 7 Elmhurst  Cardiac  - Memorial  Hospital  of  DuPage  County 

1 8 Kankakee  Cardiac  - St.  Mary’s  Hospital 
18  Evanston  - St.  Francis  Hospital 

2 1 Chicago  Heights  Cardiac  - St.  James  Hosp. 

2 1 Maywood  - (Orth/Ped)  - Loyola  Medical  Center 
23  Chicago  Heights  General  - St.  James  Hosp. 

28  Peoria  Cardiac  - St.  Francis  Med.  Center 
28  Maywood  - (Orth)  - Loyola  Medical  Center 

The  Division  of  Services  for  Crippled  Children  is  the  official 
state  agency  established  to  provide  medical,  surgical,  corrective 
and  other  services  and  facilities  for  diagnosis,  hospitalization 
and  after-care  for  children  with  crippling  conditions  or  who 
are  suffering  from  conditions  that  may  lead  to  crippling.  In 
carrying  on  its  program,  the  Division  works  cooperatively  with 
local  medical  societies,  hospitals,  the  Illinois  Children's  Hos- 
pital-School, civic  and  fraternal  clubs,  visiting  nurse  associ- 
ations, local  social  and  welfare  agencies,  local  chapters  of  the 
National  Foundation  and  other  interested  groups.  In  all  cases, 
the  work  of  the  Division  is  intended  to  extend  and  supplement, 
not  supplant,  activities  of  other  agencies,  either  public  or  pri- 
vate, state  or  local,  carried  on  in  behalf  of  crippled  children. 


The  Viewbox 


Contributing  Editor  Terrence  Demos,  M.D.,  associate  professor  of  radiology, 
Department  of  Radiology,  Loyola  University  Stritch  School  of  Medicine 


This  month’s  Viewbox  was  submitted  by  Robert  Churchill,  M.D.  and  Carlos  Reynes,  M.D., 
Department  of  Radiology,  Loyola  University  Medical  Center,  Maywood. 

The  following  sonograms  are  of  four  different  patients  with  right  upper  quadrant  abdominal 
pain.  Match  each  with  a diagnosis  below. 


Figure  1 


Figure  3 


Figure  2 


Figure  4 


What  is  your  diagnosis? 

A.  Carcinoma  of  the  gallbladder  must  be  ruled 
out. 

B.  Single  gallstone  with  acoustic  shadowing. 

C.  Impacted  stone  in  gallbladder  neck  causing 
hydrops  with  “sludge”. 

D.  Acute  cholecystitis,  cholelithiasis,  and  em- 
pyema of  the  gallbladder. 

(Continued  on  page  399) 
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ISMS  ORGANIZATION 


History  of  Founding  and  Expansion 


Twenty-nine  physicians  met  in  Springfield  June  4,  1850, 
to  organize  on  a permanent  basis  the  Illinois  State  Medical 
Society,  which  had  been  started  informally  10  years  ear- 
lier. The  founders  were  concerned  with  the  solution  of 
ethical,  scientific,  legislative  and  economic  problems.  The 
first  Constitution  and  Bylaws  and  the  first  Code  of  Med- 
ical Ethics  were  adopted,  the  first  legislative  committee 
was  appointed,  and  a resolution  outlining  the  beginnings 
of  interprofessional  relations  was  approved. 

The  Legislative  Committee  was  instructed  to  “me- 
morialize the  legislature  at  its  next  session,  praying  the 
enactment  of  a statute  providing  for  the  registration  of 
Births,  Deaths  and  Marriages.”  The  resolution  ruled  that 
“members  of  the  Society  will  discourage  the  sale  of  patent 
or  secret  nostrums  on  the  part  of  Druggists  and  Apoth- 
ecaries throughout  the  State,  and  will  patronize  insofar 
as  practicable,  only  those  who  abstain  from  the  sale  of 
such  patent  or  secret  nostrums.” 

The  first  full  time  secretary  of  the  Society  was  Dr. 
Harold  M.  Camp  who  served  for  over  35  years  until  his 
death  in  1959.  The  first  executive  administrator,  Robert 
L.  Richards,  was  employed  at  the  time  the  office  was 
moved  to  Chicago  in  I960  and  served  until  February, 
1966.  After  an  interim  service  by  Dr.  George  F.  Lull,  Mr. 
Roger  N.  White  was  selected  to  fill  the  post  in  May, 
1968.  He  was  succeeded  by  the  present  executive  ad- 
ministrator, Mr.  Alexander  R.  Lerner,  in  May,  1981. 

The  Society  published  the  early  transactions  in  book 
form,  presenting  not  only  the  minutes  of  the  House  of 


Delegates,  but  also  all  scientific  papers  given  at  each 
annual  convention.  In  1899  a new  era  of  communications 
began,  for  at  that  time,  the  Illinois  Medical  Journal  was 
established  and  became  the  first  “official  organ  of  the 
Society.” 

Dr.  G.  N.  Kreider  was  its  first  editor  and  served  until 
1913,  followed  by  Dr.  Clyde  D.  Pence  with  Dr.  Henry 
G.  Olds  as  the  first  managing  editor.  Dr.  Charles  G. 
Whalen  became  editor  in  1919  and  he  and  Dr.  Olds 
served  until  they  died  in  1940.  Dr.  Camp  followed  Dr. 
Whalen,  and  Dr.  Theodore  R.  Van  Dellen  was  the  editor 
for  18  years  ending  1977.  Subsequently,  an  Editorial  Board 
was  established  to  review  and  determine  clinical  content 
for  the  IMJ.  The  Editorial  Board  reports  to  the  ISMS 
Publications  Committee. 

Dr.  Whalen  spearheaded  many  important  activities  in 
medicine,  and  has  been  called  “the  outstanding  champion 
of  the  medical  profession  in  its  economic  contacts.”  He 
has  been  credited  as  one  of  the  first  medical  editors  to 
blast  “the  socialization  of  medicine  in  this  country.”  In 
1922,  he  wrote  extensively  on  state  medicine,  workmen’s 
compensation,  compulsory  health  insurance,  free  hos- 
pitalization and  federal  aid. 

The  first  Fifty  Year  Club  in  the  United  States  was 
announced  by  the  Illinois  Medical  Journal  in  1938. 

The  fourth  largest  medical  society  in  the  country  has 
developed  from  these  embryonic  beginnings.  This  edition 
of  the  Illinois  Medical  Journal  offers  you  an  opportunity 
to  contrast  the  extensive  services  available  to  the  mem- 
bership today  with  those  offered  in  the  past. 
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Principles  of  Medical  Ethics 


Preamble:  The  medical  profession  has 
long  subscribed  to  a body  of  ethical 
statements  developed  primarily  for  the 
benefit  of  the  patient.  As  a member  of 
this  profession,  a physician  must  recog- 
nize responsibility  not  only  to  patients, 
but  also  to  society,  to  other  health 
professionals,  and  to  self.  The  following 
Principles  adopted  by  the  American 
Medical  Association  are  not  laws,  but 
standards  of  conduct  which  define  the 
essentials  of  honorable  behavior  for  the 
physician. 

I.  A physician  shall  be  dedicated  to 
providing  competent  medical  service 
with  compassion  and  respect  for  human 
dignity. 

II.  A physician  shall  deal  honestly  with 
patients  and  colleagues,  and  strive  to 
expose  those  physicians  deficient  in 
character  or  competence,  or  who  engage 
in  fraud  or  deception. 

III.  A physician  shall  respect  the  law 
and  also  recognize  a responsibility  to  seek 
changes  in  those  requirements  which  are 


contrary  to  the  best  interests  of  the  pa- 
tient. 

IV.  A physician  shall  respect  the  rights 
of  patients,  of  colleagues,  and  of  other 
health  professionals,  and  shall  safeguard 
patient  confidences  within  the  con- 
straints of  the  law. 

V.  A physician  shall  continue  to  study, 
apply  and  advance  scientific  knowledge, 
make  relevant  information  available  to 
patients,  colleagues,  and  the  public,  ob- 
tain consultation,  and  use  the  talents  of 
other  health  professionals  when  indi- 
cated. 

VI.  A physician  shall,  in  the  provision 
of  appropriate  patient  care,  except  in 
emergencies,  be  free  to  choose  whom  to 
serve,  with  whom  to  associate,  and  the 
environment  in  which  to  provide  medical 
services. 

VII.  A physician  shall  recognize  a re- 
sponsibility to  participate  in  activities 
contributing  to  an  improved  community. 


Adopted  by  the  American  Medical 
Association  House  of  Delegates,  July,  1980 


298 


Illinois  Medical  Journal 


ILLINOIS  STATE  MEDICAL  SOCIETY 


Constitution  And  Bylaws 

Adopted,  1903 
As  Amended,  1981 


CONSTITUTION 


ARTICLE  I.  NAME 

The  name  and  title  of  this  organization  shall  be  the  Illinois 
State  Medical  Society. 

ARTICLE  II.  PURPOSES  OF  THE  SOCIETY 

The  purposes  of  this  Society  are  to  promote  the  science  and 
art  of  medicine,  to  protect  the  public  health,  to  elevate  the 
standards  of  medical  education  and  to  unite  the  medical 
profession  behind  these  purposes;  to  promote  similar  interests 
in  the  component  societies  and  to  unite  with  similar  orga- 
nizations in  other  states  and  territories  of  the  United  States 
to  form  the  American  Medical  Association.  The  Society  shall 
inform  the  public  and  the  profession  concerning  the  advance- 
ments in  medical  science  and  the  advantages  of  proper  medical 
care. 

ARTICLE  III.  COMPONENT  SOCIETIES 

Component  societies  shall  consist  of  those  county  medical 
societies  which  hold  charters  from  this  Society. 

ARTICLE  IV.  COMPOSITION  OF  THE  SOCIETY 

The  Society  shall  consist  of  active  members  and  such  other 
members  as  the  Bylaws  may  provide. 

ARTICLE  V.  HOUSE  OF  DELEGATES 
Section  1 . The  House  of  Delegates  shall  be  the  legislative  body 
of  the  Illinois  State  Medical  Society,  and  unless  otherwise 
herein  provided,  its  deliberations  shall  be  binding  upon  the 
officers,  including  the  Board  of  Trustees.  The  House  of  Del- 
egates shall  set  the  basic  policy  and  philosophy  of  the  Society. 
Section  2.  The  House  of  Delegates  shall  elect  the  general  of- 
ficers, except  as  otherwise  provided  in  the  Bylaws. 

Section  3.  The  House  of  Delegates  shall  elect  members  to 
serve  on  the  Judicial  Panel.  The  Judicial  Panel  shall  perform 
all  judicial  functions  on  behalf  of  the  Illinois  State  Medical 


Society,  shall  review  all  questions  of  ethics  and  shall  interpret 
all  rules  and  regulations  of  the  Society.  Further,  it  shall  conduct 
all  hearings  on  appeals  taken  from  decisions  of  component 
medical  societies,  arising  out  of  disciplinary  actions  against 
physicians. 

ARTICLE  VI.  OFFICERS 

The  officers  of  this  Society  shall  be  a president,  a president- 
elect, a first  vice  president,  a second  vice  president,  a secretary- 
treasurer,  a speaker  and  vice  speaker  of  the  House  of  Delegates, 
and  such  trustees  and  other  officers  as  the  Bylaws  may  provide. 

ARTICLE  VII.  BOARD  OF  TRUSTEES 

The  Board  of  Trustees,  whose  duties  are  executive,  shall  have 
charge  of  all  property  and  all  financial  affairs  of  the  Society, 
and  shall  perform  such  other  duties  as  are  prescribed  by  law 
governing  the  directors  of  corporations,  or  as  may  be  prescribed 
in  the  Bylaws. 

ARTICLE  VIII.  CONVENTIONS  AND  MEETINGS 

The  Society  shall  hold  an  annual  convention  during  which 
there  shall  be  a business  meeting  of  the  House  of  Delegates 
which  shall  be  open  to  all  registered  members. 

ARTICLE  IX.  THE  SEAL 

This  Society  shall  have  a common  seal  with  power  to  break, 
change  or  renew  the  same  when  necessary. 

ARTICLE  X.  AMENDMENTS 

The  House  of  Delegates  may  amend  this  Constitution  at  any 
annual  or  interim  business  meeting  of  the  House  of  Delegates 
provided  that  the  amendment  shall  have  been  proposed  at  a 
preceding  annual  or  interim  business  meeting,  and  that  two- 
thirds  of  the  members  of  the  House  of  Delegates  seated  concur 
in  the  amendment. 


BYLAWS 


CHAPTER  I.  MEMBERSHIP 

Section  1.  Members.  Members  shall  consist  of  Regular  mem- 
bers, Emeritus  members.  Retired  members.  Service  members, 
Distinguished  members.  In-training  members  and  Student 
members.  Members  enjoy  full  rights  and  privileges,  including 
the  right  to  vote  and  hold  office  and  are  counted  in  determining 
the  strength  of  the  Society’s  Delegation  to  the  American 
Medical  Association. 

A.  Regular  Members.  Regular  members  shall  be  those  phy- 
sicians licensed  to  practice  medicine  in  all  its  branches  in 
the  State  of  Illinois,  who  are  either  residents  of  the  State 
of  Illinois  or  who  practice  principally  in  Illinois,  are  persons 
of  good  moral  character  and  professional  standing  and 
members  of  their  ISMS  component  society. 

Members  in  good  standing  moving  out  of  Illinois  may 
retain  membership  (not  to  exceed  one  year)  in  the  Illinois 
State  Medical  Society  until  they  are  accepted  into  mem- 


bership in  the  medical  society  of  the  state  to  which  they 
have  moved. 

Physicians  serving  as  full-time  employees  of  the  American 
Medical  Association  and  other  physicians  licensed  in  one 
of  the  states  or  territories  of  the  United  States  but  not 
licensed  in  Illinois  may  become  regular  members  although 
they  are  not  actively  engaged  in  the  practice  of  medicine. 

B.  Emeritus  Members.  Emeritus  members  are  those  who  have 
been  regular  members  in  good  standing  for  thirty-five  years 
and  have  reached  or  will  have  reached  the  age  of  seventy 
before  the  next  fiscal  year  of  the  Society,  have  made  written 
application  which  is  received  by  their  component  society 
prior  to  December  31  and  have  been  recommended  by 
their  component  society  for  emeritus  status.  Such  mem- 
bership shall  be  effective  January  first  of  the  year  following 
election.  Credit  for  membership  in  other  American  Medical 
Association  constituent  societies  shall  be  accorded  trans- 
ferees, provided  they  have  been  members  of  the  Society 
for  at  least  five  years. 
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C.  Retired  Members.  Retired  members  shall  consist  of  those 
who  have  been  regular  members  and  who  by  reason  of 
age  or  incapacity  have  retired  from  active  practice  and 
who  upon  application  and  recommendation  from  their 
component  society  have  been  made  retired  members. 
Retired  status  is  not  available  to  physicians  who  assume 
compensated  positions  after  retiring  from  medical  practice. 

D.  Service  Members.  Physicians  serving  as  medical  officers 
in  the  United  States  Governmental  Services,  who  are 
members  of  a component  society,  so  long  as  they  are  en- 
gaged actively  fulltime  in  their  respective  service,  and 
thereafter  if  they  have  been  retired  on  account  of  age  or 
physical  disability,  shall  be  elected  to  service  membership. 

E.  Distinguished  Members.  Physicians  of  Illinois  or  other 
states  or  foreign  countries  who  have  risen  to  prominence 
in  the  profession,  teachers  of  medicine  or  of  the  sciences 
allied  to  medicine,  not  eligible  for  regular  membership, 
or  members  of  associated  arts  and  sciences,  who  have 
made  significant  contributions  to  medicine  may  be  nom- 
inated by  any  member  of  the  House  of  Delegates  and  may 
be  elected  by  the  House  at  any  annual  convention  by  a 
two-thirds  affirmative  vote  of  those  present  and  voting. 
They  shall  not  be  considered  as  members  in  determining 
the  number  of  delegates  to  the  American  Medical  Asso- 
ciation, but  they  may  participate  in  all  other  society  ac- 
tivities. 

F.  In-Training  Members.  In-training  members  are  persons 
who  are  medical  school  graduates,  of  good  moral  character 
and  professional  standing  and  serving  an  internship  or 
residency  approved  by  the  American  Medical  Association 
in  the  State  of  Illinois  and  are  members,  of  a component 
medical  society.  Membership  shall  end  at  the  end  of  the 
year  in  which  training  is  terminated.  Following  this,  in- 
training  members  may  apply  for  regular  membership 
through  their  component  society. 

G.  Student  Members.  Student  members  are  those  who  are 
currently  enrolled  in  an  Illinois  medical  school  or  are  Il- 
linois residents  enrolled  in  an  approved  medical  school 
within  the  boundaries  of  the  United  States,  are  of  good 
moral  character,  professional  and  academic  standing  and 
student  members  of  a component  society. 

Section  2.  Discrimination  of  Membership.  Membership  in  the 

Illinois  State  Medical  Society  shall  not  be  denied  or  abridged 

because  of  color,  creed,  race,  religion,  sex  or  ethnic  origin. 

Section  3.  Tenure  and  Termination. 

A.  Tenure  of  Membership.  The  name  of  a physician  on  a 
properly  certified  roster  of  members  of  a component  society 
which  has  paid  its  annual  assessments,  shall  be  prima  facie 
evidence  of  membership  so  long  as  he  complies  with  the 
provisions  of  this  Constitution  and  Bylaws.  A member 
shall  hold  only  one  type  of  membership  at  any  one  time. 

B.  Termination  of  Membership.  Any  person  who  is  under 
sentence  of  suspension  or  expulsion  from  a component 
society  shall  not  be  entitled  to  any  of  the  rights  or  benefits 
of  the  society  nor  shall  he  be  permitted  to  take  part  in 
any  of  the  proceedings  until  he  has  been  reinstated.  Sus- 
pension will  in  no  way  affect  insurance  benefits. 

A member  whose  dues  are  unpaid  by  March  31  of  the 
current  year  ceases  to  be  in  good  standing  and  shall  be 
notified  of  his  delinquency  by  the  secretary.  A member 
whose  dues  or  assessments  remain  unpaid  on  April  30  of 
the  current  year  shall  automatically  be  dropped  from 
membership.  An  individual  who  has  forfeited  membership 
for  non-payment  of  dues  or  assessments  may  be  reinstated 
as  a member  before  two  years  have  elapsed,  providing,  in 
the  interim,  he  has  not  been  guilty  of  conduct  prejudicial 
to  membership,  by  the  full  payment  of  all  dues  or  as- 
sessments in  arrears  from  the  date  that  he  was  last  in  good 
standing.  If  two  or  more  years  have  elapsed  since  he  was 
a member  in  good  standing,  he  will  be  required  to  make 
application  as  a new  member. 

Any  member  in  good  standing  who  resigns  voluntarily  by 


December  3 1 of  any  year  may  be  reinstated  within  one 
year  of  his  resignation  by  paying  all  dues  and  assessments 
that  fell  due  during  the  period  that  his  membership  lapsed. 
If  more  than  one  year  has  elapsed  since  his  resignation, 
he  must  apply  as  a new  member.  Any  past  member  who 
regains  membership  by  payment  of  all  dues  and  assess- 
ments in  arrears  shall  be  eligible  for  membership  benefits 
only  to  the  extent  and  in  the  same  manner  as  a new  member 
initially  joining  the  society. 

CHAPTER  II.  DUES,  FUNDS  AND  ASSESSMENTS 
Section  1 . Dues.  Annual  dues  may  be  levied  by  the  House  of 
Delegates  on  each  class  of  membership.  The  amount  of  dues 
shall  be  recommended  by  the  Board  of  Trustees  and  shall  be 
fixed  by  the  House  of  Delegates  at  the  Annual  Meeting  and 
shall  include  the  dues  and/or  assessments  approved  by  the 
House  of  Delegates  of  the  American  Medical  Association. 
These  shall  include  the  annual  subscription  to  the  Illinois 
Medical  Journal  which  shall  be  at  least  fifty  percent  of  the 
regular  subscription  price  of  the  Journal.  Only  Regular,  In- 
training and  Student  members  shall  be  assessed  annual  dues. 
Dues  for  its  members  shall  be  forwarded  by  the  component 
society  prior  to  March  3 1 of  each  year. 

Section  2.  Reduction  and  Remission  of  Dues.  Physicians  in 
private  practice  of  medicine  may  be  given  a fifty  percent 
reduction  in  dues  during  the  first  year  of  practice,  upon  rec- 
ommendation of  their  component  society.  Physicians  ap- 
proved for  membership  after  June  30  shall  pay  one-half  the 
annual  dues  for  that  year.  The  Board  of  Trustees  may  authorize 
remission  of  dues  of  any  member  on  recommendation  of  his 
component  society  for  good  reason.  In  such  cases  the  secretary 
shall  recommend  remission  of  dues  by  the  American  Medical 
Association.  Emeritus  members.  Retired  members.  Service 
members  and  Distinguished  members  are  not  required  to  pay 
dues. 

Section  3.  Assessments  and  Funds.  In  addition  to  dues,  as- 
sessments may  be  made  on  dues-paying  members  as  may  be 
recommended  by  the  Board  of  Trustees  and  approved  by  the 
House  of  Delegates.  Unless  specifically  indicated  as  voluntary, 
any  assessment  passed  by  the  ISMS  House  of  Delegates  shall 
be  considered  a part  of  a member’s  dues  for  the  purposes  of 
membership  in  this  organization. 

CHAPTER  III. 

EDUCATIONAL  AND  SCIENTIFIC  PROGRAMS 
Educational  and  scientific  programs  shall  be  provided  by  the 
Society  at  such  times  and  places  as  recommended  by  the 
Board  of  Trustees  and  approved  by  the  House  of  Delegates. 

CHAPTER  IV.  HOUSE  OF  DELEGATES 

Section  1 . Composition.  The  voting  membership  of  the  House 
of  Delegates  shall  consist  of  1 ) delegates  elected  by  component 
societies,  2)  the  President,  3)  the  President-elect,  4)  the  Vice 
Presidents,  5)  the  Secretary-Treasurer,  6)  the  Speaker  and 
Vice  Speaker,  7)  Trustees,  8)  one  delegate  elected  by  the  Res- 
ident Physicians  Section  and  9)  one  delegate  elected  by  the 
Medical  Student  Section. 

Those  having  the  privilege  of  the  floor  without  vote  are 
past  trustees,  past  presidents,  past  speakers,  general  officers 
of  the  American  Medical  Association,  members  of  the  Illinois 
delegation  to  the  AMA  who  are  not  otherwise  voting  members 
of  the  ISMS  House  of  Delegates,  and  one  representative  from 
each  member  organization  of  the  Council  on  Affiliate  Societies. 
Section  2.  Delegates.  Each  component  society  shall  be  entitled 
to  send  one  of  its  members  to  the  House  of  Delegates  each 
year  for  each  seventy-five  members,  not  to  include  student 
members,  and  one  for  a major  fraction  thereof,  but  each  com- 
ponent society  which  has  made  its  annual  report  and  paid  its 
assessment  as  provided  for  in  this  Constitution  and  Bylaws 
shall  be  entitled  to  one  delegate.  The  number  of  delegates  to 
which  any  component  society  is  entitled  shall  be  determined 
by  the  number  of  members  of  the  component  society  on 
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membership  roils  of  the  Illinois  State  Medical  Society  as  of 
December  3 1 of  the  preceding  year.  The  term  of  office  of  a 
delegate  shall  begin  January  first  following  his  election  and 
shall  be  for  two  years,  or  until  his  successor  has  been  elected. 
Component  societies  with  only  one  delegate  may  elect  for 
one  year. 

Section  3.  Affiliate  Group  Delegates.  There  shall  be  a Resident 
Physicians  Section  and  a Medical  Student  Section,  which  shall 
be  open,  respectively,  to  all  in-training  and  medical  student 
members  of  ISMS.  The  business  of  each  organization  shall 
be  conducted  by  a governing  council  in  accordance  with  bylaws 
approved  by  the  ISMS  House  of  Delegates.  The  governing 
council  of  each  organization  shall  include  one  delegate  with 
vote  in  the  ISMS  House  of  Delegates  and  one  alternate  del- 
egate. 

Section  4.  Time  and  Place  of  Meetings.  The  House  of  Delegates 
shall  meet  twice  each  year.  These  two  meetings  shall  be  des- 
ignated as  the  annual  meeting  and  the  interim  meeting.  The 
time  and  place  of  both  shall  be  as  the  House  determines, 
except  that  the  interim  meeting  should  not  exceed  three  days 
and  its  business  shall  be  restricted  in  accordance  with  the 
provisions  of  Section  1 1 of  this  chapter.  The  interim  meeting 
should  be  held  in  a district  other  than  where  the  annual  meeting 
is  held.  Within  100  days  after  the  annual  meeting,  the  Board 
of  Trustees  shall  decide  if  there  is  to  be  an  interim  meeting. 
If  the  Board  finds  that  there  is  not  sufficient,  relevant  business 
for  the  House,  the  Board  may  cancel  the  interim  session. 
Section  5.  Quorum.  Fifty  delegates  representing  no  less  than 
twenty  component  societies  shall  constitute  a quorum  for  the 
transaction  of  business. 

Section  6.  Special  Meetings.  Special  meetings  of  the  House 
of  Delegates  may  be  called  by  a majority  of  the  Board  of 
Trustees  or  upon  petition  of  twenty  component  societies.  When 
a special  meeting  is  called,  the  secretary  shall  mail  a notice 
to  the  last  known  address  of  each  member  of  the  House  of 
Delegates  at  least  ten  days  before  the  special  meeting  is  to  be 
held.  The  notice  shall  specify  the  time  and  place  of  the  meeting 
and  the  purpose  for  which  the  meeting  is  called.  The  meeting 
shall  not  consider  any  business  except  that  for  which  it  was 
called. 

Section  7.  Registration.  Before  being  seated  at  any  annual  or 
special  session,  each  delegate  or  his  alternate  shall  deposit 
with  the  Reference  Committee  on  Credentials  a certificate 
signed  by  the  President  and/or  the  Secretary  of  his  component 
society  stating  that  the  delegate  or  alternate  has  been  regularly 
elected  to  the  House  of  Delegates.  A delegate  or  his  alternate 
may  be  seated  without  credentials,  provided  he  is  properly 
identified  and  is  certified  to  the  secretary  of  the  Illinois  State 
Medical  Society.  Whenever  a delegate  or  his  alternate  are 
unable  to  attend  a particular  meeting,  the  component  society 
may  select  and  certify  a substitute  delegate  who  shall  have 
the  same  powers  and  duties  as  did  the  delegate.  A delegate 
whose  credentials  have  been  accepted  by  the  Reference  Com- 
mittee on  Credentials  and  whose  name  has  been  placed  on 
the  roll  of  the  House,  shall  remain  a delegate  until  the  final 
adjournment  of  that  session.  If  a delegate,  once  seated,  is 
unable  to  be  present  for  reasons  acceptable  to  the  Committee 
on  Credentials,  an  alternate  may  be  certified  by  the  committee. 
After  the  alternate  has  been  seated,  he  cannot  be  replaced  for 
that  session. 

Section  8.  District  Division.  The  House  of  Delegates  shall 
divide  the  state  into  districts,  specifying  which  counties  each 
district  shall  include. 

Section  9.  Order  of  Procedure.  The  order  of  business  of  the 
House  of  Delegates  shall  be  determined  by  the  Speaker,  subject 
to  approval  by  the  Reference  Committee  on  Rules  and  Order 
of  Business.  Sturgis  Standard  Code  of  Parliamentary  Proce- 
dure, Current  Edition,  shall  be  the  guide  for  all  procedure 
when  not  in  conflict  with  the  Constitution  and  Bylaws. 
Section  10.  Privilege  of  the  Floor.  The  House  of  Delegates  by 
two-thirds  vote  of  those  present  and  voting,  may  extend  an 
invitation  to  address  the  House  to  any  person  who  in  its 


judgment  might  assist  in  its  deliberations. 

Section  1 1 . Introduction  of  Resolutions  and  Other  Business. 
All  resolutions  must  be  introduced  by  a voting  member  of 
the  House.  Resolutions  submitted  nine  weeks  prior  to  the 
annual  or  interim  meeting  of  the  House  will  be  listed  in  the 
delegates  handbook  citing  author  and  subject  only;  a full  copy 
of  all  resolutions  will  be  mailed  to  the  delegates.  Resolutions 
to  be  mailed  to  the  delegates  prior  to  the  annual  or  interim 
meeting  must  be  received  at  ISMS  headquarters  30  days  prior 
to  the  annual  or  interim  meeting.  Resolutions  received  after 
the  above  date  must  be  approved  by  the  Committee  on  Rules 
and  Order  of  Business  or  by  a two-thirds  vote  of  the  House 
of  Delegates  before  they  will  be  considered  as  business  of  the 
House.  The  only  business  to  be  considered  by  the  House  of 
Delegates  during  an  interim  meeting  will  be: 

1.  Resolutions  and  information  reports  introduced  by  the 
Board  of  Trustees  as  urgent  business. 

2.  Resolutions  on  matters  of  national  importance  and  con- 
sidered urgent  introduced  by  a voting  member  of  the  House 
of  Delegates  on  behalf  of  the  AM  A delegation  under  the  same 
conditions  as  below. 

3.  Resolutions  introduced  by  individual  delegates,  by  the 
Resident  Physicians  Section,  or  by  the  Medical  Student  Section 
which  are  considered  urgent  and  accepted  by  the  Committee 
on  Rules  and  Order  of  Business. 

4.  Decisions  of  the  Committee  on  Rules  and  Order  of  Busi- 
ness regarding  the  introduction  of  resolutions  at  the  Interim 
Meeting  may  be  overruled  by  a majority  of  the  House  of 
Delegates.  Resolutions  which  are  not  considered  urgent  will 
be  carried  over  to  the  next  annual  meeting. 

Reports  of  committees,  councils  and  officers  should  be  in- 
formational and  should  not  contain  requests  for  House  action. 
Recommendations  of  committees,  councils  and  officers  should 
be  submitted  to  the  House  in  resolution  form.  Reports,  res- 
olutions and  requests  for  action  after  the  opening  of  the  first 
session  of  the  House  of  Delegates  shall  require  for  consid- 
eration a two-thirds  affirmative  vote. 

Section  1 2.  Judicial  Panel.  The  House  of  Delegates  shall  create 
a Judicial  Panel  and  shall  elect  five  (5)  of  its  active  members 
to  serve  on  the  Panel,  in  a manner  set  forth  in  Chapter  XI 
of  these  Bylaws.  The  Judicial  Panel  shall  review  all  questions 
of  ethics  and  shall  interpret  the  laws  and  rules  of  the  Society. 
It  shall  consider  all  questions  of  an  ethical  nature  and  it  shall 
conduct  hearings  on  appeals  taken  from  decisions  of  com- 
ponent societies  on  ethical  relations  matters  and  other  disputes 
involving  the  rights  and  privileges  of  physicians. 

CHAPTER  V.  ELECTION  OF  OFFICERS 
Section  1 . Officers.  The  officers  of  this  Society  shall  consist 
of  the  president,  president-elect,  first  and  second  vice  pres- 
idents, secretary-treasurer,  speaker  and  vice  speaker,  twenty- 
one  trustees  and  one  trustee-at-large,  and  delegates  and  al- 
ternate delegates  to  the  American  Medical  Association. 
Section  2.  Elections.  All  elections  shall  be  by  ballot  except 
when  there  is  only  one  candidate  for  a given  office,  then 
election  may  be  by  voice  vote. 

The  majority  of  votes  cast  shall  be  necessary  to  elect. 

The  election  of  officers,  delegates  and  alternate  delegates 
to  the  AMA,  shall  follow  the  completion  of  action  on  current 
and  old  business  at  the  final  session  of  the  House  of  Delegates. 
Section  3.  Terms  of  Office.  The  president-elect,  vice-presidents, 
secretary-treasurer,  the  speaker  and  vice  speaker  shall  be 
elected  annually  by  the  House  of  Delegates  to  serve  for  a term 
of  one  year. 

Members  of  the  Board  of  Trustees  shall  be  elected  by  the 
House  of  Delegates  to  serve  for  a term  of  three  years.  The 
number  of  consecutive  terms  that  may  be  served  by  a trustee 
is  limited  to  three.  This  shall  become  effective  July  1,  1975, 
and  shall  not  have  retroactive  application. 

The  speaker  and  vice  speaker  shall  not  be  elected  for  more 
than  two  consecutive  terms  to  their  respective  offices;  they 
shall  be  elected  from  the  membership  of  the  House  of  Del- 
egates. 
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Delegates  and  alternate  delegates  to  the  AMA  shall  be  elected 
by  the  House  of  Delegates  for  two-year  terms,  except  in  the 
event  of  their  election  to  fill  a portion  of  another’s  unexpired 
term. 

The  president-elect  shall  be  inducted  into  the  office  of  pres- 
ident by  the  retiring  president  during  the  final  session  of  the 
House  of  Delegates.  After  assuming  office  at  the  adjournment 
of  the  annual  business  meeting,  he  shall  continue  in  office 
until  his  successor  has  been  elected  and  installed.  Following 
his  retirement  as  president,  he  shall  automatically  become 
trustee-at-large  for  a term  of  one  year. 

CHAPTER  VI.  DUTIES  OF  OFFICERS 

Section  1.  The  President.  The  president  of  the  Illinois  State 
Medical  Society  shall  lead  the  Society  in  all  its  functions.  He 
shall  deliver  an  annual  address  at  such  time  as  may  be  arranged, 
and  perform  other  duties  as  custom  and  parliamentary  usage 
may  require.  He  shall  also  appoint  such  task  forces  as  may 
be  needed  by  the  Society. 

Section  2.  The  President-Elect.  The  President-Elect  shall  attend 
all  meetings  of  the  Board  of  Trustees  and  the  Executive  Com- 
mittee, shall  study  the  relationship  between  the  Chairman  of 
the  Board  and  the  President  and  shall  study  the  responsibilities 
and  duties  of  the  Executive  Administrator,  Chairman  of  the 
Board  and  President  so  that  when  his  term  as  President  com- 
mences, he  will  have  an  understanding  of  his  duties  and  re- 
sponsibilities.- He  shall  also  serve  as  chairman  of  the 
Committee  on  Planning  and  Priorities. 

Section  3.  The  Vice  Presidents.  The  vice  presidents  shall  act 
for  and  perform  such  duties  for  the  president  as  he  shall 
direct.  They  shall,  when  so  acting,  implement  and  advance 
the  programs  and  policies  of  the  president. 

In  the  event  of  the  president’s  death,  resignation  or  removal 
from  office,  the  first  vice  president  shall  succeed  to  the  pres- 
idency. 

In  the  event  of  a vacancy  in  the  office  of  first  vice  president, 
the  second  vice  president  will  become  first  vice  president. 
Section  4.  Successor  to  President-Elect.  In  the  case  of  death, 
resignation,  or  removal  from  office  of  the  president-elect,  the 
office  shall  be  filled  by  the  House  of  Delegates  at  the  next 
annual  convention  by  election  at  a time  recommended  by  the 
Reference  Committee  on  Rules  and  Order  of  Business. 
Section  5.  The  Speaker.  The  Speaker,  who  shall  be  versed  in 
parliamentary  procedure,  shall  preside  at  the  meetings  of  the 
House  of  Delegates  and  shall  perform  such  duties  as  custom 
and  parliamentary  usage  require. 

He  shall  appoint  all  committees  of  the  House  of  Delegates. 

He  shall  seek  the  advice  of  officers  and  trustees. 

He  shall  be  a member  of  the  Committee  on  Constitution 
and  Bylaws. 

Section  6.  The  Vice  Speaker.  The  vice  speaker  shall  preside 
for  the  speaker  in  the  latter’s  absence  at  his  request.  In  case 
of  death,  or  resignation  of  the  speaker,  the  vice-speaker  shall 
serve  during  the  unexpired  term. 

Section  7.  The  Secretary-Treasurer.  In  addition  to  the  rights 
and  duties  ordinarily  devolving  on  the  secretary  of  a cor- 
poration by  law,  custom  or  parliamentary  usage,  and  those 
granted  or  imposed  in  other  provisions  of  the  Constitution 
and  these  Bylaws,  the  secretary-treasurer  shall  be  the  official 
custodian  of  all  securities  and  the  income  therefrom  owned 
by  the  Society,  subject  to  the  direction  and  disposition  of  the 
Board  of  Trustees.  He  shall  be  a member  of  the  Finance 
Committee  of  the  Board  of  Trustees. 

The  Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  secretary-treasurer,  of 
all  or  any  part  of  such  securities  and  to  act  as  agent  of  the 
Society  in  collecting  the  income  therefrom. 

He  shall  perform  such  other  duties  as  may  be  directed  by 
the  House  of  Delegates  or  by  the  Board  of  Trustees. 

In  the  event  of  a vacancy  in  the  office  of  the  secretary'- 
treasurer,  the  Board  of  Trustees  shall  fill  the  vacancy  until 
the  next  annual  election. 


Section  8.  Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association.  Members  of  the  Illinois  State  Medical 
Society’s  delegation  to  the  American  Medical  Association  are 
officers  of  this  society  and,  as  such,  share  jointly  with  the 
Board  of  Trustees  the  responsibility  for  carrying  out  policies 
established  by  the  ISMS  House  of  Delegates  as  they  pertain 
to  the  AMA  activities. 

They  shall  have  the  privilege  of  the  floor  in  the  ISMS  House 
of  Delegates. 

Members  of  the  delegation  are  responsible  for  participating 
actively  in  the  House  of  Delegates  of  ISMS  and  the  AMA  to 
the  extent  allowed  under  the  bylaws  of  each  organization. 
They  are  responsible  for  submitting  to  the  AMA  appropriate 
resolutions  and  they  are  obliged  to  seek  passage  of  these  res- 
olutions in  the  AMA  House  of  Delegates  until  such  time  as 
circumstances  and/or  additional  facts  make  continued  effort 
impractical  or  impossible. 

CHAPTER  VII.  THE  BOARD  OF  TRUSTEES 
Section  1.  Composition.  The  Board  of  Trustees  shall  consist 
of:  twenty-one  trustees  elected  by  the  House  of  Delegates, 
one  trustee-at-large  (the  retiring  president,  who  shall  serve  a 
term  of  one  year),  the  president,  the  president-elect,  the  speaker 
and  vice  speaker  of  the  House  of  Delegates,  the  first  vice 
president  and  second  vice  president,  and  the  secretary-treas- 
urer. Ten  trustees  shall  be  chosen  from  District  3 and  one 
from  each  of  the  other  eleven  districts. 

The  trustee  districts  of  the  Illinois  State  Medical  Society 
shall  be: 

First  District— Counties  of  Kane,  Lake,  McHenry. 

Second  District  — Counties  of  Bureau,  LaSalle,  Livingston, 
Marshall,  Putnam,  Woodford. 

Third  District— Cook  County. 

Fourth  District— Counties  of  Fulton,  Hancock,  Henderson, 
Henry,  Knox,  McDonough,  Mercer,  Peoria,  Rock  Island, 
Schuyler,  Stark,  Tazewell,  Warren. 

Fifth  District— Counties  of  DeWitt,  Logan,  McLean,  Mason, 
Menard,  Montgomery,  Sangamon. 

Sixth  District— Counties  of  Adams,  Brown,  Calhoun,  Cass, 
Greene,  Jersey,  Macoupin,  Madison,  Morgan,  Pike,  Scott. 
Seventh  District— Counties  of  Bond,  Christian,  Clay,  Clinton, 
Effingham,  Fayette,  Macon,  Marion,  Moultrie,  Piatt,  Shelby. 
Eighth  District— Counties  of  Champaign,  Clark,  Coles,  Craw- 
ford, Cumberland,  Douglas,  Edgar,  Jasper,  Lawrence, 
Richland,  Vermilion. 

Ninth  District— Counties  of  Alexander,  Edwards,  Franklin, 
Gallatin,  Hamilton,  Hardin,  Jackson,  Jefferson,  Johnson, 
Massac,  Pope,  Pulaski,  Saline,  Union,  Wabash,  Wayne, 
White,  Williamson. 

Tenth  District— Counties  of  Monroe,  Perry,  Randolph,  St. 
Clair,  Washington. 

Eleventh  District— Counties  of  DuPage,  Ford,  Grundy,  Iro- 
quois, Kankakee,  Kendall,  Will. 

Twelfth  District  — Counties  of  Boone,  Carroll,  DeKalb,  Jo 
Daviess,  Lee,  Ogle,  Stephenson,  Whiteside,  Winnebago. 
Section  2.  Duties.  The  duties  of  the  Board  of  Trustees  are 
executive  and  custodial. 

A.  Executive  Duties.  The  Board  of  Trustees  shall  implement 
all  mandates  from  the  House  of  Delegates  except  in  matters 
of  property  or  finance  when  it  shall  have  sole  authority. 

The  Board  of  Trustees  may  establish  a not-for-profit 
corporation  of  physicians  known  as  the  Illinois  Foundation 
for  Medical  Care. 

The  Board  of  Trustees  may  request  a report  from  any 
committee  in  the  interim  between  meetings  of  the  House 
of  Delegates. 

B.  Custodial  Duties.  The  Board  of  Trustees  shall  have  charge 
and  control  of  all  property  of  whatsoever  nature  belonging 
to  the  Society,  and  of  all  funds  from  whatsoever  source 
belonging  to  the  Society. 

No  person  shall  expend  or  use  for  any  purpose  money 
belonging  to  the  Society  without  the  approval  of  the  Board 
of  Trustees. 
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All  money  received  by  the  Board  of  Trustees  and  its 
agents,  resulting  from  the  duties  assigned  them,  shall  be 
paid  into  the  treasury  of  the  Society,  and  all  orders  on  the 
treasury  for  disbursement  of  money  shall  be  approved  by 
the  Board. 

The  Board  of  Trustees  shall  formulate  rules  governing 
the  expenditure  of  money  to  meet  the  necessary  running 
expenses  and  fixed  charges  of  the  Society. 

All  acts  of  the  House  of  Delegates  involving  the  ex- 
penditure, appropriation  or  use  in  any  manner  of  money, 
or  the  acquisition  or  disposal  in  any  manner  of  property 
of  any  kind  belonging  to  the  Society,  must  be  approved 
by  the  Board  of  Trustees  before  same  shall  become  ef- 
fective. 

Funds  may  be  appropriated  to  encourage  scientific  in- 
vestigation, medical  education  or  any  other  purpose 
deemed  proper  and  approved  by  the  Board  of  Trustees. 

Section  3.  Executive  Administrator.  The  Board  of  Trustees 
shall  employ  an  executive  administrator  (who,  when  he  shall 
be  a physician,  may  be  designated  as  the  executive  vice  pres- 
ident) whose  duties  shall  be  determined  by  the  Board.  He 
shall  be  responsible  to  the  chairman  of  the  Board.  The  Board 
shall  review  at  each  of  its  meetings  the  interim  activities  of 
the  administrator.  The  Board  also  shall  employ  such  other 
people  as  are  needed  for  the  conduct  of  the  affairs  of  the 
Society. 

Section  4.  Meetings.  The  Board  of  Trustees  shall  meet  daily 
during  the  annual  convention  of  the  Society,  and  at  such  other 
times  as  necessity  may  require,  subject  to  the  call  of  the  chair- 
man, or  on  the  petition  of  the  majority  of  the  Trustees. 

Section  5.  Organization. 

A.  Chairman.  The  Board  of  Trustees  shall  meet  on  the  last 
day  of  the  annual  convention  and  elect  from  among  its 
members  a chairman.  He  shall  hold  office  for  one  year 
and  may  succeed  himself  for  one  additional  year.  The 
immediate  past  president  shall  temporarily  assume  the 
responsibilities  of  the  Chairman  of  the  Board  in  the  latter’s 
absence. 

B.  Duties  of  the  Chairman.  The  chairman  of  the  Board  of 
Trustees  shall  prepare  an  agenda  and  shall  preside  at  all 
meetings  of  the  Board.  He  shall  make  an  annual  report 
to  the  House  of  Delegates.  He  shall  be  chairman  of  the 
Executive  Committee.  He  shall  present  the  report  of  the 
actions  of  the  Executive  Committee  to  the  Board.  He  su- 
pervises the  work  of  the  Executive  Administrator,  appoints 
members  of  councils  and  committees  with  approval  of 
the  Board,  and  monitors  execution  of  Board  decisions  and 
resolutions.  He  may  delegate  any  of  his  duties. 

Section  6.  Quorum.  Eleven  members  of  the  Board  of  Trustees 
from  at  least  seven  districts  shall  constitute  a quorum  for  the 
transaction  of  business. 

Section  7.  County  Societies.  The  Board  of  Trustees  shall  have 
authority  to  organize  the  physicians  of  two  or  more  counties 
into  societies  to  be  suitably  designated,  and  these  societies, 
when  organized  and  chartered,  shall  be  entitled  to  all  rights 
and  privileges  provided  for  component  societies  until  such 
counties  shall  be  organized  separately. 

Section  8.  Publication.  The  Board  of  Trustees  shall  provide 
and  superintend  the  publication  and  distribution  of  all  pro- 
ceedings, transactions  and  memoirs  of  the  Society,  and  shall 
have  authority  to  appoint  an  editor  and  such  assistants  as  it 
deems  necessary. 

Section  9.  Bonding.  The  Board  of  Trustees  shall  provide  at 
the  expense  of  the  Society,  adequate  bond  for  those  officers 
and  employees  of  the  Society  it  considers  require  bonding. 

Section  10.  Duties  of  Trustees.  Each  trustee  shall  be  the  or- 
ganizer, consultant,  advisor,  administrator  and  speaker  for 
the  members  of  his  district,  and  represent  the  Society  as  well 


as  the  members  of  his  district  at  the  Board  meetings. 

Each  trustee  should  visit  the  societies  in  his  district  at  least 
once  a year.  He  shall  make  an  annual  report  of  his  work  and 
the  condition  of  the  profession  in  each  society  in  his  district 
to  the  Board  of  Trustees  and  to  the  House  of  Delegates. 

Where  his  district  is  composed  of  more  than  one  county, 
the  trustee  shall  be  an  ex-officio  member  of  all  district  com- 
mittees. He  shall  report  to  the  Board  of  Trustees  the  actions 
of  the  component  societies  in  reports  of  these  committees. 

The  necessary  traveling  expenses  incurred  by  such  trustee 
in  the  line  of  the  duties  herein  imposed,  may  be  allowed  by 
the  Board  of  Trustees  upon  presentation  of  a properly  itemized 
statement. 

Section  11.  Vacancies.  If  during  the  interval  between  two 
annual  conventions,  sickness,  death,  or  removal  from  the 
state  or  district,  or  any  other  reason  prevents  a trustee  from 
attending  the  duties  of  his  district,  or  if  he  shall  be  absent 
from  two  consecutive  meetings  of  the  Board,  his  office  may 
be  declared  vacant  at  the  discretion  of  the  Board.  The  Board 
shall  have  the  authority  to  fill  the  vacancy  for  the  period 
between  the  date  at  which  the  office  was  declared  vacant  and 
the  next  annual  meeting  of  the  House  of  Delegates. 

Section  12.  The  Benevolence  Fund.  Each  year  the  Board  shall 
appropriate  from  the  funds  of  this  Society  such  sum  or  sums 
as  it  may  deem  proper  to  be  held  in  a fund  to  be  known  as 
“The  Benevolence  Fund.”  This  fund  is  established  and  shall 
be  used  only  for  the  assistance  or  relief  of  needy  members  of 
this  Society,  their  widows,  widowers,  or  minor  children.  The 
assets  shall  be  held  in  the  treasury  of  this  Society  in  a separate 
fund.  Donations  or  bequests  to  the  Benevolence  Fund  au- 
tomatically become  a part  of  these  assets. 

Section  13.  Audit  and  Financial  Statement.  The  Board  of 
Trustees  shall  employ  annually  a certified  public  accountant 
to  audit  all  accounts  of  the  Society,  and  present  a statement 
of  same  in  its  annual  report  to  the  House  of  Delegates. 

This  report  also  shall  specify  the  character  and  cost  of  all 
publications  of  the  Society  during  the  year,  and  the  amount 
of  all  other  property  belonging  to  the  Society  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 


CHAPTER  VIII.  DISTRICT  COMMITTEES 

Each  trustee  district  which  is  composed  of  more  than  one 
county,  shall  have  an  Ethical  Relations  Committee,  a Peer 
Review  Committee,  and  such  other  committees  as  required 
to  provide  to  each  component  society  those  services  the  com- 
ponent society  may  not  be  able  to  provide  for  itself.  District 
committees  shall  function  only  at  the  request  of  a component 
society  within  the  district;  except  that  district  committees 
may  be  assigned  to  act  when  the  Ethical  Relations  or  Peer 
Review  Committees  of  the  component  society  fail  to  act  as 
set  forth  in  Chapters  XI  and  XII  of  these  bylaws. 

Complaints  initially  received  by  district  committees  shall 
be  referred  immediately  to  the  component  society  for  action. 

District  committees  shall  be  governed  by  the  procedural 
rules  and  regulations  governing  the  counterpart  state  society 
committee  or  by  these  Bylaws. 

Reports  of  findings  and  recommendations  of  these  district 
committees  shall  be  made  to  the  component  society  which 
requested  action. 

The  district  trustee  shall  include  a summary  of  the  activities 
of  each  of  these  committees  and  the  findings  in  general,  in 
his  annual  report  to  the  House  of  Delegates. 

The  committee  members  shall  be  elected  at  a meeting  of 
the  delegates  of  the  district  called  by  the  trustee  of  the  district, 
before  or  during  the  annual  convention  of  the  Illinois  State 
Medical  Society.  Chairmen  of  the  committees  shall  be  des- 
ignated by  the  trustee  of  the  district,  and  the  trustee  shall  be 
an  ex-officio  member  of  each  committee. 
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CHAPTER  IX.  COMMITTEES 


Section  1.  Committee  Structure.  The  committee  structure  of 
the  Illinois  State  Medical  Society  shall  be  as  follows: 

A.  Councils  (standing  committees) 

B.  Committees  Reporting  Directly  to  the  Board  of  Trustees 

C.  House  of  Delegates  Committees 

D.  Board  of  Trustees  Committees 


Section  2.  Councils. 

A.  The  Medical-Legal  Council  shall  be  concerned  in  the  areas 
of: 

1.  Liaison  with  the  Illinois  Bar  Association 

2.  Liaison  with  courts,  particularly  where  impartial  med- 
ical testimony  is  involved. 

3.  Implementation  of  the  Impartial  Medical  Testimony 
Rule 

4.  Legal  aspects  of  medical  practice  other  than  in  the  area 
of  mental  health 

5.  Licensing  and  standards  of  practice 

6.  Quackery 

7.  Anatomical  gifts  and  organ  transplants 


B.  The  Council  on  Governmental  Affairs  shall  be  concerned 
in  the  areas  of: 

1.  Federal  and  state  legislation— analysis  and  commu- 
nication 

2.  Legislative  liaison  — both  state  and  federal 

3.  Political  education 


C.  The  Council  on  Education  and  Manpower  shall  be  con- 
cerned in  the  areas  of: 

1.  Liaison  with  medical  schools,  curricula,  etc. 

2.  Health  manpower  and  training 

3.  Internships,  residencies,  etc. 

4.  Scientific  assembly 

5.  Student  loans 

6.  Liaison  with  American  Medical  Student  Association 

7.  Continuing  medical  education 

D.  The  Council  on  Economics  shall  be  concerned  in  the  areas 
of: 

1.  Ongoing  relationships  with  third  parties 

2.  Health  care  cost  and  utilization 

E.  The  Council  on  Medical  Service  shall  be  concerned  with: 

1.  The  provision  of  medical  care  and  health  services  in 
the  public  and  private  sectors 

2.  Emergency  medical  services 

3.  Health  care  of  the  poor,  aged  and  those  in  rural  areas 

4.  Maternal  and  child  health 

5.  Nutrition 

6.  Workmen’s  compensation 

7.  Environmental  and  community  health 

8.  Rehabilitation 

9.  Health  care  facilities  and  delivery  systems 

F.  The  Council  on  Public  Relations  and  Membership  Services 
shall  be  concerned  in  the  areas  of: 

1.  Publicity  and  promotion 

2.  News  media  relations 

3.  Exhibits  and  public  service  programming 

4.  Religion  and  medicine 

5.  New  member  orientation  and  membership  benefit  ex- 
planation 

G.  The  Council  on  Mental  Health  and  Addiction  shall  be 
concerned  in  the  areas  of: 

1.  Facilities  and  services 

2.  Liaison  with  Department  of  Mental  Health 

3.  Legal  aspects  of  commitment,  etc. 

4.  Narcotics  and  dangerous  drugs 

5.  Alcoholism 


H.  The  Council  on  Affiliate  Societies  shall  be  concerned  in 

the  areas  of: 

1.  Liaison  between  the  affiliate  society  and  ISMS 

2.  Scientific  esource  information  and  advice  to  ISMS 


3.  Consultation  to  other  councils,  e.g.,  postgraduate  ed- 
ucation, health  care  delivery,  publicity,  legislation 

4.  Advances  of  medical  science  in  special  fields 

5.  Recommendations  to  the  Board  of  Trustees  on  legis- 
lative matters  affecting  any  specialty  society 

Section  3.  Organization  of  Councils. 

A.  Councils  and  the  chairmen  thereof  shall  be  appointed  by 
the  Board  of  Trustees. 

B.  Each  Council  shall  have  authority  to  request  the  Board  of 
Trustees  to  appoint  subcommittees  under  the  councils  for 
any  purpose  within  the  functions  of  the  Council.  A member 
of  the  Council  shall  be  designated  as  chairman  of  each 
subcommittee  and  shall  be  selected  by  the  Board  of  Trust- 
ees. Each  subcommittee  shall  be  used  only  for  the  specific 
purpose  or  purposes  assigned  to  it  and  shall  terminate  as 
soon  as  its  final  report  has  been  made  or  at  the  direction 
of  the  Board.  The  chairman  of  a Council  may  not  serve 
as  chairman  of  any  subcommittee  of  the  Council. 

C.  Members  of  the  Illinois  State  Medical  Society  (who  are 
not  members  of  the  Board  of  Trustees)  may  be  appointed 
to  serve  as  chairmen  or  members  of  any  council  or  com- 
mittee. Students  nominated  by  the  Governing  Council  of 
the  ISMS  Medical  Student  Section  and  resident  physicians 
members  nominated  by  the  Governing  Council  of  the  ISMS 
Resident  Physicians  Selection  may  be  appointed  by  the 
Board  of  Trustees  as  members  of  any  appropriate  council 
or  committee.  Such  members  shall  be  permitted  full  priv- 
ileges of  committee  membership,  including  the  right  to 
vote.  Members  of  the  Board  of  Trustees  may  serve  as 
advisory  members  to  any  council  or  committee. 

Recommendations  for  membership  on  any  committee 
may  be  submitted  to  the  Board  of  Trustees  by  the  House 
of  Delegates,  or  in  writing  by  any  member  of  the  Society. 

A state  committee  which  reviews  the  decisions  of  a sim- 
ilar committee  of  a component  society  may  not  have  as 
a member  one  who  currently  serves  on  the  same  committee 
of  a component  society  or  district. 

D.  Each  Council  shall  submit  for  adoption  a budget  for  the 
ensuing  year  which  shall  include  any  subcommittees,  and 
the  Board  of  Trustees  shall  determine  the  appropriation 
for  each  Council.  Requests  for  additional  funds  must  be 
approved  by  the  Board  before  they  are  committed. 

E.  The  president  of  the  Society,  the  speaker  of  the  House 
and  the  chairman  of  the  Board  shall  be  ex-officio  members 
without  vote  of  the  various  Councils  and  task  forces,  and 
may  attend  all  committee  meetings. 

F.  Terms  of  office  of  members  of  the  councils  shall  be  one 
year,  but  may  be  terminated  at  any  time  at  the  discretion 
of  the  Board.  No  member  of  a council  shall  serve  more 
than  five  consecutive  one-year  terms. 

G.  Vacancies  on  any  council  or  subcommittee  thereof  may 
be  filled  or  membership  therein  may  be  enlarged  or  de- 
creased by  the  Board  of  Trustees.  The  areas  of  concern  of 
councils  may  also  be  enlarged  or  decreased  by  the  Board 
of  Trustees. 

H.  The  chairman  of  a council  or  subcommittee  thereof,  when 
he  considers  it  expedient  and  with  the  consent  of  two- 
thirds  of  the  members  of  the  council,  may  conduct  business 
or  hold  meetings  by  mail  or  by  conference  call,  provided 
all  members  of  the  council  are  given  opportunity  to  par- 
ticipate, that  minutes  of  the  transactions  are  recorded, 
approved  by  members  participating,  and  circulated  among 
all  members. 

I.  Reports  of  subcommittees  shall  be  made  by  the  chairman 
to  the  council  under  which  they  are  operating. 

Reports  of  council  activities  shall  include  recommend- 
ations on  reports  and  requests  from  subcommittees,  and 
shall  be  made  to  the  Board  of  Trustees  by  the  chairman 
of  the  council. 
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The  chairman  of  any  subcommittee  may  request  the 
Board  of  Trustees  to  allow  him,  or  any  member  of  his 
subcommittee,  to  appear  before  the  Board  and  to  be  heard. 

All  councils  shall  submit  to  the  House  of  Delegates 
written  reports  summarizing  all  actions.  Requests  for 
House  action  or  recommendations  affecting  medical  society 
policy  must  be  submitted  to  the  House  in  resolution  form. 
J.  Affiliate  Societies 

1.  Qualifications.  Affiliate  societies  shall  be  those  rec- 
ognized societies  of  Illinois 

a)  as  may  be  approved  by  the  Board  of  Trustees 

b)  which  desire  representation  on  the  Council  on  Af- 
filiate Societies 

2.  Representation.  Each  affiliate  society  shall  be  entitled 
to  one  member  on  the  council.  This  representative 
shall  be  a member  of  ISMS. 

Section  4.  Task  Forces. 

A task  force,  an  ad  hoc  body  to  address  a specific  complex 
issue  and  report  by  a date  certain  to  the  Board  of  Trustees, 
shall  be  appointed  by  the  President  upon  direction  of  the 
House  of  Delegates  or  request  of  the  Board  of  Trustees.  It 
shall  consist  of  persons  from  any  two  or  more  of  the  following 
categories:  council  members,  committee  members,  other 
members  of  the  Society,  non-members  of  the  Society.  It  shall 
be  dismissed  upon  making  its  final  report. 

Section  5.  Committees  Reporting  Directly  to  the  Board  of 
Trustees 

A.  Planning  and  Priorities  Committee.  This  committee  shall 
review  the  ongoing  plans  and  programs,  establish  appro- 
priate priorities  and  develop  plans  for  future  programs. 
In  the  discharge  of  its  duties,  it  should  assist  the  President- 
Elect  in  the  formation  of  his  objectives  for  accomplishment 
during  his  term  as  President.  The  President-Elect  shall 
serve  as  chairman  of  the  committee. 

B.  Committee  on  Insurance.  This  committee  will  review  so- 
ciety-sponsored insurance  programs,  study  these  plans, 
make  suggestions  for  changes,  additions  and  cancellation 
of  policies,  and  will  investigate  other  insurance  programs 
that  may  benefit  society  members. 

C.  Committee  on  Health  Planning.  The  committee  has  re- 
sponsibility for  keeping  physicians  abreast  of  all  devel- 
opments in  the  area  of  health  planning  and  encouraging 
a leadership  role  for  physicians  in  this  important  field. 
The  committee  shall  maintain  ongoing  liaison  with  the 
State  Health  Planning  Agency,  the  Statewide  Health  Co- 
ordinating Council,  the  Health  Facilities  Planning  Board 
and  the  local  areawide  health  planning  agencies. 

D.  Committee  on  Drugs  and  Therapeutics.  The  Committee 
shall  meet  periodically  to  refine  the  drug  list  contained  in 
the  Drug  Manual.  It  shall  work  with  the  Illinois  Department 
of  Public  Aid  in  an  effort  to  keep  the  Drug  Manual  current 
and  effective.  When  suggestions  and  comments  from 
members  are  submitted  to  the  committee,  it  shall  review 
them  and  present  them  to  the  Department  of  Public  Aid 
when  necessary.  The  committee  shall  also  consider  other 
drug  matters  affecting  the  policy  of  the  medical  society. 

E.  Health  Data  Committee.  The  Committee  shall  maintain 
ongoing  awareness  of  (1)  systems  for  the  collection  and 
dissemination  of  health  care  data,  (2)  government,  3rd 
party  and  other  agency  requirements  for  the  reporting  of 
health  care  data  and  (3)  laws  and  government  regulations 
pertaining  to  confidentiality.  For  committee  purposes, 
health  care  data  includes  but  is  not  limited  to:  (1)  hospital 
patient  care  statistics,  (2)  long-term  care  statistics,  (3)  am- 
bulatory care  statistics,  (4)  institutional  financial  data,  (5) 
medical  manpower,  (6)  vital  statistics,  and  (7)  information 
obtained  from  health  care  surveys. 

The  committee  shall  be  knowledgeable  of  the  workings 
of  PSROs,  HSAs,  the  Illinois  Cooperative  Health  Data 
System  (ICHDS),  governmental  agencies  and  others  with 
respect  to  the  collection  and  dissemination  of  health  care 
data.  To  the  extent  feasible,  the  committee  shall  provide 


informal  liaison  between  the  foregoing  organizations  and 
ISMS.  The  committee  shall  keep  the  officers,  Board  of 
Trustees,  and  other  appropriate  persons  within  ISMS  ad- 
vised on  the  data  collection  matters. 

F.  Peer  Review  Appeals  Committee.  This  committee  shall 
serve  as  an  appellate  body  for  state  peer  review  by  con- 
sidering cases  appealed  from  local  or  district  peer  review 
committees.  Peer  review  involves  the  medical  review  of 
cases  concerning  the  utilization  and  quality  of  medical 
services,  as  well  as  patient  relation  issues.  The  committee 
will  serve  as  liaison  to  local  peer  review  committees  and 
monitors  activities  around  the  state. 

G.  Committee  on  CME  Accreditation.  It  shall  be  the  re- 
sponsibility of  this  committee  to  adopt  necessary  proce- 
dural rules  and  to  prescribe  forms  to  be  used  in  the  conduct 
of  CME  accreditation.  The  committee  shall  review  sponsor 
applications  and  survey  team  reports  for  intrastate  CME 
sponsors,  and  make  decisions  on  grant  of  initial  accre- 
ditation and  continuation  of  accredited  status. 

Section  6.  House  of  Delegates  Committees.  House  of  Delegates 

Committees  of  the  Illinois  State  Medical  Society  shall  be  as 

follows: 

A.  Committee  on  Credentials  shall  consider  all  questions 
regarding  the  registration  and  credentials  of  the  delegates. 
It  shall  distribute  and  receive  the  attendance  slips  for  each 
session  of  the  House  of  Delegates  and  perform  any  other 
duties  assigned  to  it. 

B.  Committee  on  Rules  and  Order  of  Business  shall  consist 
of  five  members  nominated  by  the  Speaker  and  confirmed 
by  the  House  immediately  prior  to  the  conclusion  of  busi- 
ness at  its  annual  meeting.  The  committee  will  serve  until 
the  next  annual  meeting. 

It  shall  consider  all  matters  regarding  rules  governing 
action,  method  of  procedure  and  order  of  business  for  the 
House  of  Delegates.  It  shall  also  consider  late  resolutions 
for  introduction  at  the  annual  meeting  and  resolutions 
introduced  by  individual  delegates  at  the  interim  meeting. 

C.  Committee  on  Tellers  and  Sergeants-at-Arms  shall: 

1 . Serve  the  speaker  of  the  House  of  Delegates. 

2.  Distribute,  collect  and  tally  votes  when  a ballot  is  taken 
or  a numerical  tally  is  required. 

3.  Certify  those  in  attendance  in  closed  or  executive  ses- 
sions of  the  House  of  Delegates. 

D.  Committee  on  Changes  in  the  Constitution  and  Bylaws 
shall  consider  all  proposed  amendments  to  the  Constitution 
and  Bylaws.  The  chairman  of  the  Trustees  Committee  on 
Constitution  and  Bylaws,  or  his  representative,  shall  serve 
in  an  advisory  capacity  to  this  reference  committee  and 
shall  attend  all  sessions,  including  the  executive  sessions 
of  the  refrerence  committee,  to  assist  in  the  preparation 
of  the  report  of  the  committee  to  the  House  of  Delegates. 

E.  Ad  hoc  committees  may  be  appointed  by  the  speaker  of 
the  House  of  Delegates  as  the  needs  arise  and  any  member 
of  the  Illinois  State  Medical  Society  may  serve  upon  such 
committee.  The  number  appointed  to  such  committees 
shall  be  at  the  discretion  of  the  speaker  and  the  term  of 
the  committee  shall  be  for  such  duration  as  is  necessary 
to  complete  the  task  assigned  but  shall  not  exceed  a du- 
ration of  one  year.  Between  meetings  of  the  House  of 
Delegates  ad  hoc  committees  shall  report  to  the  Board  of 
Trustees,  keeping  it  informed  of  all  current  activities. 

F.  Such  other  reference  committees  as  the  speaker  shall  deem 
necessary  to  conduct  the  business  of  the  House,  or  consider 
the  reports  of  officers,  trustees,  executive  administrator, 
the  reports  of  committees  pertaining  to  administrative 
activities,  economic  activities,  scientific  activities,  public 
relations  activities  and  legislative  activities,  as  well  as  such 
resolutions,  reports,  and  proposals  as  shall  be  brought 
before  the  House  of  Delegates. 

Section  7.  Organization  of  House  of  Delegates  Committees. 

A.  Immediately  after  the  organization  of  the  House  of  Del- 
egates at  each  annual  or  special  meeting,  the  speaker  shall 
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announce  the  appointment,  from  among  the  members  of 
the  House,  of  such  committees  as  may  be  deemed  expedient 
by  the  House  of  Delegates. 

Each  committee  shall  consist  of  five  or  more  members 
unless  otherwise  provided,  the  chairman  to  be  announced 
by  the  speaker.  These  committees  shall  serve  during  the 
meeting  at  which  they  are  appointed. 

B.  References,  resolutions,  measures  and  propositions  pre- 
sented to  the  House  of  Delegates  shall  be  referred  to  the 
appropriate  committee,  which  shall  report  to  the  House 
of  Delegates  before  final  action  shall  be  taken.  A two- 
thirds  affirmative  vote  of  the  House  of  Delegates  shall  be 
required  to  suspend  this  rule. 

C.  Each  reference  committee  shall,  as  soon  as  possible  after 
the  adjournment  of  each  session,  or  during  the  session  if 
necessary,  take  up  and  consider  such  business  as  may  have 
been  referred  to  it,  and  shall  report  on  same  at  the  next 
session,  or  when  called  upon  to  do  so. 

Section  8.  Board  of  Trustees  Committees.  The  Board  of  Trust- 
ees shall  form  the  following  committees  within  itself: 

A.  The  Executive  Committee  shall  consist  of  the  president, 
president-elect,  the  first  vice  president,  the  chairman  of 
the  Board,  the  chairman  of  the  Finance  and  Medical  Be- 
nevolence Committee,  the  secretary-treasurer,  the  trustee- 
at-large,  and  the  immediate  past  chairman  of  the  Board, 
provided  he  is  still  a trustee.  If  the  immediate  past-chair- 
man of  the  Board  is  no  longer  a trustee,  the  chairman  of 
the  Policy  Committee  shall  be  a member  of  the  Executive 
Committee.  The  chairman  of  the  Illinois  Delegation  to 
the  American  Medical  Association,  or  the  secretary  in  his 
absence,  shall  serve  as  an  ex-officio  member  of  the  Ex- 
ecutive Committee  without  vote. 

The  Board  of  Trustees  may  delegate  to  the  Executive 
Committee  any  authority  which  it  possesses  and  may  au- 
thorize it  to  act  in  any  given  situation.  In  all  matters  of 
routine  administration,  special  plans,  policy,  endorsement 
or  expenditure  it  shall  report  to  and  request  approval  of 
the  Board.  It  shall  receive  the  reports  of  the  Finance  and 
Medical  Benevolence  Committee  and  Policy  Committee 
and  make  recommendations  concerning  them  to  the  Board. 
It  shall  furnish  a report  of  its  actions  to  the  Board  at  each 
meeting. 

B.  The  Finance  and  Medical  Benevolence  Committee  shall 
consist  of  the  secretary-treasurer  of  the  Society  and  three 
members  of  the  Board  appointed  by  the  chairman.  It  shall 
develop  for  approval  of  the  Board  through  the  Executive 
Committee,  a budget  for  the  fiscal  year.  It  shall  supervise 
the  financial  transactions  of  the  Society.  It  shall  make 
recommendations  to  the  Board  for  the  control  and  in- 
vestment of  the  funds  of  the  Illinois  State  Medical  Society. 

This  committee  shall  also: 

1 . Examine  applications  to  the  Society  for  assistance  under 
the  Medical  Benevolence  program  to  determine  eli- 
gibility for  assistance; 

2.  Keep  the  names  of  the  beneficiaries  confidential  and 
known  only  to  the  committee; 

3.  Recommend  the  allotment  for  each  recipient;  and 

4.  If  funds  available  become  inadequate  to  meet  dis- 
bursements, request  the  Board  of  Trustees  to  appro- 
priate sufficient  funds  to  support  the  program  until  the 
next  budget  appropriation. 

C.  The  Policy  Committee  shall  consist  of  three  members  of 
the  Board  appointed  by  the  chairman.  It  shall  continually 
review  past  and  current  proceedings  of  the  House  of  Del- 
egates to  determine  the  established  policies  of  the  Illinois 
State  Medical  Society.  It  shall  make  recommendations  for 
future  policy  by  Board  resolution  to  the  House  of  Delegates. 

D.  The  Committee  on  Constitution  and  Bylaws  shall  consist 
of  five  members— the  Speaker  of  the  House  and  four 


members  appointed  by  the  Chairman  of  the  Board.  It 
shall: 

1.  Receive  from  individual  members,  county  societies, 
committees,  the  Board  of  Trustees,  and  the  House  of 
Delegates,  all  suggestions  and  proposals  for  modifi- 
cation of  the  Constitution  and  Bylaws. 

2.  Prepare  for  the  consideration  of  the  House  of  Delegates, 
all  changes  in  the  Constitution  and  Bylaws. 

3.  Maintain  constant  surveillance  of  both  documents  to 
keep  them  current,  effective  and  consistent  with  the 
policies  of  the  House  of  Delegates. 

E.  The  Committee  on  Publications  shall  be  composed  of  five 
members  of  the  Board  of  Trustees,  and  shall  be  responsible 
for  the  production  of  the  Illinois  Medical  Journal. 

It  shall  recommend  to  the  Board  of  Trustees  all  policies 
governing  the  editorial,  business  and  production  aspects 
of  the  Journal.  It  shall  supervise  the  editor  in  the  selection 
and  preparation  of  all  copy,  and  it  shall  establish  standards 
for  the  editorial  content. 

It  shall  establish  advertising  policies,  rates,  standards, 
and  shall  review  all  new  accounts  prior  to  acceptance,  and 
shall  approve  reprint  and  circulation  policies. 

It  shall  conduct  a periodic  review  of  the  printer’s  contract 
and  solicit  bids  as  indicated.  It  shall  establish  format,  cover, 
type  faces  and  general  layout  of  the  Journal. 

It  shall  review,  edit  and  supervise  the  publication  of 
other  materials  as  directed  by  the  Board  of  Trustees. 

F.  The  Advisory  Committtee  to  the  Auxiliary  shall  consist 
of  the  immediate  past  president  as  chairman,  the  president 
and  the  chairman  of  the  Board  of  Trustees. 

The  committee  shall  provide  advice  and  assistance  to 
the  president  of  the  Auxiliary  in  her  program  for  the  year, 
and  shall  assist  her  in  interpreting  the  activities  of  the 
Illinois  State  Medical  Society. 

G.  The  Committee  on  Third  Party  Payment  Processes  shall 
consist  of  members  of  the  Board  of  Trustees  and  be  ac- 
tivated whenever  an  issue  or  problem  requires  high  level 
negotiations  between  ISMS  and  third-party  payors. 

H.  The  Board  of  Trustees  may  from  time  to  time  appoint 
such  ad  hoc  committees  as  it  may  deem  necessary  but  the 
duration  of  such  committees  shall  be  temporary  and  they 
shall  function  only  for  the  specific  purpose  assigned  and 
shall  be  terminated  as  soon  as  final  reports  have  been 
made  or  at  the  direction  of  the  Board. 

Section  9.  Powers  of  the  Board  of  Trustees.  The  Board  of 
Trustees  shall  have  power  to  increase  or  decrease  the  number 
of  its  committees,  to  change  the  area  of  concern  of  such  com- 
mittees, to  enlarge  or  decrease  membership  and  to  fill  vacancies 
thereon. 

Section  10.  Term  of  Membership.  The  term  of  the  members 
of  the  Board  of  Trustees  Committees  shall  be  for  a duration 
of  one  year  and  they  shall  be  selected  by  the  Board  annually 
immediately  after  the  election  of  officers. 

CHAPTER  X.  COUNTY  SOCIETIES 

Section  1.  All  county  societies  now  in  affiliation  with  this 
Society,  or  those  which  may  hereafter  be  organized  in  this 
state,  which  have  adopted  principles  of  organization  in  har- 
mony with  this  Constitution  and  Bylaws,  shall  upon  appli- 
cation to  and  approval  by  the  Board  of  Trustees,  receive  a 
charter  from  and  thereby  become  a component  part  of  this 
Society,  and  members  thereof  shall  become  members  of  this 
Society  and  the  American  Medical  Association. 

Section  2.  Charters  shall  be  issued  only  on  approval  of  the 
Board,  and  shall  be  signed  by  the  president  and  the  secretary 
of  this  Society. 

The  Board. shall  have  authority  to  revoke  the  charter  of 
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any  component  society  whose  actions  are  in  conflict  with  the 
letter  and  spirit  of  this  Constitution  and  Bylaws. 

Section  3.  Only  one  component  medical  society  shall  be  char- 
tered in  any  county. 

Section  4.  Every  registered  physician  holding  the  title  of  Doctor 
of  Medicine  or  its  equivalent,  who  either  (1)  resides  in  the 
jurisdiction  of  a component  society,  or  (2)  resides  in  a state 
other  than  Illinois  but  practices  principally  in  the  jurisdiction 
of  a component  society  and  who  is  of  good  moral  character 
and  professional  standing,  shall  be  eligible  to  membership  in 
that  component  society. 

The  component  county  society  shall  be  the  sole  judge  of 
the  qualifications  of  its  members,  subject  only  to  the  stipu- 
lations contained  in  the  Constitution  and  Bylaws. 

Section  5.  Any  physician  who  has  been  disciplined  by  any 
action  of  a component  society  and  believes  he  has  not  had  a 
fair  trial,  shall  have  the  right  of  appeal  to  the  Judicial  Panel. 

Section  6.  When  a member  in  good  standing  in  a component 
society  changes  his  residence  to  another  county  in  this  state, 
such  change  of  residence  shall  terminate  his  membership  in 
such  component  society.  (This  ruling  shall  not  apply  to  mem- 
bers in  military  service  or  in  the  service  of  the  State  or  the 
United  States  government.) 

Such  member  shall  be  entitled,  upon  his  request,  to  a state- 
ment from  his  former  secretary  as  to  his  standing.  This  state- 
ment of  standing  shall  be  issued  without  cost  to  the  applicant. 

He  shall  present  this  statement  to  the  component  society 
of  the  county  to  which  he  removes  and  it  shall  accompany 
his  application  for  membership.  The  board  of  censors  of  the 
society  receiving  his  application  shall  give  this  statement  of 
prior  standing  due  consideration  before  accepting  or  rejecting 
his  application  for  membership. 

Section  7.  A physician  living  on  or  near  a county  line,  or 
practicing  partly  or  totally  in  an  adjacent  county,  may  hold 
his  membership  in  the  county  most  convenient  for  him,  pro- 
vided he  submits  written  authorization  to  that  society  from 
the  component  society  in  whose  jurisdiction  he  resides. 

Section  8.  The  secretary  of  each  component  society  shall  keep 
a roster  of  its  members,  in  which  shall  be  shown  the  full  name, 
address,  college  and  date  of  graduation,  date  of  license  to 
practice  in  this  state,  and  such  other  information  as  may  be 
deemed  necessary.  In  keeping  such  a roster  the  secretary  shall 
note  any  changes  in  the  personnel  of  the  profession  by  death 
or  by  removal  to  or  from  the  county.  When  requested,  he 
shall  furnish  on  blanks  supplied  him  for  the  purpose,  an  official 
report  containing  such  information  for  the  secretary  of  this 
Society  and  likewise  for  the  trustee  of  the  district  in  which 
his  county  is  situated. 

Section  9.  The  secretary  of  each  component  society  shall  for- 
ward an  annual  report  consisting  of  a roster  of  members  as 
of  December  31  of  the  preceding  year  and  a list  of  current 
officers,  delegates  and  alternate  delegates  to  the  secretary  of 
this  society  no  later  than  90  days  prior  to  the  annual  meeting. 

Section  10.  Any  component  society  which  fails  to  transmit 
the  dues  collected  from  its  members  prior  to  March  31  shall 
be  held  as  suspended  and  none  of  its  members  shall  be  per- 
mitted to  participate  in  any  of  the  business  or  proceedings  of 
the  Society  or  of  the  House  of  Delegates  until  such  require- 
ments have  been  met. 

Section  11.  Members  of  the  Illinois  State  Medical  Society 
shall  be  bound  by  the  Constitution  and  Bylaws  of  ISMS. 

CHAPTER  XI.  ETHICAL  RELATIONS 
PART  1.  COMPONENT  MEDICAL  SOCIETY 
Each  component  society  may  have,  either  by  appointment  or 


election,  an  Ethical  Relations  Committee  whose  duty  it  shall 
be  to  conduct  disciplinary  hearings  under  this  chapter.  Al- 
though the  component  society  may  develop  its  own  procedures 
for  conducting  such  hearings,  each  society  will,  to  the  extent 
possible,  comply  with  the  general  guidelines  set  forth  by  the 
Judicial  Panel,  which  panel  is  created  under  this  chapter;  such 
guidelines  referred  to  as  the  Handbook  for  the  Conduct  of 
Disciplinary  Proceedings. 


PART  2.  DISTRICT  ETHICAL  RELATIONS 
COMMITTEE 

The  delegates  in  each  Illinois  State  Medical  Society  district, 
except  in  a single  county  district,  shall  establish  a District 
Ethical  Relations  Committee.  The  component  society  may 
elect  to  request  that  the  District  Ethical  Relations  Committee, 
serving  its  area,  function  in  its  behalf  and  shall  conduct  such 
disciplinary  proceedings  as  are  required.  In  the  event  that  a 
component  society’s  Ethical  Relations  Committee  does  not 
make  a reasonable  effort  to  hold  a hearing  on  a properly  filed 
complaint,  within  a reasonable  time  period,  either  the  com- 
plaining party  or  the  physician  against  whom  formal  written 
charges  have  been  brought,  may  petition  the  Illinois  State 
Medical  Society  Judicial  Panel  to  request  the  District  Ethical 
Relation  Committee  to  intervene  and  take  jurisdiction  of  the 
matter.  In  the  event  of  a dispute  resulting  from  such  actions, 
the  Judicial  Panel  shall  determine,  as  provided  in  Part  7 of 
this  chapter,  the  appropriate  forum  for  the  hearing. 

PART  3.  OFFENSES 

A.  Disciplinary  action  may  be  taken  against  any  member  of 

a component  society  when: 

1.  The  physician  has  been  convicted,  adjudged  or  oth- 
erwise recorded  as  guilty  by  any  court  of  competent 
jurisdiction  of  a felony  or  a crime  involving  moral 
turpitude;  or 

2.  He  has  been  adjudged  or  otherwise  recorded  as  guilty 
by  his  component  society  of: 

a.  acts  of  serious  misconduct  as  a physician;  or 

b.  a violation  of  the  Constitution  or  Bylaws  of  his 
component  society,  or  of  the  Principles  of  Medical 
Ethics  promulgated  by  the  American  Medical  Asso- 
ciation; or 

3.  He  has  been  judged  guilty  of  a violation  of  a law  or 
regulation  by  an  administrative  agency  of  government 
resulting  in  the  termination  of  his  privileges,  license, 
or  other  rights  held  by  the  physician. 

PART  4.  STANDARDS  AND  PROCEDURES 

A.  The  committee,  in  its  deliberations,  shall  evaluate  acts 
by  the  standards  established  in  the  Constitution  and 
Bylaws  of  the  Illinois  State  Medical  Society  and/or  the 
component  medical  society  of  which  the  accused  is  a 
member. 

B.  Disciplinary  action  may  be  initiated  by  the  component 
society  or  the  Illinois  State  Medical  Society  upon  receipt 
of  formal  written  charges  filed  by  a licensed  physician 
practicing  or  residing  in  the  State  of  Illinois  alledging 
violations  of  any  of  the  offenses  enumerated  in  this 
Part  3.  Written  charges  received  by  the  Illinois  State 
Medical  Society  shall  be  referred  to  the  secretary  of 
the  component  society  in  which  the  accused  physician 
maintains  membership  or  practices  medicine.  The 
component  society  may  then  exercise  the  choice  of 
proceeding  through  its  own  Ethical  Relations  Com- 
mittee or  referring  the  complaint  to  the  District  Ethical 
Relations  Committee.  Disciplinary  action  may  also  be 
initiated  upon  the  filing  of  a complaint  of  an  alleged 
violation  of  any  of  the  listed  offenses  by  a component 
medical  society  against  a physician,  such  complaint 
having  been  filed  by  the  secretary  of  the  component 
society,  on  its  behalf. 
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PART  5.  PENALTIES 

The  component  society’s  or  District  Ethical  Relations  Com- 
mittee shall  submit  their  recommendations  for  disciplinary 
action  in  writing  to  the  component  society.  The  recommen- 
dation shall  be  to:  (a)  acquit;  (b)  censure;  (c)  suspend;  or  (d) 
expel  from  membership.  A decision  based  on  a recommen- 
dation to  acquit  shall  be  final  and  not  appealable. 

The  recommendation  to  censure  shall  mean  an  entry  will  be 
made  in  the  accused  physician’s  membership  file  to  the  effect 
that  the  physician  has  been  found  guilty  of  the  act  complained 
of  and  that  he  has  been  properly  advised  of  the  finding.  No 
deprivation  of  membership  privileges  will  be  imposed. 

The  recommendation  to  suspend  shall  mean  that  for  a fixed 
period  of  time,  to  be  determined  by  the  component  society, 
the  accused  physician  shall  forfeit  his  rights  to  vote  and  oth- 
erwise to  participate  in  the  affairs  of  the  local,  state  and  national 
societies.  In  all  other  respects,  his  membership  shall  remain 
intact. 

The  recommendation  to  expel  shall  mean  that  the  membership 
status  and  all  privileges  and  rights  attendant  thereto  of  the 
accused  physician  shall  be  terminated  for  a period  of  one 
year.  At  the  conclusion  of  the  twelve  (12)  months  period,  the 
physician  may  re-apply  for  membership  in  the  society;  how- 
ever, he  shall  then  have  the  burden  of  demonstrating  that  the 
conditions  and  factors  which  contributed  to  his  expulsion 
have  since  been  removed  and  need  not  be  considered  in  the 
process  of  reviewing  his  application  for  renewed  membership. 

PART  6.  DECISION  BY  COMPONENT 
MEDICAL  SOCIETY 

A.  The  recommendations  of  the  Ethical  Relations  Committee 
must  be  presented  to  the  component  society  for  approval, 
rejection,  modification  or  reconsideration.  The  complain- 
ant and  accused  shall  be  given  reasonable  advance  notice 
of  the  date  set  for  the  meeting  when  the  committee’s  rec- 
ommendations will  be  considered.  The  complainant  and 
the  accused  each  may  submit  a written  statement  of  their 
respective  positions  to  the  component  society.  If  either 
the  complainant  or  the  accused  feels  that  errors  were  made 
during  the  proceeding  before  the  Ethical  Relations  Com- 
mittee or  that  new  and  additional  relevant  information 
has  become  available  since  the  committee  conducted  its 
hearing,  said  party  shall  submit  a description  if  these  errors 
or  new  evidence  to  the  component  society  prior  to  the 
component  society’s  review.  At  the  discretion  of  the  com- 
ponent society,  the  complainant,  the  accused,  and  their 
legal  counsel  may  appear  before  the  society  to  testify. 

B.  If  the  component  society  believes  that  the  new  evidence 
not  previously  disclosed  to  the  committee  is  relevant  and 
material  or  that  procedural  error  was  committed,  that 
component  society  may  refer  the  matter  back  to  the  Ethical 
Relations  Committee  for  reconsideration.  The  notice  shall 
state  the  reasons  for  the  referral  and  shall  set  a time  limit 
within  which  a subsequent  hearing  must  be  conducted  and 
recommendations  must  be  presented  to  the  component 
society. 

PART  7.  JUDICIAL  PANEL 

A Judicial  Panel  shall  be  created  and  empowered  to  conduct 
all  appellate  hearings  arising  out  of  Chapter  XI  of  these  bylaws 
and  such  other  appellate  proceedings  as  many  derive  from 
disputes  or  grievances  among  physicians  practicing  or  residing 
in  the  State  of  Illinois.  The  panel  shall  render  its  decisions 
based  on  these  hearings  and  related  deliberations.  The  panel 
may,  on  request,  adjudicate  disputes  among  individual  phy- 
sicians or  physician  groups,  between  component  medical  so- 
cieties and  district  Ethical  Relations  Committees,  and  between 
local  medical  societies  and  the  Illinois  State  Medical  Society 
when  such  dispi  es  involve  or  impact  the  individual  rights 
of  physicians  prac  ticing  or  residing  in  this  state;  except  that 


the  Judicial  Panel  shall  have  the  power  on  its  own  initiative 
to  intervene  when  an  Ethical  Relations  Committee  of  a com- 
ponent medical  society  fails  to  act  in  a timely  manner,  as 
provided  in  Part  2 of  this  chapter.  The  component  medical 
societies  and  District  Ethical  Relations  Committees  shall  co- 
operate with  the  Judicial  Panel  in  the  collection  of  statistical 
information  for  the  purpose  of  identifying  the  manner  in  which 
due  process  of  law  is  guaranteed  to  physicians  accused  of 
violations  of  provisions  of  these  bylaws. 

The  decisions  of  the  Judicial  Panel  shall  be  final;  except  that 
an  appeal  may  be  requested  by  the  accused  member  under 
the  Constitution  and  Bylaws  of  the  American  Medical  As- 
sociation. The  Judicial  Panel  of  the  Illinois  State  Medical 
Society  shall  confine  all  decisions  to  its  proper  appellate  func- 
tion which  is  to  sustain,  remand  or  overturn  a decision  ren- 
dered or  reduce  a penalty  imposed  by  a county  society  or 
district  ethical  relations  committee. 

Members  of  the  Judicial  Panel  shall  be  elected  by  a majority 
of  the  members  of  the  House  of  Delegates,  upon  nomination 
by  the  President  of  the  Illinois  State  Medical  Society.  The 
panel  shall  consist  of  five  active  members  of  the  Illinois  State 
Medical  Society,  elected  for  five-year  terms  on  a staggered 
basis;  except,  that  of  the  members  elected  to  fill  the  initial 
terms  on  the  panel,  one  shall  be  elected  for  an  initial  one- 
year  term,  one  shall  be  elected  to  an  initial  two-year  term, 
one  shall  be  elected  to  an  initial  three-year  term,  one  shall 
be  elected  for  an  initial  four-year  term  and  one  shall  be  elected 
to  an  initial  five-year  term.  Those  elected  to  serve  as  members 
of  the  initial  panel  may  be  re-elected  to  a second  full  five- 
year  term;  however,  succeeding  members  of  the  panel  may 
only  serve  one  five-year  term.  Those  members  of  the  Judicial 
Panel  elected  at  the  interim  meeting  in  November,  1978, 
would  serve  until  the  next  appropriate  meeting  of  the  House 
of  Delegates. 

In  the  event  a vacancy  on  the  Judicial  Panel  occurs,  the  Pres- 
ident of  the  Illinois  State  Medical  Society  shall  nominate  a 
successor  who  shall  serve,  if  approved  by  the  Board  of  Trustees, 
until  the  next  meeting  of  the  House  of  Delegates.  At  its  meeting 
following  such  interim  appointment,  the  House  of  Delegates 
shall  elect  a member  of  ISMS  to  fill  the  unexpired  term  on 
the  Judicial  Panel  by  the  procedure  described  in  these  bylaws. 
In  the  event  members  of  the  Judicial  Panel  are  unable  to 
participate  in  an  Appellate  hearing  for  any  reason,  resulting 
in  fewer  than  three  members  of  the  Panel  ready  and  able  to 
participate  in  a given  appeal,  the  President  shall  recommend 
to  the  Executive  Committee  of  the  Board  ofTrustees  and  that 
committee  shall  appoint  additional  interim  members  to  fill 
out  the  five-member  Panel.  These  interim  members  shall  serve 
only  for  the  purpose  of  conducting  and  participating  in  the 
pending  Appeal  and  their  term  as  members  of  the  Panel  shall 
begin  and  end  with  the  conduct  of  the  Hearing  assigned  to 
them  by  the  Executive  Committee  of  the  Board  ofTrustees. 
The  members  of  the  panel  shall  elect  from  among  them  a 
chairman  who  shall  serve  until  his  successor  shall  be  elected 
by  a majority  of  the  members  of  the  panel. 

The  panel  shall  meet  as  often  as  is  necessary  in  order  to  assure 
a reasonably  prompt  disposition  of  matters  properly  placed 
before  it  and  shall  convene  on  the  call  of  the  chairman.  Three 
members  of  the  panel  shall  constitute  a quorum  for  the  trans- 
action of  its  business. 

The  panel  shall  adopt  such  rules  as  it  deems  appropriate  for 
the  orderly  conduct  of  its  duties.  A written  copy  of  such  rules 
shall  be  made  available  to  each  component  society  and  to 
the  chairman  of  the  Board  ofTrustees.  The  panel  shall  publish 
a Handbook  for  the  Conduct  of  Disciplinary  Proceedings,  to 
be  approved  by  the  House  of  Delegates  and  which  shall  serve 
as  a general  guideline  to  all  component  medical  societies  in 
the  conduct  of  hearings. 

The  chairman  of  the  panel  shall  report  to  the  House  of  Del- 
egates at  each  of  its  annual  meetings,  thereby  informing  the 
members  of  the  House  of  Delegates  of  the  proceedings  and 
deliberations  of  the  panel  during  the  preceding  twelve  months. 
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PART  8.  DUE  PROCESS  SAFEGUARDS 

In  all  proceedings  conducted  in  accordance  with  the  provisions 
of  this  chapter,  the  accused  physician’s  rights  to  due  process 
of  law  shall  be  honored  and  observed.  The  Handbook  for  the 
Conduct  of  Disciplinary  Proceedings  will  set  forth  general 
guidelines  for  affording  such  due  process  protections. 

CHAPTER  XII  PEER  REVIEW 
PART  1 -DEFINITIONS 

Peer  review  is  the  inclusive  term  for  medical  review  by  prac- 
ticing physicians  of  the  utilization  of  medical  services,  quality 
of  care,  professional  competency  and  patient  relations  issues. 
Medical  Society  peer  review  shall  be  conducted  at  the  local 
level  whenever  possible.  Ethical  relations  issues  identified 
during  deliberations  of  the  Peer  Review  Committee  shall  be 
appropriately  referred.  Peer  Review  Committees  should  apply 
standards  developed  by  appropriate  physician  organizations; 
such  standards  to  be  tempered  by  customs  and  practice  fol- 
lowed in  the  local  community  in  which  the  evaluation  is 
undertaken.  Decisions  and  recommendations  of  Peer  Review 
Committees  shall  be  advisory  only. 

PART  2-COMPONENT  SOCIETY  PROCEDURES 

A.  Responsibilities—  Each  component  Society  may  have,  either 
by  appointment  or  election,  a review  committee  whose 
duties  it  shall  be  to  review  all  proper  complaints  and  in- 
quiries brought  before  it  by  physicians,  patients  and,  at 
local  option,  other  parties.  In  the  event  a component  So- 
ciety shall  choose  not  to  appoint  or  elect  its  own  review 
committee,  the  component  Society  may,  by  action  of  a 
majority  of  its  members  eligible  to  vote,  delegate  the  peer 
review  functions  to  an  appropriate  physician  organization 
competent  to  perform  these  functions  within  the  geographic 
area  served  by  the  component  Society  or  to  a District  Peer 
Review  Committee  as  provided  for  hereinafter.  The  Dis- 
trict Peer  Review  Committee  shall  function  and  operate 
on  behalf  of  any  component  Society  which  does  not  es- 
tablish such  a committee. 

B.  Procedures— The  review  committee  of  the  component 
Society  shall  establish  reasonable  rules  of  procedure  but 
shall  not  be  bound  by  technical  rules  applied  in  courts  of 
law  or  in  administrative  hearings  conducted  by  govern- 
mental agencies.  All  complaints  and  inquiries  shall  be 
reduced  to  writing  and  shall  be  signed  by  the  individual 
making  the  complaint  or  inquiry.  Complaints  received  by 
the  Illinois  State  Medical  Society  shall  be  referred  to  the 
proper  component  Society  or  District  Committee. 

C.  Timely  Reviews— The  review  committee  of  the  component 
Society  shall  consider  all  complaints  and  inquiries  properly 
filed  with  the  Society  in  a timely  manner  and  shall  render 
its  advice  within  a reasonable  period  of  time  following 
the  receipt  of  a properly  submitted  complaint  or  inquiry. 
In  the  event  the  component  Society  shall  fail  to  act  in  a 
timely  fashion,  as  required  in  its  rules  of  procedure,  the 
party  submitting  the  complaint  or  inquiry  may  petition 
the  Peer  Review  Appeals  Committee  of  the  Illinois  State 
Medical  Society,  as  provided  for  hereinafter,  to  take  ju- 
risdiction of  the  complaint  or  inquiry. 

D.  Appeals— Such  parties  to  the  proceedings  as  delineated 
below,  conducted  by  the  component  society  may  petition 
the  Peer  Review  Appeals  Committee  of  the  Illinois  State 
Medical  Society  to  review  certain  local  proceedings  of  the 
component  society  of  district  committee.  A petition  for 
an  appeal  must  set  forth  one  of  the  following  grounds  as 
a basis  for  the  appeal; 

1.  PROCEDURAL  ERROR— The  peer  review  proceed- 
ing was  not  conducted  in  accordance  with  written  rules 
established  by  the  component  society,  district  com- 
mittee, or  the  Illinois  State  Medical  Society. 


2.  BIAS— The  proceeding  was  conducted  in  a biased  or 
arbitrary  manner. 

3.  INCOMPLETE  INFORMATION  — If  information  not 
available  to  the  component  society  or  district  committee 
is  submitted  to  the  State  Peer  Review  Appeals  Com- 
mittee, the  committee  will  first  determine  the  relevancy 
of  the  new  information.  The  case  will  be  referred  to 
the  component  society  or  district  committee  for  re- 
consideration if  the  information  is  deemed  to  be  per- 
tinent and  significant  by  the  State  Committee. 

A member  of  the  Illinois  State  Medical  Society,  who  is  a party 
to  a peer  review  proceeding  and  who  has  received  a final 
determination  from  the  component  Society,  may  file  an  appeal 
with  the  State  Peer  Review  Appeals  Committee,  in  accordance 
with  Section  D,  as  stated  above,  as  a matter  of  right.  A patient 
who  brings  a complaint  shall  enjoy  the  privilege  of  petitioning 
the  State  Committee  to  review  the  decision  of  a component 
Society  and  the  State  Committee  shall,  in  its  sole  discretion, 
determine  whether  or  not  to  accept  the  case  on  appeal.  No 
other  parties  shall  enjoy  the  privilege  to  appeal  a decision  of 
the  component  Society. 

In  the  event  of  an  appeal  to  the  Illinois  State  Medical  Society, 
the  component  Society  shall  send  to  the  Illinois  State  Medical 
Society  a copy  of  the  complaint,  the  exhibits  and  the  findings 
and  recommendations  of  the  component  Society  or  District 
Committee.  The  right  to  appeal  to  the  Illinois  State  Medical 
Society  Peer  Review  Appeals  Committee  shall  be  limited  to 
30  days  after  the  decision  of  the  component  Society  or  District 
Committee,  unless  the  appellant  can  provide  an  acceptable 
reason  for  additional  time. 

PART  3-DISTRICT  COMMITTEE 

The  delegates  in  each  Illinois  State  Medical  Society  district, 
except  in  a single  county  district,  shall  establish  a District 
Peer  Review  Committee  to  function  in  those  instances  when 
the  component  Society  chooses  to  delegate  to  its  District  Peer 
Review  Committee  the  responsibility  to  perform  the  review 
functions  set  forth  in  this  Chapter.  Upon  completion  of  hear- 
ings of  each  complaint  or  inquiry  referred  to  it  by  the  com- 
ponent Society,  the  District  Committee  shall  render  its  findings 
and  recommendations  to  the  component  Society  for  affir- 
mation. The  District  Peer  Review  Committee  shall  also  con- 
sider complaints  or  inquiries  assigned  to  it  by  the  Illinois 
State  Medical  Society  Peer  Review  Appeals  Committee  in 
those  instances  when  it  is  determined  by  the  State  Committee 
that  a component  Society  has  failed  to  act  in  a timely  fashion 
on  a peer  review  complaint  or  inquiry  submitted  to  it. 

PART  4- ILLINOIS  STATE 
MEDICAL  SOCIETY  PROCEDURES 

A.  There  shall  be  created  a Peer  Review  Appeals  Committee, 
appointed  by  and  reporting  directly  to  the  Board  of  Trus- 
tees. The  Committee  shall  consist  of  seven  members  who 
shall  serve  one-year  terms  but,  in  no  event,  more  than 
five  consecutive  one-year  terms.  Vacancies  shall  be  filled 
by  appointment  by  the  Board. 

The  Peer  Review  Appeals  Committee  shall  review  appeals 
of  decisions  of  component  or  district  peer  review  com- 
mittees in  accordance  with  the  provisions  of  Part  2 (D) 
of  this  chapter.  The  state  committee  shall  determine  the 
validity  of  the  alleged  grounds  and,  if  found  valid,  remand 
the  case  to  the  local  or  district  committee  for  a rehearing. 
If  the  alleged  grounds  are  found  invalid,  the  decision  of 
the  district  or  county  committee  shall  be  deemed  to  be 
reaffirmed.  The  decision  of  the  Peer  Review  Appeals 
Committee  shall  be  forwarded  first  to  the  county  or  district 
committee  and  then  to  the  appellant.  The  state  committee 
shall  have  authority  to  assign  cases  to  district  peer  review 
committees  in  accordance  with  Part  3 of  this  chapter. 
Decisions  of  the  state  committee  shall  be  final. 
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B.  The  State  Peer  Review  Appeals  Committee  shall  adopt 
appropriate  rules  for  the  conduct  of  its  business  and  shall 
act  on  all  appropriately  filed  appeals  in  a timely  manner. 
The  State  Committee  shall  notify  the  appropriate  com- 
ponent Society  of  its  decision  in  a given  case  prior  to  its 
notification  of  the  parties  to  the  appeal. 

C.  If,  in  the  judgment  of  the  State  Committee,  a matter  sub- 
mitted to  it  on  appeal  is  deemed  to  be  more  appropriately 
treated  as  an  ethical  relations  issue,  the  Committee  shall 
refer  that  case  for  disposition  to  the  J udicial  Panel,  created 
under  Chapter  XI  of  these  Bylaws. 

CHAPTER  XIII.  MISCELLANEOUS 

The  fiscal  year  of  this  Society  shall  be  from  January  1 to 

December  31  inclusive. 


CHAPTER  XIV.  AMENDMENTS 

The  House  of  Delegates  may  amend  any  article  of  these  Bylaws 
by  a two-thirds  vote  of  the  delegates  present  at  any  meeting, 
provided  that  such  amendment  shall  not  be  acted  upon  before 
the  day  following  that  on  which  it  was  introduced. 


CHAPTER  XV.  PARLIAMENTARY  PROCEDURES 

For  those  matters  not  covered  by  the  Constitution  and  Bylaws 
of  the  Illinois  State  Medical  Society,  Sturgis  Standard  Code 
of  Parliamentary  Procedure,  Current  Edition,  shall  be  the 
guide  for  conduct  of  meetings  of  the  House  of  Delegates, 
Board  of  Trustees  and  all  councils  and  committees. 
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“Policy  statements  shall  be  defined  as  guidelines  for  the  management  of  the  Illinois  State  Medical  Society 
affairs,  based  upon  prudence,  sound  judgment  and  experience.” 

“Rules  and  regulations  may  be  prepared  by  the  Board  of  Trustees  or  by  committees,  for  use  in  the 
implementation  of  policy.” 


This  manual  shall  be  a guide  for  officers,  AMA  delegates 
and  alternate  delegates,  trustees,  committee  chairmen  and 
headquarters  staff  to  the  stand  taken  by  the  House  of  Delegates 
of  the  Illinois  State  Medical  Society  on  all  issues  involving 

Society  policy. 

Its  statements  shall  combine  and  reconcile  the  best  expres- 
sions made  on  r.  I phases  of  policy  involving  the  House  of 
Delegates,  the  Bo  rd  of  Trustees  and  the  various  committees. 


All  policy  statements  (except  those  involving  the  funds  of 
the  Society)  shall  have  the  approval  of  the  House  of  Delegates, 
since  the  Constitution  and  Bylaws  provide  in  ARTICLE  V: 

"The  House  of  Delegates  shall  set  the  basic  policy  and 
philosophy  of  the  Society.” 

All  policy  statements  developed  during  the  interval  between 
meetings  of  the  House  shall  be  submitted  at  its  next  meeting 
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for  action.  The  House  may: 

(1)  approve,  amend,  or  reject— 

(2)  refer  the  statement  to  the  Board  for  reconsideration  and 
subsequent  report— 

(3)  remand  the  statement  to  the  committee  from  which  it 
came  for  further  study  and  report. 

Policy  statements  for  the  consideration  of  the  House  must 
be  presented  in  resolution  form.  A member  of  the  Illinois 
State  Medical  Society  may  propose  policy  by  requesting  any 
delegate  to  submit  an  appropriate  resolution.  The  Policy 
Committee  will  develop  policy  statements  from  actions  of 


the  House  of  Delegates  and,  after  approval  by  the  Board  of 
Trustees,  the  statements  will  be  published  in  this  Policy 
Manual. 

Temporary  policy  between  meetings  of  the  House  is  de- 
termined by  the  Board.  Committees  may  request  Board  con- 
sideration at  any  time. 

Established  policy  must  prevail  until  majority  action  by 
the  House  of  Delegates  has  rescinded  or  reversed  the  state- 
ments. This  represents  “majority  rule”  and  must  be  followed 
closely  to  preserve  the  democratic  process. 


PROFESSIONAL  POLICIES 


Abortion 

The  decision  to  perform  an  abortion  is  a medical  matter 
to  be  determined  by  agreement  between  the  patient  and  the 
physician.  Abortions  must  be  performed  in  conformance  with 
state  and  federal  law  and  current  medical  standards,  and  when 
so  performed  shall  not  be  considered  unethical.  Physicians 
shall  not  be  required  to  perform  or  participate  in  an  abortion 
by  hospital  regulations  or  any  other  institutional  requirement. 
(Amended,  1980  Annual  Meeting) 

Acupuncture 

Acupuncture  is  a surgical  procedure  and  its  practice  shall 
be  limited  to  physicians  licensed  to  practice  medicine  in  all 
of  its  branches  and  to  dentists. 

(1975  Annual  Meeting— Reviewed  by  Board  1980) 

Advertising  Guidelines,  Physician 
Professional 

In  keeping  with  the  Principles  of  Medical  Ethics,  as  well  as 
rules  of  law,  the  following  advertising  guidelines  are  adopted: 

I.  General 

These  guidelines  shall  apply  to  solo  practitioners  and 
groups  of  physicians,  including  medical  clinics,  HMOs, 
and  other  physician-operated  facilities.  The  medical  so- 
ciety recommends  that  these  guidelines  be  suggested  for 
hospitals  and  other  health  care  institutions.  The  medical 
society  does  not  look  with  favor  upon  advertisements 
which  promote  or  produce  unfair  competition. 

II.  Acceptable  Professional  Identification 

1.  Name,  with  earned  degree(s) 

2.  Office  address  and  telephone 

3.  Home  address  and  telephone 

4.  Answering  service 

5.  Office  hours 

6.  Medical  specialization 

7.  Board  certification 

8.  Type  of  practice  (group,  solo)  and  affiliation,  so  long 
as  such  identification  is  not  misleading 

9.  Hospital  affiliation 

10.  Foreign  language  competence 

1 1.  Usual  and  customary  fees,  for  routine  medical  serv- 
ice. Such  fee  identification  must  include  notification 
that  fees  may  be  adjusted  in  the  event  that  com- 
plications or  unforseen  circumstances  arise.  The 
usual  and  customary  fee  quoted  shall  be  that  fee 
charged  to  the  majority  of  patients  seeking  the  same 
basic  service.  Such  fee  identification  must  not  be 
misleading.  Average  charges  may  not  be  stated. 

1 2.  Public  announcement  of  changes  in  any  of  the  above 

III.  Professionally  Unacceptable 

1 . Testimonials  or  anecdotal  reports  of  medical  practice 
success 

2.  Claims  of  superior  quality  of  care 


3.  Fee  comparisons  of  available  services  with  those  of 
other  licensed  physicians  or  medical  clinics 

4.  Listing  of  professional  service  which  the  offerer  is 
not  qualified  to  provide 

5.  Statements  which  contain  false,  fraudulent,  deceptive 
or  misleading  material 

6.  Warranties  or  guarantees  of  success  or  unsuccessful 
therapy 

7.  Statements  which  play  upon  the  fears  and  vanities 
of  the  public 

8.  Display  or  similar  advertising  that  may  serve  to 
mislead  or  misinform  the  public 

9.  Solicitation  of  media  coverage  of  medical  services 
by  means  of  “news  stories”  designed  for  personal 
or  financial  gain 

IV.  Media  Guidelines 

1 . Newspapers  and  magazines 

a.  Type  size  shall  be  that  text  type  used  in  the  pub- 
lication 

b.  Use  of  any  ornaments,  embellishments,  or  sym- 
bols is  prohibited 

2.  Professional  or  business  cards,  and  office  signs  giving 
allowable  information  are  permissible 

3.  Health  care  services  directories  (including  telephone 
directories)  are  subject  to  the  same  policies  as  stated 
under  newspapers  and  magazines  above 

(1979  Annual  Meeting) 

Alcoholism 

Alcoholism  is  an  illness  characterized  by  preoccupation 
with  alcohol  and  loss  of  control  over  its  consumption  such 
as  to  lead  usually  to  intoxication  if  drinking  is  begun;  by 
chronicity;  by  progression,  and  by  tendency  toward  relapse. 
It  is  typically  associated  with  physical  disability  and  impaired 
emotional,  occupational  or  social  adjustments  as  a direct  con- 
sequence of  persistent  and  excessive  use  of  alcohol.  Insurance 
companies  should  include  appropriate  coverage  for  alcoholism. 
Physicians  and  their  hospitals  are  encouraged  to  actively  par- 
ticipate in  providing  services  for  alcoholics. 

(Amended,  1980  Annual  Meeting) 

Alcoholism  Education 

The  Illinois  State  Medical  Society  supports  the  concept  that 
medical  schools  and  hospital  training  programs  should  expand 
instruction  of  students  in  the  treatment  of  acute  and  chronic 
alcoholism,  as  well  as  its  cause  and  prevention;  that  physicians 
and  recognized  community  service  agencies  should  enlarge 
their  services  to  include  treatment  and  counseling  of  alcoholics 
and  their  families,  and,  where  appropriate,  collaborate  with 
recognized  alcohol  treatment  programs;  that  education  pro- 
grams aimed  at  alcohol  abusers  who  are  drivers  should  be 
encouraged,  and  legal  restrictions  should  be  continued  to 
prevent  them  from  holding  drivers’  licenses;  that  education 
of  the  public  (at  all  age  levels)  regarding  the  nature  of  alcohol 
and  its  physiologic  and  psychologic  effects,  as  well  as  socio- 
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economic  impacts,  should  be  encouraged. 

(Amended,  1980  Annual  Meeting) 

Ambulance  Services 

All  ambulance  services  should  meet  minimum  standards 
as  established  by  appropriate  authorities  in  the  field.  ISMS 
should  offer  its  expertise  and  work  to  ensure  that  ambulance 
services  meet  these  standards. 

(Amended,  1980  Annual  Meeting) 

Anaphylactic  Reactions  to 
Insect  Stings 

ISMS  favors  development  of  mechanisms  to  allow  the 
availability  of  epinephrine,  through  appropriately  trained 
persons,  upon  the  prescription  of  a physician. 

(1981  Annual  Meeting) 

Assessments 

Medical  staffs  are  reminded  that  hospitals  do  not  have  the 
privilege  or  the  right  to  make  compulsory  assessments  on 
individual  members  of  the  medical  staff  for  building  funds 
or  other  hospital  programs,  nor  to  demand  an  audit  of  staff 
members’  personal  financial  records  as  a requisite  for  staff 
appointments. 

(Amended,  1980  Annual  Meeting) 

Athletic  Programs 

The  medical  profession  should  provide  input  into  the  struc- 
turing of  athletic  programs  in  an  effort  to  minimize  physical 
injuries  and  inappropriate  emotional  stress  and  to  insure 
proper  treatment. 

(Amended,  1980  Interim  Meeting) 

Audits  and  Surveys 

ISMS  recognizes  the  necessity  of  audits  and  surveys  to  re- 
view the  appropriateness  of  medical  services  rendered.  How- 
ever, respect  for  personal  privacy  and  confidentiality  must 
be  maintained  with  utmost  priority  under  all  circumstances. 
Additionally,  local  medical  staff  audits  and  determinations 
as  to  management  must  be  respected.  In  this  regard,  ISMS 
recognizes  audit  processes  as  performed  by  organizations  who 
have  demonstrated  compliance  with  the  aforementioned 
principles.  In  contrast,  audits  and  surveys  not  performed  by 
recognized  organizations,  or  those  performed  in  violation  of 
the  above  principles,  will  not  be  condoned. 

(Amended,  1980  Interim  Meeting) 

Autopsies,  Declining  Number  of 

Because  the  autopsy  has  educational  benefits  for  medical 
science  as  well  as  the  family  of  the  deceased  individual,  ISMS 
encourages  its  members  to  seek  family  approval  for  the  post- 
mortem examination  in  all  cases  of  death. 

(1978  Interim  Meeting) 

Birth  Control 

The  preventive  medicine  approach  to  the  problem  of  un- 
wanted pregnancies  should  be  encouraged  through  family  life 
education  in  the  schools,  wider  dissemination  of  family  plan- 
ning information,  including  birth  control  information  and 
devices,  and  encouragement  of  research  in  population  control 
methods. 

(Reviewed,  1980) 

Blood  Availability 

The  Illinois  State  Medical  Society  encourages  component 


societies  to  support  abolition  of  blood  bank  replacement  de- 
posit fees  (often  referred  to  as  penalty  or  non-replacement 
fees). 

The  Illinois  State  Medical  Society  and  its  component  so- 
cieties encourage  hospitals  and  any  other  facilities  to  affiliate 
with  a regional  blood  replacement  center  in  their  areas. 

The  Illinois  State  Medical  Society  and  its  component  so- 
cieties should  assist  appropriate  organizations  in  establishing 
a regionally  coordinated  blood  banking  system  throughout 
the  state  and  areas  contiguous  to  the  state. 

(1979  Annual  Meeting) 

Blood  Services 

Inasmuch  as  blood  services  affect  the  entire  community, 
the  county  medical  society  should  be  encouraged  to  become 
involved  and  should  have  input  in  blood  bank  activities  serv- 
ing its  county. 

(Amended,  1980  Interim  Meeting) 

Cardiopulmonary  Resuscitation 

ISMS  encourages  basic  cardiac  life  support  training  in  Illinois 
high  schools. 

(1981  Annual  Meeting) 

Confidentiality 

Communications  received  in  confidence  by  physicians  from 
patients  are  privileged:  the  privilege  is  that  of  the  patient  and 
the  physician  is  the  guardian  of  the  privilege  and  must  not 
betray  it.  Current  day  social  values  dictate  that  privileged 
communication  must  be  continued  in  accomplishment  of  the 
treatment  of  human  illness.  Section  IV  of  the  Principles  of 
Medical  Ethics  States  that:  “A  physician  shall  respect  the  rights 

of  patients and  shall  safeguard  patient  confidences 

within  the  constraints  of  the  law.”  The  Illinois  State  Medical 
Society  re-affirms  its  belief  in  this  principle  and  supports 
activities  to  guarantee  continuation  of  privacy,  while  recog- 
nizing the  need  for  collection  of  statistical  data  and  enforce- 
ment activities  in  the  public  good. 

The  Illinois  State  Medical  Society  supports  the  concept  of 
confidentiality  of  the  doctor-patient  relationship  as  it  relates 
to  the  ambulatory  patient  record  and  will  take  an  active  role 
in  uncovering  any  violation  of  the  doctor-patient  relationship 
by  officials  and  personnel  of  review  organizations  and  will 
take  whatever  steps  are  necessary  to  eliminate  the  breach  of 
confidence. 

ISMS  is  in  opposition  to  the  use  of  the  Social  Security 
number  as  a universal  number  identifier. 

(Reviewed,  1981) 

Continuing  Education 

Continuing  education  is  one  of  the  basic  purposes  of  the 
Illinois  State  Medical  Society  for  scientific  advancement, 
humanization  of  medicine,  improvement  of  medical  public 
relations,  and  development  of  cooperation  and  rapport  with 
the  public.  The  Society  should  continue  to  support  the  multi- 
faceted approach  to  continuing  medical  education  as  now 
endorsed  by  the  Illinois  Council  on  Continuing  Medical  Ed- 
ucation. 

ISMS  will  act  as  an  accrediting  agency  under  the  policies 
of  the  Accreditation  Council  for  Continuing  Medical  Education 
as  established  by  the  organizations  comprising  the  Council 
for  Medical  Affairs.  The  Illinois  State  Medical  Society  should 
have  the  primary  role  in  accrediting  of  quality  continuing 
medical  education  programs  in  order  to  assure  that  members 
have  access  to  CME  opportunities  which  are  in  conformance 
with  licensing  regulations  of  the  State  of  Illinois. 

Physicians  are  encouraged  to  analyze  their  individual  learn- 
ing needs  before  registering  for  CME  courses. 

Financial  support  for  the  Illinois  Council  on  Continuing 
Medical  Education  is  provided  by  the  Board  of  Trustees  of 
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ISMS.  ICCME  shall  prepare  an  annual  financial  report  for 
the  House  of  Delegates  indicating  (a)  major  sources  of  income, 
(b)  major  categories  of  expenditure  and  (c)  a proposed  budget 
for  the  year  in  which  the  House  is  meeting. 

All  members  should  be  encouraged  to  participate  in  the 
AM  A Physician  Recognition  Award,  as  presently  constituted, 
or  its  equivalent. 

Sponsors  of  continuing  medical  education  courses  should 
provide  full  disclosure  of  materials,  methods,  objectives  and 
evaluation  procedures  of  ofTered  courses.  Accrediting  body 
and  category  of  credit  should  be  stated. 

(Amended,  1981  Annual  Meeting 

Cost  Containment 

ISMS  endorses  the  Voluntary  Effort  of  American  physicians 
and  hospitals  as  responsible  private  sector  activity  to  restrain 
hospital  costs  without  arbitrary  limits  or  governmental  in- 
tervention, and  it  endorses  the  AMA  president's  call  for  phy- 
sicians to  help  moderate  care  costs. 

ISMS  supports  the  concept  of  voluntary  planning.  ISMS 
should  continue  monitoring  of  planning  legislation  as  to  costs, 
benefits,  and  effectiveness:  and  encourage  establishment  of 
equitable  techniques  for  administration  of  federal  require- 
ments. ISMS  opposes  imposition  of  the  public  utility  type  of 
regulation  of  the  medical  profession,  whether  institutional 
providers  or  private  physicians.  Certificate  of  need,  as  a cost 
containment  mechanism,  is  a non-proven  concept  and  requires 
continued  evaluation. 

"Decertification”  or  conversion  to  other  use  of  excessive 
facilities  should  be  on  a voluntary  and  trial  basis  before  final 
implementation. 

The  development  of  appropriate  policies  and  mechanisms 
that  lead  to  continuity,  coordination,  and  continuous  avail- 
ability of  patient  care,  including  appropriate  professional  pre- 
ventive care  and  appropriate  carly-detection  screening  services 
should  be  encouraged.  The  appropriateness  of  a service,  test 
or  treatment  should  be  the  primary  factor  in  considering  its 
necessity  rather  than  the  cost. 

Regulatory  systems  to  certify  and  monitor  the  performance 
of  insurance  carriers,  mutual  insurance  companies  and  other 
organizations  financing  health  care  services  should  be  estab- 
lished to  assure  fiscal  responsibility  and  accurate  representation 
of  premium  or  capitation  costs  and  benefits  that  will  not 
restrict  development  of  innovative  approaches  to  benefit  cov- 
erage. 

(1978  Interim  Meeting) 

Current  Procedural  Terminology 

The  Illinois  State  Medical  Society  endorses  the  American 
Medical  Association’s  Current  Procedural  Terminology  and 
encourages  its  use  by  Illinois  physicians. 

(1977  Annual  Meeting) 

Death,  Legal  Definition  of 

ISMS  will  not  support  any  legislative  proposal  which  seeks 
to  define  death  unless  it  provides  that,  based  upon  usual  and 
reasonable  standards  of  medical  practice,  death  has  occured 
when  it  is  determined  by  a doctor  of  medicine  that  a person 
has  experienced  the  permanent  and  irreversible  cessation  of 
the  integrated  functioning  of  the  respiratory,  circulatory  and 
nervous  system,  according  to  the  following  standards: 

(a)  The  irreversible  cessation  of  spontaneous  respiratory  and 
circulatory  functions;  or 

(b)  if  artificial  means  of  support  preclude  reliance  on  item 
(a),  the  irreversible  cessation  of  spontaneous  brain  func- 
tion, which  may  be  confirmed  by  a flat  (isoelectric) 
electroencephalographic  tracing  in  the  absence  of  hy- 
pothermia and  of  barbiturate  and  other  nervous  system 
depressants. 

(1977  Annual  Meeting) 


Death  With  Dignity 

The  Illinois  State  Medical  Society  will  continue  to  oppose 
death  with  dignity,  right-to-die  and  similar  legislation,  based 
upon  what  must  necessarily  be  a private  matter  between  phy- 
sician and  patient.  If  passage  of  such  legislation  is  imminent, 
it  must  provide  immunity  from  civil  and  criminal  penalties 
for  physicians  who  act  in  good  faith  and  in  accordance  with 
accepted  medical  practice  and  must  not  require  physicians 
to  act  in  violation  of  their  own  personal  beliefs,  morals  and 
conscience. 

(Amended,  1981  Annual  Meeting) 

Disaster  Control 

All  medical  societies  should  cooperate  with  and  contribute 
to  disaster  plans  in  their  communities. 

(Amended,  1980  Annual  Meeting) 

Drugs,  Prescriptions 

Prescription  drugs  may  be  dispensed  only  upon  the  au- 
thorization of  a physician  licensed  to  practice  medicine  in  all 
its  branches.  Public  health  departments  should  not  conduct 
drug  dispensing  and  distribution  programs  without  direct 
physician  supervision  of  patients  receiving  medication. 

Generic  drug  substitution  may  be  considered  within  legal 
limits. 

The  package  insert  labeling  pharmaceutical  preparations  is 
a guide  for  the  clinical  application  of  the  product  and  should 
not  be  used  as  an  absolute  standard  limiting  the  practice  of 
medicine. 

(Amended,  1981  Annual  Meeting) 

Electromyoneurographic 
Procedures  and  Examinations 

Clinical  electromyoneurographic  procedures  and  exami- 
nations, which  inherently  involve  medical  interpretations, 
descriptions  of  findings,  and  rendering  of  diagnostic  opinions, 
should  be  performed  only  by  physicians  licensed  to  practice 
medicine  in  all  its  branches  and  trained  in  these  procedures. 
(1976  Annual  Meeting— Reviewed  by  Board  1981) 

Emergency  Medical  Care, 

Provision  of 

Emergency  care  should  be  provided  regardless  of  the  ability 
of  the  patient  to  pay.  Physicians  should  be  aware  of  the  pro- 
tection afforded  them  by  the  Good  Samaritan  provisions  of 
the  Illinois  Medical  Practice  Act. 

Insurance  plans  which  cover  emergency  medical  services 
should  pay  for  such  services  regardless  of  where  they  are 
rendered. 

(Amended,  1981  Annual  Meeting) 

Ethics 

It  is  ethical  for  physicians  to  associate  professionally  with 
whom  they  wish,  acknowledging  always  that  there  is  no  com- 
promise on  the  historically  noble  goals  of  honesty,  competence, 
compassion,  respect  for  dignity,  furtherance  of  knowledge, 
safeguarding  of  confidence  and  service  to  mankind,  and  with 
due  regard  to  modern  medical  science. 

(1979  Interim  Meeting) 

Examinations 

All  physical  examinations  should  be  performed  in  the  phy- 
sician’s office.  No  examinations  should  be  conducted  on  a 
group  basis  unless  authorization  has  been  given  by  the  local 
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county  medical  society  in  a single  instance  or  for  a specific 
purpose. 

This  general  statement  does  not  apply  to  the  industrial  or 
occupational  health  physician  in  his  in-patient  activities. 
(1966  Annual  Meeting— Reviewed  by  Board  1980) 

Experimental  Medical  Procedures 

With  respect  to  experimental  medical  procedures,  physicians 
must  adhere  to  and  affirm  the  following: 

Accepted  ethical  standards; 

The  codified  regulations  of  the  Department  of  Health  and 
Human  Services  as  specified  in  Title  45  USC,  Sec.  46; 

Appropriate  Illinois  statutory  or  regulatory  requirements. 
(Amended  1981  Annual  Meeting) 

Eyes 

Only  physicians  licensed  to  practice  medicine  in  all  its 
branches  are  qualified  to  prescribe  or  use  eye  medications; 
only  such  physicians  should  continue  to  be  the  primary  entry- 
point  for  eye  care.  ISMS  vigorously  opposes  any  attempt  in 
Illinois  to  give  optometrists  a license  to  prescribe  or  use 
medications  or  to  serve  as  a primary  entry-point  in  the  pro- 
vision of  eye  care. 

(1976  Annual  Meeting— Reviewed  by  Board  1980) 

55  M.P.H.  Speed  Limit 

The  Illinois  State  Medical  Society  opposes  an  increase  in 
the  55  mile  per  hour  speed  limit. 

(1981  Annual  Meeting) 

Foundations  for  Medical  Care 

The  Illinois  Foundation  for  Medical  Care  is  a not-for-profit 
corporation  established  to  provide  physicians  with  leadership 
roles  in  modifying  health  care  delivery  in  their  communities, 
thus  assuring  quality  care  at  reasonable  cost. 

The  Illinois  Foundation  for  Medical  Care  is  completely 
accountable  only  to  the  House  of  Delegates,  through  the  Board 
of  Trustees  of  ISMS,  and  to  each  component  society  of  ISMS. 

Establishment  of  autonomous  county  and/or  multi-county 
foundations  under  the  sponsorship  of  local  medical  societies 
is  encouraged  and,  together,  local  and  state  foundations  shall 
provide  a mechanism  through  which  foundation-sponsored 
programs  can  be  developed  and  administered  throughout  the 
state. 

The  Illinois  Foundation  for  Medical  Care  is  authorized  to 
investigate  and,  if  economically  feasible,  to  implement  pro- 
grams for  supporting  physician  organizations  endorsed  by 
constituent  medical  societies.  Such  support  is  to  be  in  the 
areas  of  data  needs  and  other  specialized  activities,  such  as 
statewide  co-ordination,  statistical  analysis,  co-ordinated  ne- 
gotiations and  support  of  related  state  level  organizations, 
utilizing  public,  governmental  or  private  funds  to  reimburse 
the  foundation  for  such  activities.  Specifically,  the  IFMC  Board 
is  authorized  to  investigate  the  feasibility  of  becoming  a state- 
wide support  center  for  physician  organizations  endorsed  by 
constituent  medical  societies  and  to  provide  administrative 
support,  data  processing  and  specialized  services  to  such  phy- 
sician organizations. 

(1977  Interim  Meeting) 

Freedom  of  Choice 

The  mutual  right  of  physicians  and  patients  to  exercise 
freedom  of  choice  in  medical  matters  shall  be  maintained. 
This  includes  the  right  of  the  patient  to  choose  the  physician 
by  whom  he  will  be  served,  and  the  right  of  the  physician 
(except  in  emergencies)  to  a corresponding  freedom  of  choice. 


All  members  of  the  Illinois  State  Medical  Society  enjoy  the 
same  rights  and  privileges  and  are  bound  by  the  same  obli- 
gations and  standards  of  professional  conduct. 

ISMS  supports  the  concept  of  second  opinion— only  via 
the  usual  and  customary  referral  pathways  guaranteeing  the 
free  choice  of  physicians. 

(1976  Interim  Meeting— Reviewed  by  Board  1981) 

Governmentally  Supported 
Health  Facilities 

ISMS  should  not  facilitate  the  development  of  govem- 
mentally-supported  Health  Maintenance  Organizations  or 
similar  practice  alternatives  which  would  be  discriminatory 
against  the  private  or  group  practice  of  medicine. 

(1978  Annual  Meeting) 


Health  Care  Costs 

The  public  should  be  educated  concerning  the  difference 
between  “health  care  costs”  and  “medical  care  costs.”  Mem- 
bers of  the  profession  should  cooperate  with  the  various  an- 
cillary groups  and  should  be  able  to  explain  the  cost  factors 
involved  in  total  care. 

ISMS  encourages  its  members  to  be  aware  of  the  cost  of 
hospital  services,  supplies  and  drugs  and  encourages  physicians 
to  receive  and  review  the  hospital  bill  of  each  patient  he 
hospitalizes  as  a voluntary  step  toward  cost  containment  of 
health  care. 

ISMS  is  unalterably  opposed  to  governmental  control  of 
hospital  costs  and  physicians’  fees  and  reaffirms  its  faith  in 
the  private  enterprise  system  which  has  made  the  United 
States  great  and  strong  and  which  seeks  to  make  health  care 
available  to  everybody. 

The  Illinois  State  Medical  Society  encourages  cost  sharing 
by  patients  in  all  medical  care  reimbursement  plans. 

(1977  Interim  Meeting) 


Health  Careers 

All  capable  and  worthy  individuals  interested  in  medicine 
as  a career  shall  be  encouraged  and  assisted  by  the  Illinois 
State  Medical  Society.  Those  interested  in  paramedical  fields 
shall  be  provided  with  all  pertinent  information. 

(1967  Annual  Meeting— Reviewed  by  Board  1980) 

Health  Insurance, 

Governmental  Programs 

The  Illinois  State  Medical  Society  is  opposed  to  compulsory 
govemmentally-mandated  national  health  insurance  plans  and 
will  continue  to  point  out  its  dangers  and  disadvantages  to 
the  public,  including  those  in  which  quality  of  care  is  com- 
promised. 

It  is  opposed  to  national  compulsory  catastrophic  health 
insurance. 

Governmental  health  insurance  benefits  for  mental  illness 
should  be  comparable  to  benefits  for  any  other  medical  con- 
dition. 

Governmental  health  insurance  programs  providing  reim- 
bursement for  medical  services  under  the  direction  of  prac- 
tioners  other  than  doctors  of  medicine  or  osteopathic  medicine 
should  establish  a separate  category  for  such  reimbursement, 
with  separate  payment,  and  be  optional  to  the  insured. 

ISMS  will  actively  oppose  any  state  or  federal  legislation 
which  proposes  reimbursement  under  health  insurance  pro- 
grams of  psychologists,  social  workers  or  any  group  of  in- 
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dividual  practitioners  without  medical  supervision. 
(Amended,  1979  Interim  Meeting) 

Health  Insurance,  Voluntary  Plans 

ISMS  endorses  the  principle  of  voluntary  health  insurance. 
Fixed  fee  schedules  should  be  recognized  as  indemnification 
to  the  patient  and  not  necessarily  payment  in  full. 

The  Illinois  State  Medical  Society  supports  the  concept  of 
increased  insurance  coverage  for  out-patient  diagnostic  tests. 

It  supports  the  policy  of  a tax  credit  or  deduction  for  the 
premium  expense  of  catastrophic  medical  insurance  and  en- 
dorses the  principle  that,  under  federal  rules  and  regulations, 
the  costs  and  premiums  for  health  care,  whether  incurred 
directly  by  an  individual  or  conferred  as  an  employee  benefit, 
should  be  equally  deductible. 

Inasmuch  as  the  fee  coverage  by  insurance  plans  may  not 
cover  the  full  fee  of  the  physician,  the  physician  is  encouraged 
to  develop  a prior  agreement  with  the  patient,  such  as  the 
“Statement  of  Understanding.”  This  will  outline  to  the  patient 
his  individual  responsibility  for  the  physician  s fee. 

ISMS  objects  to  third  party  carriers  interfering  with  the 
practice  of  medicine  and  the  patient-physician  relationship 
by: 

Implying  to  patients  that  physician’s  charges  above 
insurance  benefit  allowances  are  excessive; 

Suggesting  to  physicians  that  insurance  company 
reimbursement  amounts  be  accepted  as  payment  in  full; 

Suggesting  that  physicians  perform  alternative  surgical 
procedures; 

Instituting  utilization  review  of  hospital  patients  in 
the  private  sector  which  by-passes  local  physician  review 
mechanisms; 

Discriminating  against  the  physician  who  does  not 
have  a separate  contractual  relationship  with  the  carrier 
and  inhibiting  the  patient’s  free  choice  of  physician. 
ISMS  endorses  long-held  principles  that: 

A contractual  relationship  that  exists  between  a patient 
and  a third  party  does  not  involve  the  physician  (unless 
the  physician  has  agreed  to  such  involvement);  and 
The  third  party  is  not  involved  in  the  contract  existinj 
between  the  patient  and  his/her  physician  (unless  such 
involvement  has  been  agreed  to  by  both  patient  and  the 
physician). 

(Amended,  1981  Annual  Meeting) 

Health  Planning 

ISMS  urges  physician  participation  in  the  health  planning 
process  at  all  levels,  with  strong  emphasis  on  planning  at  the 
local  community  level.  ISMS  supports  health  planning  at  the 
local  level,  and  opposes  centralized  health  planning. 

(1980  Annual  Meeting) 

Health  Screening  by 
Allied  Health  Personnel 

Health  evaluation,  to  be  adequate,  must  include  a physical 
examination  only  by  or  under  the  direct  supervision  of  a 
physician  licensed  to  practice  medicine  in  all  of  its  branches 
with  physician  interpretation  of  the  appropriateness  and  re- 
liability of  various  screening  procedures  used. 

(1974  Annual  Meeting— Reviewed  by  Board  1980) 


Health  Systems  Agencies 

The  Illinois  State  Medical  Society  supports  legislative  ac- 
tivity by  the  American  Medical  Association  repealing  the 
Federal  Health  Planning  Act,  Public  Law  93-641  and  Public 


Law  96-79  as  amended.  As  an  interim  measure,  ISMS  will 
seek  legislative  amendment  in  Congress  or  an  administrative 
exemption  removing  those  portions  of  the  Health  Planning 
Act  which  impose  penalties  on  states  not  in  compliance  with 
federal  SHPDA  designated  criteria. 

(1981  Annual  Meeting) 

HSA  Fund  Solicitation 

The  Illinois  State  Medical  Society  is  opposed  to  outside 
fund  solicitation  by  Health  Systems  Agencies;  for  such  prac- 
tices may  affect  the  objectivity  of  the  organization. 

(1980  Annual  Meeting) 

Hearing  Disorders 

Physicians  licensed  to  practice  medicine  in  all  its  branches 
remain  the  primary  entry  point  for  the  care  of  patients  with 
hearing  impairment. 

(1977  Annual  Meeting) 

Hospices 

A hospice  is  a centrally  administered  program  of  palliative 
and  supportive  services  providing  medical,  social,  psycho- 
logical and  spiritual  care  for  terminally  ill  persons  and  their 
families.  Services  are  provided  by  a medically-supervised, 
interdisciplinary  team  of  professionals  and  volunteers.  Care 
is  offered  24  hours  a day,  7 days  a week,  through  either  in- 
patient settings,  home  care  or  a combination  of  both.  Be- 
reavement counseling  is  provided  for  the  survivors. 

(1981  Annual  Meeting) 

Hospitals 

Physicians  should  sponsor  and  assist  in  the  development 
of  all  medical  staff  committees  within  the  hospital. 

The  local  medical  profession  should  cooperate  to  achieve 
the  accreditation  of  all  eligible  hospitals,  and  should  encourage 
the  stabilization  or  reduction  of  hospital  costs  in  all  areas 
where  they  have  authority. 

All  county  medical  societies  are  encouraged  to  form  standing 
committees  composed  of  medical  society  officers  and  rep- 
resentative officers  of  all  hospital  staffs  in  their  areas  to  guar- 
antee a free  exchange  of  information  between  the  medical 
society  and  hospital  staffs  related  to  activities  of  hospitals, 
medical  organizations,  governmental  and  quasi-govemmental 
agencies  in  their  community. 

The  Illinois  State  Medical  Society  encourages  the  devel- 
opment of  local  peer  review  plans  for  appropriate  review  of 
utilization  of  hospital  emergency  rooms. 

(1977  Annual  Meeting) 

Hospital — Medical  Staff — 
Management  Relationship 

Any  proposal  or  arrangement  between  institutional  man- 
agement and  medical  staffs  should  not  conflict  with  the  Prin- 
ciples of  Medical  Ethics  or  abridge  the  property  right  endowed 
upon  the  individual  physicians  by  the  Illinois  Department  of 
Registration  and  Education.  The  practice  of  medicine  is  the 
physician’s  legal  prerogative  and  responsibility.  To  insure  the 
quality  of  medical  care,  each  hospital  has  the  obligation  to 
cooperate  with  and  assist  its  medical  staff  in  implementing 
procedures  by  which  the  quality  of  medical  care  in  that  hospital 
may  be  maintained  by  and  through  its  medical  staff. 

ISMS  is  opposed  to  hospital  actions  which  unilaterally  stip- 
ulate that  professional  liability  insurance  is  a prerequisite  for 
membership  on  a medical  staff.  If  a hospital  proposes  to 
require  evidence  of  professional  liability  insurance  as  a con- 
dition of  membership  on  a medical  staff,  such  condition  should 
be  in  accord  with  rules  and  requirements  as  established  by 
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the  organized  medical  staff  of  the  hospital  in  cooperation  with 
the  hospital  board  of  trustees.  To  protect  their  assets,  members 
of  a hospital  medical  staff  should  be  assured  of  the  adequacy 
(scope  and  amount)  of  professional  liability  coverage  carried 
by  the  hospital  as  a reciprocal  disclosure  between  the  staff 
anti  hospitals. 

Results  of  recertification  examinations  should  not  be  the 
sole  criterion  used  by  hospital  governing  bodies  and  hospital 
medical  staffs  in  the  granting  of  clinical  privileges. 

(1978  Annual  Meeting; 

Hospital  Medical  Staff  Privileges 

Members  of  a medical  staff  should  receive  due  process  as 
spelled  out  by  the  Bylaws  of  the  medical  staff  before  their 
medical  staff  privileges  can  be  terminated.  The  Illinois  State 
Medical  Society  supports  physicians  in  their  right  to  continue 
to  practice  in  a community  or  hospital  as  long  as  they  follow 
the  bylaws  of  the  medical  staff  and  maintain  the  highest  quality 
of  medical  practice  to  their  patients  unless  good  cause  can  be 
shown  that  continuation  of  the  physician  in  practice  is  not 
in  the  best  interest  of  his/her  patients. 

(1980  Annual  Meeting) 

IDPA  Drug  Manual 

ISMS  approves  the  concept  that  pharmaceutical  products 
for  inclusion  in  the  IDPA  Drug  Manual  be  based  on  therapeutic 
effectiveness  rather  than  cost.  While  ISMS  members  will  con- 
tinue to  be  cost  conscious  in  all  aspects  of  medical  care,  this 
care  must  be  based  upon  therapeutic  considerations  and  bio- 
eauivalence. 

(1981  Annual  Meeting) 

Immunization  Programs 

Illinois  residents  should  be  provided  access  to  all  medically 
indicated  immunization.  Physicians  are  requested  to  provide 
this  protection  or  to  encourage  the  local  public  health  agency 
to  perform  this  function,  and  to  encourage  enforcement  of 
current  immunization  laws.  In  addition,  physicians  should 
be  encouraged  to  participate  in  epidemiological  studies  (es- 
pecially as  related  to  “search  and  destroy”  methods  for  com- 
municable diseases)  which  have  been  endorsed  by  the  local 
or  state  medical  society. 

Every  school  district  should  be  consulted  by  health  de- 
partments planning  any  mass  immunization  campaign.  In 
counties  where  there  is  no  public  health  department,  the  Illinois 
Department  of  Public  Health  should  contact  either  the  county 
medical  society  or  local  physicians  (whichever  is  appropriate) 
for  coordination  of  the  immunization  program. 

The  Illinois  Department  of  Public  Health  or  the  Illinois 
State  Medical  Society  should  institute  whatever  is  necessary, 
including  appropriate  state  indemnification  or  “exemption 
from  liability”  legislation,  to  assume  or  alter  the  liability  re- 
sponsibility during  any  mass  immunization  program. 

If  private  facilities  are  utilized  during  a mass  immunization 
campaign,  normal  reimbursement  procedures  may  be  em- 
ployed, but  no  charge  shall  be  made  for  the  cost  of  vaccine 
paid  for  by  the  federal  government. 

(Amended,  1981  Annual  Meeting) 

Indigent,  The  Care  of  the 

Personal  medical  care  is  primarily  the  responsibility  of  the 
individual.  When  he  is  unable  to  provide  this  care  for  himself, 
the  responsibility  should  properly  pass  to  his  family,  the  com- 
munity, the  county,  the  state,  and  only  when  all  these  fail, 
to  the  federal  government,  and  only  in  conjunction  with  the 
other  levels  of  government  in  the  order  above. 

The  determination  of  medical  needs  should  be  made  by  a 
physician.  The  determination  of  eligibility  should  be  made 
at  the  local  level  with  local  administration  and  control.  The 


principle  of  freedom  of  choice  should  be  preserved. 

(Prior  to  1965— Reviewed  by  Board  1980) 

Laboratories 

All  laboratories  providing  medical  data  should  be  under 
the  direct  supervision  of  a physician  currently  licensed  to 
practice  medicine  in  all  its  branches. 

(Amended,  1980  Interim  Meeting) 

Manipulative  Casting  of  Congenital 
Deformities  of  the  Extremities 

Manipulative  casting  of  congenital  deformities  of  the  ex- 
tremities, whether  performed  in  the  office  or  hospital,  is  con- 
sidered a surgical  procedure. 

(1981  Annual  Meeting) 

Marijuana 

ISMS  does  not  endorse  the  legalization  of  the  possession 
or  use  of  marijuana. 

Since  the  medical  and  psychiatric  knowledge  concerning 
the  short-term  and  long-term  effects  of  cannabis  is  very  limited, 
medical  research  should  be  supported  by  public  and  private 
resources  of  the  State  of  Illinois. 

(1976  Annual  Meeting— Reviewed  by  Board  1980) 

Medical  Diagnosis  and  Treatment 

While  the  Illinois  State  Medical  Society  recognizes  the  in- 
terests of  third  parties  in  patient  care,  it  categorically  maintains 
that  prognosis  and  length  of  treatment  must  always  be  in- 
dividualized to  the  patient,  the  diagnosis,  and  community 
standards  for  medical  care. 

(Amended,  1980  Annual  Meeting) 

Medical  Education — Schools 

The  Illinois  State  Medical  Society  supports  development 
of  innovative  programs  in  medical  education  maintaining  a 
firm  foundation  in  the  basic  sciences. 

The  Illinois  State  Medical  Society  favors  admission  of  stu- 
dents into  medical  schools  on  the  basis  of  their  ability  to  be 
good  medical  students  and  physicians. 

ISMS  supports  the  concept  that  Illinois  medical  students, 
whose  medical  education  is  supported  by  Illinois  tax  money, 
be  encouraged  to  remain  in  Illinois  to  practice. 

(Amended,  1980  Annual  Meeting) 

Medical  Examiners 

ISMS  favors  a medical  examiner  system  throughout  the 
state  in  preference  to  a coronor  system,  wherever  practical. 
(1971  Annual  Meeting— Reviewed  by  Board  1980) 

Medical  Liability 
Insurance  Premiums 

The  Illinois  State  Medical  Society  supports  the  concept  that 
premium  schedules  for  medical  liability  insurance  should  be 
based  on  the  actual  cost  and  risk  of  providing  that  insurance 
to  each  individual  group  or  category. 

(1979  Annual  Meeting) 

Medical  Psychotherapy 

Medical  psychotherapy  is  a medical  procedure  for  the  treat- 
ment of  mental  and  physical  ailments  or  illness.  It  involves 
verbal  and  non-verbal  communications  with  the  patient,  and 
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always  includes  continuing  medical  diagnostic  evaluation  and 
drug  management  as  indicated.  Medical  psychotherapy  may 
be  performed  only  by  a physician  licensed  to  practice  medicine 
in  all  of  its  branches. 

(Amended,  1980  Annual  Meeting) 

Medical  Representation  in 
Government  Planning 

Unless  physicians  appointed  to  the  boards  and  committees 
of  other  organizations  are  nominated  by  their  local  county 
medical  society,  such  physicians  shall  not  be  considered  “rep- 
resentative” of  the  medical  community. 

(Amended  1978  Interim  Meeting) 


Medical  Testimony, 

Expert  Witnesses 

An  expert  medical  witness  is  defined  as  a physician  licensed 
to  practice  medicine  in  all  its  branches  having  a basic  edu- 
cational and  professional  knowledge  as  a general  foundation 
for  testimony  and,  in  addition,  having  special  expertise,  current 
personal  experience,  practical  familiarity,  and  technical 
knowledge  of  the  problems  that  are  being  considered,  as  well 
as  alternative  forms  of  treatment,  and  is  currently  active  in 
the  practice  of  the  medical  subject  under  discussion. 

Any  physician  licensed  to  practice  medicine  in  all  its 
branches  who  functions  as  an  expert  witness,  must  satisfy  the 
definition  of  an  expert  witness,  that  the  definition  be  a matter 
of  policy,  and  that  it  be  considered  unethical  conduct  on  the 
part  of  any  physician  appearing  as  an  expert  witness  who  does 
not  meet  this  standard. 

(1977  Annual  Meeting,  Reviewed,  1981) 


Medical  Testimony,  Impartial 

The  ends  of  justice  are  served  when  impartial  medical 
witnesses  are  available  to  the  judicia|7-  The  ISMS  supports 
this  concept  and  offers  its  assistance  in  the  provision  of  im- 
partial medical  testimony. 

(Amended,  1980  Annual  Meeting) 


primarily  a physical  nature. 

3.  Local  physicians,  local  hospitals,  and  local  skilled  nursing 
facilities  to  provide  primary  and  secondary  care  for  psy- 
chiatric problems  to  the  extent  possible;  given  facilities 
and  physician-time  available. 

4.  Arrangements  for  emergency  mental  health  care,  i.e.,  crisis 
intervention,  to  be  available  areawide. 

All  physician  or  other  health  service  provided  to  the 
DM  HDD,  other  than  that  by  fulltime  employees,  should  be 
on  the  same  fee-for-service  basis  as  any  other  medical  service 
which  is  paid  by  the  patient  or  third  party  insurer. 

Involuntary  psychiatric  hospital  certification,  initial  or  sub- 
sequent, must  without  exception  remain  the  responsibility  of 
a physician  licensed  to  practice  medicine  in  all  of  its  branches 
and  a physician  licensed  to  practice  medicine  in  all  of  its 
branches  should  be  required  to  certify  the  discharge  of  any 
patient  from  a psychiatric  institution. 

(1977  Annual  Meeting,  Reviewed  by  Board,  1981) 


Multiphasic  Screening 


Multiphasic  screening  tests  (including  brief  physical  ex- 
amination and  multiple  automated  laboratory  tests)  are  ac- 
cepted procedures  for  health  evaluation  when  carried  out  in 
a scientific  manner  and  in  conformance  with  laws  of  the  State 
of  Illinois  and  regulations  of  the  Department  of  Public  Health. 
The  persons  participating  in  or  sponsoring  these  activities 
should  be  advised  that:  (1)  Abnormal  findings  do  not  nec- 
essarily indicate  a disease  exists;  such  a determination  must 
be  made  by  a physician;  (2)  The  absence  of  abnormal  findings 
does  not  necessarily  indicate  the  patient  is  free  of  disease; 
and  (3)  That  such  screenings  should  be  done  under  the  guidance 
of  local  medical  societies  or  other  recognized  medical  au- 
thorities. 

(Amended  1980 'Interim  Meeting) 


Nurses-Shortage 

A severe  shortage  of  graduate  nurses  continues  to  imperil 
the  provision  of  quality  patient  care.  The  ISMS  supports  all 
forms  of  qualified  nursing  education  and  urges  that  all  such 
schools  be  encouraged  to  remain  in  operation. 

(1970  Annual  Meeting— Reviewed  by  Board  1980) 


Medicare  Assignments 

The  Illinois  State  Medical  Society  supports  the  concept  that 
Medicare  payments  be  made  directly  to  physicians  who  choose 
to  accept  Medicare  assignments.  When  a Medicare  payment 
is  incorrectly  made  directly  to  the  patient.  Medicare  should 
make  full  payment  to  the  physician  who  has  chosen  to  accept 
Medicare  assignments  as  soon  as  the  error  is  verified. 

(1980  Interim  Meeting) 

Mental  Health 

The  Illinois  State  Medical  Society  strongly  opposes  a double 
standard  of  care  in  state  hospitals. 

The  Department  of  Mental  Health  and  Developmental 
Disabilities  (DMHDD)  should  adopt  a firm  policy  for  the 
continuing  education  of  physicians  employed  by  its  various 
mental  health  centers,  allocating  state  funds  necessary  to  pro- 
vide high-quality  continuing  medical  education  relevant  to 
the  needs  of  these  physicians. 

Each  constituent  county  society  should  cooperate  fully  with 
and  support  local  units  of  the  DMHDD  in  their  patient  care 
efforts,  specifically  seeking  to  encourage: 

1 . Local  general  hospitals  to  accept  mental  health  patients 
who  can  be  helped  by  short-term  treatment,  leaving  to 
state  institutions  the  responsibility  for  such  chronic  and 
long-term  cases  which  local  hospitals  cannot  presently 
handle. 

2.  Local  general  hospitals  and  practitioners  to  retain  in  their 
own  care  those  geriatric  patients  who  have  ailments  of 


Nursing  Homes 

Every  patient  receiving  long-term  nursing  care  should  have 
an  attending  physician  who  acknowledges  his  continuing  re- 
sponsibility in  writing.  Responsible  parties,  preferably  the 
patient  or  immediate  family,  should  be  urged  to  select  a phy- 
sician. 

(1973  Annual  Meeting— Reviewed  by  Board  1980) 

Nutrition 

Proper  attention  to  patients’  complete  nutritional  status 
should  be  of  concern  to  all  physicians.  Patient  education  in 
the  field  of  nutrition  should  be  a major  priority. 

(Amended,  1980  Annual  Meeting) 

Occupational  Health 

Occupational  health  is  an  essential  ingredient  of  employee 
welfare.  The  continued  adoption  and  development  of  occu- 
pational health  programs  in  the  private  and  public  sectors 
should  be  encouraged. 

(Amended  1980  Interim  Meeting) 

Optometric  Services 

ISMS  supports  the  concept  that  those  performing  optometric 
services  in  Veterans  Administration  facilities  should  be  directly 
responsible  to  their  respective  departments  of  ophthalmology. 
(1978  Annual  Meeting) 
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Patient  Care  Records 
and  Their  Availability 


Patient  care  records  contain  privileged  information  of  con- 
fidential nature.  Such  records  are  the  property  of  the  hospital, 
clinic  or  physician.  Information  contained  therein  is  held  in 
trust  by  the  holder. 

In  the  raco  of  hospital  records,  patients,  patients’  attorneys 
or  patients’  succeeding  physician,  upon  written  patient  au- 
thorization, have  the  right  of  access  to  hospital  records,  the 
ability  to  review  and  the  right  to  copy  or  receive  copies. 
Hospitalized  patients  may  be  afforded  access  to  their  records 
upon  discharge  but  not  during  hospitalization.  This  access  is 
not  afforded  in  case  of  psychiatric  illness.  In  the  case  of  non- 
hospital records,  patients’  attorney  or  succeeding  physician, 
but  not  patients  themselves,  upon  presentation  of  written 
patient.authorization,  have  the  right  of  access  to  said  records, 
with  the  ability  to  review  and  the  right  to  copy  and  receive 


copies. 

Upon  receipt  of  proper,  written  authorization  from  the 
patient,  a copy  abstract  or  summary  shall  be  provided,  as 
required,  to  legally  authorized  recipients  of  such  record. 

Patient  records  are  utilized  by  official  committees  of  or- 
ganized medical  staffs  or  accomplish  scientific  review,  peer 
review  or  other  patient  care  improvement.  Reports  and  pro- 
ceedings of  such  committees  are  confidential  and  shall  not 
be  disclosed  to  any  person  outside  the  purview  of  such  com- 
mittees. 

Pursuant  to  a subpoena  for  records,  a physician  is  legally 
required  to  release  medical  records  in  the  absence  of  a signed 
patient  authorization.  It  is  recommended  that  when  records 
are  released,  a copy  be  maintained  in  the  physician’s  file. 

A reasonable  charge  for  record  copying  service  may  be  made. 

Reference  may  be  made  1979,  Illinois  Revised  Statutes, 
Chapter  48,  Section  138.8;  Chapter  51,  Section  71,  73  and 
101;  Chapter  91'/2,  Section  800ff. 

(Amended  1981  Annual  Meeting) 


Peer  Review 

Peer  review  is  the  inclusive  term  for  medical  review  by 
practicing  physicians  of  the  utilization  of  medical  services, 
quality  of  care,  professional  competency  and  patient  relations 
issues.  Medical  society  peer  review  shall  be  conducted  at  the 
local  level  whenever  possible.  Major  ethical  relations  questions 
identified  during  deliberations  of  the  Peer  Review  Committee 
shall  be  appropriately  referred. 

(1978  Interim  Meeting) 


Physician  Records,  Privacy  of 

The  Illinois  State  Medical  Society  will  take  whatever  action 
is  necessary  to  assure  that  no  third  party  be  granted  access 
to  the  physician’s  own  private  medical  practice  business  rec- 
ords, including  copies  of  cancelled  checks,  cash  disbursement 
journal,  leases,  contracts,  or  other  confidential  business  rec- 
ords, without  appropriate  authority  assuring  due  process. 
(1978  Interim  Meeting) 

Physicians 

The  term,  “Physician,”  may  only  be  applied  to  one  who 
has  equivalent  qualifications  of  a “physician  licensed  to  prac- 
tice medicine  in  all  its  branches.”  The  goal  of  the  Illinois 
State  Medical  Society  is  to  have  this  definition  made  a part 
of  the  Illinois  Medical  Practice  Act. 

(1977  Annual  Meeting) 


Physician’s  Assistants 

The  Illinois  State  Medical  Society  recognizes  the  physician’s 


assistant  as  a trained  health  professional  who  can  serve  a 
proper  function  within  the  scope  of  his/her  certification  and 
under  the  direct  one-to-one  supervision  of  a physician. 
(1980  Annual  Meeting) 

Prolonaing  Human  Life 

Any  legislation  which  proposes  statutory  restrictions  that 
can  intrude  into  the  relationship  of  the  physician  and  his 
patient  and  which  may  interfere  with  the  physician’s  ability 
to  use  his  best  judgment  and  training  in  caring  for  his  patient 
is  not  in  the  best  interest  of  either  the  patient  or  the  public 
and  should,  therefore,  be  unrelentingly  opposed. 

(1976  Annual  Meeting,  Reviewed  by  Board,  1981) 

Psychosurgery 

Psychosurgery  refers  to  those  surgical  operations  which  ir- 
reversibly destroy  brain  tissue  for  the  primary  purpose  of 
treating  mental  disorders.  Psychosurgery  does  not  include 
procedures  undertaken  to  treat  definable  disease  states  such 
as  tumors,  epilepsies,  aneurysms  and  chronic  pain  syndromes, 
nor  does  it  include  electrical  stimulation  of  the  brain,  such 
as  electroconvulsive  therapy.  Psychosurgery  should  not  be 
performed  without  adequate  documentation  of  indications, 
adequate  consultation  and  reasoned  consent. 

(1975  Annual  Meeting— Reviewed  by  Board  1980) 

Public  Aid 

The  “chain  of  command  and  procedure”  in  handling  prob- 
lems arising  in  the  field  of  public  aid  shall  be  from  the  county 
to  the  state  advisory  committee;  then  the  state  advisory  com- 
mittee shall  assume  the  responsibility  of  making  the  medical 
program  work  and  cooperating  with  the  Illinois  Department 
of  Public  Aid  to  maintain  the  best  type  medical  care  for  the 
recipients  of  state  aid. 

The  fees  paid  by  state/federal  programs  to  physicians  should 
be  based  upon  the  usual  and  customary  fee  concept. 

An  extensive  program  of  education  and  rehabilitation  should 
be  conducted  for  the  recipients  of  public  aid. 

Rehabilitation  of  all  recipients  should  be  of  paramount 
concern. 

(1978  Interim  Meeting) 

Public  Health  Departments 

Public  Health  is  the  art  and  science  of  maintaining,  pro- 
tecting and  improving  the  health  of  the  people  through  or- 
ganized community  efforts,  including  contributions  by 
voluntary  health  associations,  medical  societies  and  other 
health-oriented  groups. 

Full-time  modern  local  health  departments  adequately  fi- 
nanced and  staffed  at  the  county  or  multiple  county  level  are 
highly  desirable  and,  if  available,  would  be  capable  of  pro- 
viding these  services  to  the  people  throughout  the  state.  It  is 
of  paramount  importance  that  such  departments  should  be 
established  where  none  now  exist  and  that  county  medical 
societies,  as  well  as  physicians,  should  give  their  wholehearted 
support. 

ISMS  encourages  and  supports  the  development  of  local 
joint  committees  of  county  medical  societies  and  county  public 
health  departments  to  review  current  and  proposed  public 
health  projects. 

ISMS  encourages  local  health  departments  and  component 
medical  societies  to  delineate  the  roles  of  the  public  and  private 
sectors  in  providing  health  and  medical  services  to  the  com- 
munity. The  following  should  be  considered:  1)  coordination 
and  facilitation  of  direct  services  which  should  occur  in  a 
manner  to  avoid  duplication  of  available  medical  services; 
2)  the  availability  of  private  medical  services;  3)  the  gaps  in 
medical  and  health  services  that  should  be  filled  by  public 
health  activities;  and  4)  the  socio-economic  characteristics  of 
the  population  to  be  served. 

(Amended,  1980  Annual  Meeting) 
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Rehabilitation 

All  physical  rehabilitation  activities  should  be  prescribed 
by  a physician  and  the  treatment  carried  out  under  the  su- 
pervision of  a physician. 

Medical  societies  should  render  assistance  to  public  and 
private  agencies  regarding  rehabilitation  facilities  to  be  used 
and  in  the  selection  of  patients  for  these  services. 

Insurance  carriers  should  be  encouraged  to  include  reha- 
bilitation services  in  their  contracts. 

(Prior  to  1965  — Reviewed  by  Board  1980) 


Surgery,  Second  Opinion  for 

Recognizing  that  the  advisability  of  surgery  or  other  special 
therapy  can  be  a matter  of  opinion,  the  Illinois  State  Medical 
Society  ( 1 ) reaffirms  the  right  of  the  patient  to  seek  a second 
opinion  freely  from  any  physician  of  his/her  choice;  (2)  opposes 
the  concept  of  mandatory  second  opinions  or  the  imposition 
of  financial  penalties  by  a third-party  payor  for  not  obtaining 
a second  opinion;  and  (3)  supports  the  concept  that,  when  a 
second  opinion  is  required  by  a third-party  payor,  that  second 
opinion  should  be  at  no  cost  to  the  patient. 

(1979  Annual  Meeting) 


Reimbursement  for  Medical  Care  of 
Psychiatric  Illness 

Medical  care  of  psychiatric  illness  should  be  included  in 
all  health  insurance  policies. 

(1980  Annual  Meeting) 


Reimbursement  for 
Out-Patient  Services 

Third-party  payors  should  be  encouraged  to  provide  cov- 
erage for  outpatient  diagnostic  tests  and  surgery. 

(1980  Annual  Meeting) 


Reimbursement  for  Treating 
Medicaid  Patients 

The  Illinois  State  Medical  Society  approves  in  principle  the 
concept  of  amending  appropriate  state  and  federal  laws  to 
provide  physicians  with  the  option  of  taking  state  and  federal 
income  tax  credits  or  deductions  in  lieu  of  direct  reimburse- 
ment for  the  treatment  of  Public  Aid  recipients. 

(1981  Annual  Meeting) 


Relationship  with 
Third-Party  Payors 

ISMS  should  provide  guidance,  education,  communications, 
and  negotiations  between  the  membership  and,  third-party 
payors. 

(1980  Annual  Meeting) 


Third  Party  Intrusion  Into 
Medical  Judgment 

Medical  judgment  and  decision-making  power  of  the  treating 
physician  must  not  be  abrogated  by  third  party  payors.  ISMS 
is  opposed  to  any  third  party  having  the  power  of  decision 
as  to  medical  necessity  of  services  and  supplies,  including 
hospitalization,  over  and  above  the  judgment  of  the  treating 
physician. 

(1978  Annual  Meeting) 


Usual  and  Customary  or 
Reasonable  Reimbursement 

The  Illinois  State  Medical  Society  endorses  the  AMA  policy 
on  physician  reimbursement,  which  supports  only  the  usual 
and  customary  or  reasonable  concept,  rather  than  any  type 
of  negotiated  fee  schedule. 

(1979  Annual  Meeting) 


Utilization  Review 

ISMS  encourages  hospital  medical  staffs  to  perform  focused 
utilization  review  of  all  patients  in  selected  diagnostic  cate- 
gories, regardless  of  the  source  of  payment. 

ISMS  urges  all  third  party  payors— private  insurance  carriers 
as  well  as  government— to  provide  reimbursement  to  hospitals 
and  physicians  for  time  and  expense  incurred  in  focused  uti- 
lization review. 

(1978  Interim  Meeting) 


Smoking 

The  Illinois  State  Medical  Society  is  opposed  to  the  sale 
of  tobacco  and  tobacco  products  in  hospitals  and  will  en- 
courage medical  staff  action  to  make  hospitals  tobacco  smoke- 
free. 

Physicians  and  their  employees  should  refrain  from  smoking 
during  patient  contacts. 

Physicians  should  give  advice  and  provide  literature  and 
signs  concerning  the  health  hazards  of  smoking. 

ISMS  encourages  and  supports  efforts,  legislative  and  oth- 
erwise, to  ban  or  restrict  smoking  in  all  public  places  and  the 
development  of  appropriate  regulations  to  accomplish  this. 
(Amended,  1979  Interim  Meeting) 


Surgery,  Reconstructive 

Surgery  to  correct  post-surgical  deformities  is  reconstructive 
surgery. 

(1979  Annual  Meeting) 


Veterans  Administration 

The  Illinois  State  Medical  Society  continues  to  support  the 
concept  that  a Veterans  Administration  hospital  should  only 
be  concerned  with  the  needs  of  those  patients  with  service- 
connected  disabilities. 

(Amended,  1980  Annual  Meeting) 


Violence 

The  Illinois  State  Medical  Society  opposes  the  ready  ac- 
cessibility to  hand  guns  without  evidence  of  responsibility  on 
the  part  of  the  possessor  and  urges  strict  enforcement  of  present 
federal,  state  and  city  laws  and  that  the  courts,  as  well  as  the 
legislature,  impose  maximum  penalties  on  all  offenders. 

The  Illinois  State  Medical  Society  will  continue  to  take  an 
active  interest  in  the  apprehension  and  prosecution  of  those 
persons  committing  assaults  on  physicians,  including  the  of- 
fering of  rewards  and  other  incentives  in  the  solution  of  such 
cases. 

(1978  Annual  Meeting) 
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ADMINISTRATIVE  POLICIES 


AMA-ERF 

The  AMA-ERF  contributions  for  Illinois  graduates  shall 
be  distributed  to  the  Illinois  medical  school  from  which  the 
member  graduated. 

The  contribution  for  the  balance  of  the  membership  shall 
be  distributed  to  Illinois  medical  schools  in  the  same  pro- 
portion as  above. 

Any  member  may  over-ride  this  procedure  and  designate 
a school  of  choice  by  advising  ISMS  in  writing. 

(Amended,  1980  Interim  Meeting) 

Autonomy  of 

County  Medical  Societies 

In  all  areas,  the  county  medical  society  shall  be  autonomous. 
Actions  of  any  county  medical  society  should  conform  with 
the  Constitution  and  Bylaws  of  the  Illinois  State  Medical 
Society. 

(Amended,  1980  Interim  Meeting) 

Budgets — (see  “Financial  Policies”) 
Committee  Appointments 

The  chairman  of  the  Board  of  Trustees  and  the  officers  of 
ISMS  shall  give  the  trustees  an  opportunity  to  recommend 
physicians  from  their  districts  for  appointment  to  various 
committees.  Trustees  shall  receive  the  proposed  list  of  com- 
mittee appointments  for  their  consideration  and  review  prior 
to  the  meeting  of  the  Board  at  which  the  final  committee 
personnel  is  to  be  approved. 

Individual  tenure  on  any  committee  should  be  limited  to 
a maximum  of  five  years  of  continuous  membership. 

Physicians  appointed  to  Illinois  State  Medical  Society  com- 
mittees must  be  members  in  good  standing  of  this  Society. 
(1978  Interim  Meeting) 

Councils  and  Committees 

It  is  the  policy  of  the  Board  of  Trustees  to  encourage  evening 
or  weekend  meetings  of  councils  and  committees  at  convenient 
locations  to  improve  membership  involvement  in  council 
and  committee  activities. 

(1981  Annual  Meeting) 

Disciplinary  Action 

The  Illinois  State  Medical  Society  will  immediately  com- 
municate any  disciplinary  action  by  the  Department  of  Reg- 
istration and  Education  to  the  appropriate  county  society. 
(1980  Interim  Meeting) 

Dues  Approval  Procedure 

All  financial  matters  involving  changes  in  dues,  dues  struc- 
ture, allocation  of  dues,  or  levying  of  assessments  in  any  such 
manner  shall  be  distributed  to  all  delegates  and  alternate  del- 
egates and  to  all  presidents  and  secretaries  of  county  medical 
societies  at  least  thirty  days  prior  to  the  convening  of  the 
House  of  Delegates 
(1980  Annual  Meeting) 

Election  of  AMA  Delegates 

Delegates  to  the  American  Medical  Association  should  be 
elected  from  those  having  served  first  as  alternate  delegates. 
(Amended,  1980  Annual  Meeting) 


Financial  Policies 

(1)  The  Finance  Committee  is  to  make  budgetary  recom- 
mendations to  the  Board  of  Trustees. 

(2)  The  expenses  of  any  duly  elected  delegate  or  alternate 
delegate  attending  the  meetings  of  the  House  of  Delegates  of 
the  American  Medical  Association  shall  not  be  assumed  by 
the  ISMS  until  he  enters  his  official  term  of  office  set  by  the 
Constitution  and  Bylaws  of  the  AMA. 

(3)  ISMS  funds  used  by  members  campaigning  for  elections 
as  AMA  officers,  trustees  or  members  of  councils  or  com- 
mittees must  be  approved  by  the  ISMS  Board  of  Trustees 
before  such  funds  are  spent  for  election  campaign  purposes. 

(4)  The  expenses  of  any  official  representative  of  the  ISMS 
attending  any  authorized  meeting  shall  be  determined  by  the 
Finance  Committee  and  approved  by  the  Board  of  Trustees. 

(5)  Any  new  project  authorized  by  House  action  requiring 
the  expenditure  of  funds  must  be  accompanied  by  an  estimate 
of  the  cost  and  suggested  methods  of  providing  the  necessary 
funds. 

(6)  Budgets  submitted  to  the  House  by  the  Board  should 
provide  for  the  ensuing  fiscal  year. 

(7)  In  addition  to  fixed  reserves,  the  development  of  a con- 
tingency reserve  is  desirable. 

(8)  All  financial  records  shall  be  available  at  headquarters 
office,  and  may  be  examined  by  any  member  of  the  Society. 
A semi-annual  summary  of  the  financial  statements  of  the 
Society  shall  be  mailed  to  any  county  society  secretary  or 
delegate  if  requested.  A projected  budget  for  the  next  fiscal 
year  shall  be  mailed  to  the  members  of  the  House  of  Delegates 
at  least  30  days  prior  to  the  annual  convention.  These  reports 
shall  be  in  the  format  customarily  used  in  ordinary  corporate 
practice. 

(1977  Annual  Meeting) 

Honoraria  For  Officers 

The  Finance  Committee  is  instructed  to  evaluate  annually 
the  honoraria  paid  to  ISMS  officers  and  to  recommend  ap- 
propriate changes  to  the  Board  of  Trustees  for  consideration 
and  action,  reporting  any  changes  to  the  House  of  Delegates 
at  its  next  session. 

(1978  Annual  Meeting) 

Illinois  Medical  Journal 

The  Publications  Committee,  with  approval  of  the  Board 
of  Trustees,  has  authority  to  carry  out  publication  policy.  The 
committee  is  responsible  for  screening  proposed  advertising 
copy  and  advertisers,  as  well  as  for  direction  of  the  editorial 
content. 

ISMS  asserts  the  right  to  first  refusal  of  original  papers 
presented  at  programs  for  which  ISMS  is  primary  fiscal  spon- 
sor. 

(1981  Annual  Meeting) 

Individual  Rights 

Since  this  Society  believes  that  a strong  America  is  a free 
America,  the  rights  of  an  individual,  ora  group  of  individuals, 
to  openly  express  themselves  cannot  be  condemned  even  if 
one  is  in  complete  disagreement,  if  the  laws  of  the  land  are 
not  violated.  To  support  such  condemnation  would  be  in- 
consistent with  the  Society’s  basic  philosophy. 

(Prior  to  1965  — Reviewed  by  Board  1980) 

Informing  the  Membership 

The  membership  of  the  Illinois  State  Medical  Society  shall 
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have  been  properly  informed  when  the  following  items  have 
been  accomplished: 

1.  Official  notice  in  the  Illinois  Medical  Journal; 

2.  Brief  notice  in  Action  Report,  outlining  the  issue  and 
calling  attention  to  the  IMJ  article;  and 

3.  A letter  is  sent  to  all  county  society  presidents,  secretaries 
and  county  executives. 

(1977  Annual  Meeting) 

ISMS  Auxiliary 

Projects  in  which  the  Auxiliary  participates  shall  be  ap- 
proved by  the  local  county  medical  society. 

Requests  for  cooperation  between  the  Auxiliary  and  the 
Illinois  State  Medical  Society  should  be  channeled  through 
the  Advisory  Committee  provided  by  the  Board  of  Trustees. 
(Prior  to  1965  — Reviewed  by  Board  1980) 


ISMS  Candidates  for 
AMA  Positions 

Selection  and/or  endorsement  of  ISMS  candidates  for  po- 
sitions on  AMA  Board,  councils  and  committees  should  be 
submitted  to  the  American  Medical  Association  by  the  ISMS 
Delegation,  through  its  chairman,  after  consultation  with  the 
ISMS  Board  of  Trustees  or  its  Executive  Committee,  except 
in  situations  wherein  positions  suddenly  become  open,  and 
such  consultation  is  impossible. 

(1976  Interim  Meeting) 


Legal  Counsel 

The  legal  counsel  of  the  Illinois  State  Medical  Society  shall 
serve  the  Society  at  the  direction  of  the  Board  of  Trustees. 
Counsel  shall  respond  to  official  inquiries  from  officers,  trust- 
ees, committee  chairman  and  county  medical  societies.  Such 
inquiries  shall  be  channeled  through  the  Board  of  Trustees. 
(Amended,  1980  Annual  Meeting) 

Legislation 

All  matters  pertaining  to  state  or  federal  legislation  shall 
be  referred  to  the  Governmental  Affairs  Council  for  consid- 
eration and  recommendation  prior  to  Board  of  Trustees  and/ 
or  House  of  Delegates  action. 

Matters  pertaining  to  federal  legislation  shall  be  checked 
against  recommendations  or  policies  of  the  American  Medical 
Association  by  the  Council  or  Governmental  Affairs  of  the 
Illinois  State  Medical  Society  prior  to  making  a recommen- 
dation either  to  the  Board  of  Trustees  or  to  the  House  of 
Delegates. 

Before  any  legislation  is  developed  for  presentation  to  the 
Illinois  General  Assembly,  the  proposed  law  shall  be  consid- 
ered by  the  Council  on  Governmental  Affairs  which  shall 
work  in  close  cooperation  with  any  other  society  committee 
involved.  The  instigating  committee  should  determine  the 
content  of  the  law  and  the  Governmental  Affairs  Council 
primarily  should  consider  relationship  of  the  proposed  leg- 
islation to  the  total  legislative  program. 

Any  council  or  committee  recommending  legislation  to  the 
attention  of  the  Governmental  Affairs  Council  must  provide 
expert  witnesses  when  called  upon  to  testify  before  Senate 
and  House  committees  in  support  of,  or  in  opposition  to,  the 
legislation  recommended  by  the  council  or  committee. 

(1971  Annual  Meeting— Reviewed  by  Board  1980) 


Legislative  Intrusion 
into  Medical  Judgment 

The  Illinois  State  Medical  Society  opposes  any  and  all  leg- 
islative efforts  to  interfere  with  physicians’  judgment  as  to 


which  procedures  are  appropriate  and  in  the  best  interest  of 
his  or  her  patients  and  ISMS  will  work  aggressively  to  oppose 
any  legislation  abridging  the  physician’s  prerogatives  in  this 
regard. 

(1974  Annual  Meeting— Reviewed  by  Board  1980) 


Mailing  List 

The  use  of  the  mailing  list  of  ISMS  members  must  be  ap- 
proved by  the  Board  of  Trustees. 

(Amended,  1980  Annual  Meeting) 


Medical  Representation  in 
Government  Planning 

In  health  programs  financed  by  government  funding  in  an 
Illinois  community,  there  shall  be  representation  at  the  highest 
policy  level  by  an  official  representative  of  the  state  society 
and  the  appropriate  county  medical  society  involved.  Re- 
muneration for  services  in  above  programs  shall  follow  the 
policies  of  the  Illinois  State  Medical  Society. 

Only  those  programs  which  have  involved  physicians  at 
the  local  level  in  the  planning  and  development  stages  shall 
be  approved  by  ISMS. 

Only  physicians  appointed  to  the  boards  and  committees 
of  other  organizations  who  are  endorsed  by  their  local  county 
medical  society  shall  be  considered  “representative”  of  the 
medical  community. 

(1978  Interim  Meeting) 


Participation  in  Service 
Organizations 

The  Society  recommends  that  physicians  affiliate  with 
service  clubs,  local  political  action  groups  and  participate  to 
the  fullest  extent  possible  in  affairs  affecting  the  health  and 
welfare  of  the  residents  of  Illinois. 

(Amended,  1980  Interim  Meeting) 


Physician  Recruitment  Service 

The  Illinois  State  Medical  Society  shall  coordinate  activities 
connected  with  recruiting  doctors  to  practice  in  Illinois.  It 
shall  maintain  a Physician  Recruitment  Service  to  disseminate 
information  about  physician-short  communities  to  doctors 
who  have  indicated  to  the  service  that  they  wish  to  relocate 
in  Illinois.  It  shall  take  an  active  role  with  other  organizations 
in  Illinois  conducting  recruitment  activites. 

(1980  Annual  Meeting) 


Polls,  Opinion 

The  Board  of  Trustees  is  responsible  for  ascertaining  the 
opinion  of  members  on  critical  issues  facing  the  society.  Pe- 
riodic membership  opinion  polls  should  be  considered  as  one 
means  of  ascertaining  member  opinion.  However,  the  vote 
of  the  House  of  Delegates  shall  express  the  opinion  of  the 
majority  of  the  Illinois  State  Medical  Society  membership 
since  delegates  are  the  duly  elected  representatives  of  their 
county  medical  societies  and  it  is  the  responsibility  of  the 
delegates  to  determine  the  thinking  of  their  constituents  so 
that  their  voting  will  express  this  opinion.  The  majority 
opinion  is  expressed  in  the  House  of  Delegates  and  it  should 
be  unnecessary  to  conduct  a membership  poll  except  under 
very  exceptional  conditions. 

(1976  Interim  Meeting) 

Press 

In  order  to  provide  the  public  with  prompt  and  accurate 
information  on  all  health-related  matters,  all  county  medical 
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societies  are  encouraged  to  cooperate  with  the  local  news 
media. 

County  medical  societies  are  responsible  for  providing  their 
local  media  with  information  concerning  official  county  society 
statements  or  actions,  and  should  serve  as  a source  of  infor- 
mation on  health  issues  of  local  concern. 

The  state  society  is  solely  responsible  for  disseminating 
information  on  its  official  actions,  statements  or  views  of  the 
Illinois  State  Medical  Society  on  issues  with  statewide  or 
national  implications. 

(Amended,  1980  Interim  Meeting) 

Professional  Liability 

The  Illinois  State  Medical  Society  endorses  the  concept  of 
effective  peer  review  in  all  matters  related  to  the  professional 
liability  of  physicians,  including  the  right  of  individual  phy- 
sicians to  appear  before  appropriate  peer  review  committees 
responsible  for  this  liability  coverage. 

(Amended,  1978  Interim  Meeting,  Reviewed  by  Board,  1981) 

Public  Statements 

Only  officially  designated  persons  may  publicly  speak  for 
the  society.  The  chairman  of  the  Board  of  Trustees,  at  the 
request  of  the  president,  shall  designate  ISMS  spokesmen. 

Spokesmen  should  bear  in  mind  that,  as  representatives  of 
the  society,  they  should  refrain  from  expressing  their  personal 
views.  Their  public  statements  should  be— to  the  best  of  their 
ability  — in  consonance  with  the  society’s  policies  and  posi- 
tions. 

(1978  Annual  Meeting) 

Public  Statements,  Endorsements 

No  officer,  member  of  the  Board  of  Trustees,  council  or 
committee  chairman  or  staff  member  is  permitted  (during  his 
term  of  office  or  employment)  to  allow  his  name  and  ISMS 
title  to  be  used  in  lists  endorsing  candidates  for  public  office. 
No  one  shall  use  the  official  Illinois  State  Medical  Society 
stationery  for  personal  statements  of  any  nature,  including 
the  endorsement  of  any  candidate  for  public  office. 

(1980  Annual  Meeting) 

Reference  Committee 
Appointments 

Whenever  possible  at  least  two  members  shall  be  retained 
on  all  reference  committees  for  the  following  year  in  order 
to  effect  continuity  of  experience. 

(1967  Annual  Meeting) 

Reference  Service 

County  medical  societies  should  establish  procedures  for 
referral  of  patients  seeking  physician  services.  It  is  appropriate 


to  announce  the  availability  of  such  an  activity  via  the  news 
media  as  a public  service.  When  any  such  request  is  received 
at  the  state  society  office  or  by  any  officer  of  the  ISMS,  it 
shall  immediately  be  referred  to  the  secretary  of  the  county 
medical  society  involved. 

(Amended  1980  Interim  Meeting) 

Resident  Participation 
at  County  Level 

The  Governing  Council  of  the  ISMS  Resident  Physicians 
Section  will  serve  in  an  advisory  role  for  component  societies 
planning  resident  participation  at  the  local  level. 

(1980  Annual  Meeting) 

Resident-Student  Alternate 
Delegates  to  AMA 

The  Resident  Physicians  Section  and  the  Medical  Student 
Section  shall  recommend  to  the  chairman  and  the  secretary 
of  the  AMA  Delegation  the  names  of  residents  and  students 
to  be  appointed  to  fill  any  alternate  delegate  vacancy  on  a 
temporary  basis. 

(1979  Annual  Meeting) 

Resolutions 

Since  the  relationship  between  the  Illinois  State  Medical 
Society  and  other  voluntary  physician  membership  organi- 
zations is  the  responsibility  of  the  Board  of  Trustees,  the 
Speaker  of  the  House  of  Delegates  shall  refer  to  the  Board 
any  resolutions  making  reference  to  other  voluntary  physician 
membership  organizations  not  affiliated  with  ISMS. 

(1976  Interim  Meeting) 

Specialty  Society  Representation 
on  ISMS  Councils 

For  the  improvement  of  communication  and  the  discussion 
of  problems  of  mutual  interest  and  concern,  closer  liaison 
between  specialty  societies  of  medicine  and  the  councils  of 
the  Board  of  Trustees  is  desirable. 

Specialty  societies  represented  on  the  Council  on  Affiliate 
Societies  shall  be  invited  to  submit  recommendations  for 
appointment  to  ISMS  councils.  Persons  so  recommended  shall 
be  members  of  both  ISMS  and  the  specialty  society  making 
the  recommendation. 

(1979  Annual  Meeting) 

Uniform  Health  Insurance 
Claim  Form 

The  Illinois  State  Medical  Society  supports  the  use  of  the 
Health  Insurance  Claim  Form  developed  by  the  AMA  Council 
on  Medical  Service  by  all  insurance  carriers  and  physicians. 
(1974  Annual  Meeting— Reviewed  by  Board  1980) 


Policy  Manual  Appendix 

Statement  of  Understanding 

(between  patient  and  physician) 


I agree  that  the  determination  of  professional  services  to 
be  rendered  by  my  doctor  and  the  fees  to  compensate  him 
for  these  services  are  matters  concerning  my  doctor  and  me. 
I understand  that  I have  the  primary  duty  and  obligation  to 
pay  my  doctor  for  his  services,  notwithstanding  any  contract 
I may  have  with  any  third  party  (be  it  an  insurance  company, 
employer,  union,  government,  or  the  like).  Neither  my  doctor 


nor  I will  permit  any  third  party  to  determine  what  medical 
services  I need  or  what  fees  the  doctor  should  receive  in  return 
for  these  services.  Any  agreement  that  either  of  us  may  have 
with  any  third  party  shall  not  affect  our  doctor-patient'  re- 
lationship and  the  decisions  relating  to  medical  care  and  fees. 
Neither  my  doctor  nor  I,  as  his  patient,  are  in  any  way  bound 
by  any  contract  the  other  may  have  with  any  third  party. 


322 


Illinois  Medical  Journal 


ISMS  HOUSE  OF  DELEGATES 

OFFICIAL  MEMBERS  OF  THE  HOUSE  WITH  THE  RIGHT  TO  VOTE 


Officers  of  ISMS 

President— Fred  Z.  White 
723  N.  Second  St.,  Chillicothe  61523 
President-Elect— Cyril  C.  Wiggishoff 
25  E.  Washington,  Chicago  60602 
Secretary-Treasurer— Eugene  P.  Johnson 
P.O.  Box  68,  Casey  62420 
First  Vice  President— Robert  P.  Johnson 
108  Maple  Grove,  Springfield  62707 
Second  Vice  President— Maynard  I.  Shapiro 
7531  Stony  Island,  Chicago  60649 
Speaker  of  the  House— Clifton  L.  Reeder 
516  Sheridan  Rd„  Wilmette  60091 
Vice  Speaker  of  the  House— Julian  W.  Buser 
6600  W.  Main,  Belleville  62223 

Board  of  Trustees 

Chairman,  Board  of  Trustees— Morris  T.  Friedell 


7531  Stony  Island,  Chicago  60649 
1st  District  — John  J.  Ring 

511  E.  Hawley,  Mundelein  60060  1984 

2nd  District— Allan  L.  Goslin 

712  N.  Bloomington,  Streator  6 1 364  1983 

3rd  District— Alfred  Clementi 
675  W.  Central  Rd„ 

Arlington  Heights  60005  1982 

Audley  F.  Connor,  Jr. 

7531  Stony  Island  Ave.,  Chicago  60649  1983 

Jere  Freidheim 

3050  S.  Wallace,  Chicago  60616  1982 

Morris  T.  Friedell 

7531  Stony  Island,  Chicago  60649  1984 

Robert  C.  Hamilton 

25  E.  Washington,  Chicago  60602 1983 


Henrietta  Herbolsheimer 

1700  E.  56th  Street,  Chicago  60637  1984 

Lawrence  L.  Hirsch 

2434  Grace,  Chicago  60618  1984 

Harold  J.  Lasky 

55  E.  Washington,  Chicago  60602 1983 

Richard  Rovner 

645  N.  Michigan,  Suite  920,  Chicago  6061 1 . . . 1983 
Joseph  C.  Sherrick 

303  E.  Superior,  Chicago  6061 1 1983 

4th  District— George  Burke 

Rock  Island  Franciscan  Hospital, 

2701  17th  St.,  Rock  Island  61201 1982 

5th  District— Robert  Prentice 

2248  Warson  Rd.,  Springfield  62704  1982 

6th  District— Robert  R.  Hartman 

1040  College,  Jacksonville  62650  1984 

7th  District— Alfred  J.  Kiessel 

One  Powers  Lane  Place,  Decatur  62522  1982 

8th  District— James  Laidlaw 

104  W.  Clark,  Champaign  61820  1982 

9th  District— Warren  D.  Tuttle 

203  N.  Vine,  Harrisburg  62946  1984 

10th  District— Thomas  Meirink 

8601  W.  Main  St.,  Belleville  62223  1984 

1 1th  District— Kenneth  A.  Hurst 

52  Bunting  Lane,  Naperville  60565  1983 

12th  District— Joseph  Perez 

5670  E.  State,  Rockford  61  108  1983 

Trustee-At- Large— Herschel  Browns 

4600  N.  Ravenswood,  Chicago  60640  1982 


Representatives  of  County  Societies 

A complete  listing  of  delegates  and  alternates  to  the  ISMS 
House  appears  in  the  convention  program.  (October  issue) 


EX-OFFICIO  MEMBERS  OF  THE  HOUSE  WITHOUT  THE  RIGHT  TO  VOTE 


Past  Presidents 

J.  Ernest  Breed* 1971 

Herschel  Browns 1981 

Edward  W.  Cannady* 1970 

Newton  Dupuy* 1968 

Harlan  English* 1964 

David  S.  Fox*  1979 

Edwin  S.  Hamilton* 1962 

H.  Close  Hesseltine* 1961 

J.  M.  Ingalls 1976 

Charles  J.  Jannings,  111 1972 

Frank  J.  Jirka,  Jr.*  1973 

Fredric  D.  Lake* 1975 

Burtis  E.  Montgomery*  1966 

Caesar  Portes*  1967 

Jacob  E.  Reisch  (Honorary)* 1979 

Willard  C.  Scrivner* 1974 


P.  John  Seward*  1980 

Joseph  H.  Skom* 1977 

Leo  P.  A.  Sweeney* 1953 

Philip  G.  Thomsen* 1969 

George  T.  Wilkins,  Jr 1978 

*Also  a past  trustee  or  councilor 

Past  Speakers 

Walter  C.  Bornemeier,  Chicago 1962-1964 

Edward  W.  Cannady,  Belleville 1965-1967 

Maurice  M.  Hoeltgen,  Chicago 1968-1970 

Paul  W.  Sunderland,  Gibson  City 1971-1973 

Andrew  J.  Brislen,  Chicago 1974-1975 

James  A.  McDonald,  Geneva 1975-1977 

Cyril  C.  Wiggishoff,  Chicago 1977-1979 

Robert  P.  Johnson,  Springfield 1979-1981 


Past  Trustees 

Earl  H.  Blair 

Chicago,  Trustee  of  the  3rd  District 
Walter  C.  Bornemeier 
Chicago,  Trustee  of  the  3rd  District 
Julian  W.  Buser 

Belleville,  Trustee  of  the  10th  District 

Raymond  DesRosiers 

Chicago,  Trustee  of  the  3rd  District 

Herbert  Dexheimer 

Belleville,  Trustee  of  the  10th  District 

Alfred  Faber 

Northbrook,  Trustee  of  the  3rd  District 
Robert  T.  Fox 

Chicago,  Trustee  of  the  3rd  District 
George  E.  Giffin 

Princeton,  Trustee  of  the  2nd  District 
Lee  N.  Hamm 

Lincoln,  Trustee  of  the  5th  District 


Eugene  Hoban 

Chicago,  Trustee  of  the  3rd  District 
Ross  Hutchison 

Gibson  City,  Trustee  of  the  1 1th  District 
Eugene  P.  Johnson 
Casey,  Trustee  of  the  8th  District 
Ted  LeBoy 

Chicago,  Trustee  of  the  3rd  District 
A.  Edward  Livingston 
Bloomington,  Trustee  of  the  5th  District 
Paul  F.  Mahon 

Springfield,  Trustee  of  the  5th  District 

Joseph  R.  O’Donnell 

Glen  Ellyn,  Trustee  of  the  1 1th  District 

Mather  Pfeiffenberger 

Alton,  Trustee  of  the  6th  District 

Ralph  N.  Redmond 

Sterling,  Trustee  of  the  2nd  District 

Jacob  E.  Reisch 

Springfield,  Trustee  of  the  5th  District 


George  Shropshear 

Chicago,  Trustee  of  the  3rd  District 

Darrell  H.  Trumpe 

Springfield,  Trustee  of  the  5th  District 
Frederick  E.  Weiss 
Harvey,  Trustee  of  the  3rd  District 
Charles  K.  Wells 

Mt.  Vernon,  Trustee  of  the  9th  District 
Fred  Z.  White 

Chillicothe,  Trustee  of  the  4th  District 
Cyril  C.  Wiggishoff 
Chicago,  Trustee  of  the  3rd  District 
Herman  Wing 

Chicago,  Trustee  of  the  3rd  District 

Warren  W.  Young 

Chicago,  Trustee  of  the  3rd  District 

Paul  P.  Youngberg 

Moline,  Trustee  of  the  4th  District 


ISMS  Organization 


TRUSTEE  DISTRICT  COMMITTEES 


First  District 

John  J.  Ring,  Mundelein,  Trustee 
Counties  of  Kane,  Lake,  McHenry 


Term 

Ethical  Relations  Committee  Expires 

David  Clark,  Aurora,  Chairman  1984 

Emanuel  Herzon,  Elgin  1984 

Gerald  Liesen,  St.  Charles  1982 

A.  M.  Rosetti,  McHenry 1983 

Peer  Review  Committee 

David  Heiberg,  Waukegan,  Chairman 1984 

Eugene  Pitts,  Waukegan  1984 

James  Pritchard,  Geneva  1984 

Peter  Vinceguerra,  Libertyville  1984 


Second  District 

Allan  L.  Goslin,  Streator,  Trustee 

Counties  of  Bureau,  LaSalle,  Livingston,  Marshall,  Putnam, 
Woodford 


Term 

Ethical  Relations  Committee  Expires 

William  Erkonen,  Streator,  Chairman  1983 

Julius  Kowalski,  Princeton  1983 

Karl  T.  Deterding,  Pontiac  1983 

Merle  Swearingen,  Lacon  1983 

Peer  Review  Committee 

Louis  Tarsinos,  Princeton,  Chairman  1982 

James  B.  Aplington,  LaSalle  1982 

Silvio  Davito,  Spring  Valley  1982 

Bernard  J.  Doyle,  LaSalle  1982 

William  Ehling,  Streator  1983 

Rowland  Musick,  Mendota  1982 

Theodore  W.  Wagenknecht,  Streator  1982 

Robert  Betasso,  Ottawa  1982 


Third  District 

Alfred  Clementi,  Arlington  Heights,  Trustee 
Audley  F.  Connor,  Jr.,  Chicago,  Trustee 
Jere  Freidheim,  Chicago,  Trustee 
Morris  T.  Friedell,  Chicago,  Trustee 
Robert  C.  Hamilton,  Chicago,  Trustee 
Henrietta  Herbolsheimer,  Chicago,  Trustee 
Lawrence  L.  Hirsch,  Chicago,  Trustee 
Harold  J.  Lasky,  Chicago,  Trustee 
Richard  N.  Rovner,  Chicago,  Trustee 
Joseph  C.  Sherrick,  Chicago,  Trustee 


Fourth  District 

George  Burke,  Rock  Island,  Trustee 

Counties  of  Fulton,  Hancock,  Henderson,  Henry,  Knox, 
McDonough,  Mercer,  Peoria,  Rock  Island,  Schuyler,  Stark, 
Tazewell,  Warren 


Term 

Ethical  Relations  Committee  Expires 

Richard  Icenogle,  Roseville,  Chairman  1983 

Earl  Clark,  Rock  Island  1984 

Jerry  Ramunis,  Victoria  1982 

Peer  Review  Committee 

Donald  Dexter,  Macomb,  Chairman  1983 

William  Daugherty,  Moline  1984 

G.  W.  Giebelhausen,  Peoria  1984 

James  C.  Parsons,  Geneseo  1982 

Clarence  Ward,  Peoria  1 984 

Richard  Flacco,  Galesburg  1982 


Fifth  District 

Robert  Prentice,  Springfield,  Trustee 

Counties  of  DeWitt,  Logan,  McLean,  Mason,  Menard,  Mont- 
gomery, Sangamon 


Term 

Ethical  Relations  Committee  Expires 

Richard  H.  Suhs,  Springfield,  Chairman 1983 

Jack  Means,  Mason  City  1984 

A.  L.  Van  Ness,  Bloomington  1982 

Peer  Review  Committee 

James  Borgerson,  Mt.  Pulaski,  Chairman 1983 

George  Irwin,  Bloomington  1982 

Paul  Lafata,  Springfield  1983 

Robert  B.  Perry,  Lincoln  1982 

Donald  Yurdin,  Springfield  1982 

Clifford  Draper,  Hillsboro  1982 

Albert  Cunningham,  Normal  1983 


Sixth  District 

Robert  R.  Hartman,  Jacksonville,  Trustee 
Counties  of  Adams,  Brown,  Calhoun,  Cass,  Green,  Jersey, 
Macoupin,  Madison,  Morgan,  Pike,  Scott 


Term 

Ethical  Relations  Committee  Expires 

Newton  DuPuy,  Quincy,  Chairman  1983 

Bernard  Baalman,  Hardin  1984 

Edward  K.  DuVivier,  Alton  1983 

C.  B.  Lara,  Pittsfield  1984 

Robert  Roy,  Jacksonville  1984 

Peer  Review  Committee 

Walter  Stevenson  III,  Quincy,  Chairman  1983 

E.  C.  Bone,  Jacksonville  1982 

Robert  England,  Carlinville  1984 

Robert  C.  Murphy,  Quincy  1982 

Edward  Ragsdale,  Alton  1983 

James  Sutherland,  Quincy  1983 

Robert  F.  Hamliton,  Alton  1984 


for  November,  1981 
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Seventh  District 

Alfred  J.  Kiessel,  Decatur,  Trustee 

Counties  of  Bond,  Christian,  Clay,  Clinton,  Effingham,  Fayette, 
Macon,  Marion,  Moultrie,  Piatt,  Shelby 


Term 

Ethical  Relations  Committee  Expires 

H.  Gale  Zacheis,  Decatur,  Chairman  1982 

P.  D.  L.  Nayak,  Effingham  1984 

E.  F.  Stephens,  III,  Centralia  1982 

I.  Del  Valle,  Taylorville  1982 


Tenth  District 

Thomas  P.  Meirink,  Belleville,  Trustee 

Counties  of  Monroe,  Perry,  Randolph,  St.  Clair,  Washington 


Term 

Ethical  Relations  Committee  Expires 

H.  P.  Dexheimer,  Belleville,  Chairman 1982 

Roy  Kenney,  E.  St.  Louis  1982 

Edilberto  Maglasang,  Columbia  1982 

Wm.  A.  Simmons,  Belleville  1982 

Peer  Review  Committee 

William  H.  Walton,  Lenzburg,  Chairman  1984 

Benjamin  Arenas,  Belleville  1982 

Ted  Bryan,  Belleville  1982 

R.  W.  Jost,  Waterloo  1984 

R.  E.  Schettler,  Red  Bud  1983 

Ron  Welch,  Belleville  1984 


Peer  Review  Committee 

M.  K.  Kaufman,  Greenville,  Chairman  1983 

H.  Gale  Zacheis,  Decatur  1983 

Clarence  G.  Glenn,  Decatur 1982 

D.  H.  Rames,  Vandalia  1982 


Eighth  District 

James  Laidlaw,  Champaign,  Trustee 

Counties  of  Champaign,  Clark,  Coles,  Crawford,  Cumberland, 
Douglas,  Edgar,  Jasper,  Lawrence,  Richland,  Vermilion 


Eleventh  District 

Kenneth  Hurst,  Naperville,  Trustee 

Counties  of  DuPage,  Ford,  Grundy,  Iroquois,  Kankakee, 
Kendall,  Will 


Term 

Ethical  Relations  Committee  Expires 

Mack  W.  Hollowell,  Charleston,  Chairman  1983 

James  H.  Pass,  Olney  1984 

R.  R.  Manson,  Urbana  1982 

Stanley  R.  Huffman,  Charleston  1983 

Peer  Review  Committee 

George  T.  Mitchell,  Marshall,  Chairman  1984 

E.  T.  Baumgart,  Danville  1983 

Gordon  Sprague,  Paris  1982 

R.  C.  Adams,  Champaign  1982 


Term 

Ethical  Relations  Committee  Expires 

James  Ryan,  Kankakee,  Chairman  1981 

Lawrence  D.  Lee,  Manhattan  1982 

Merle  Otto,  Frankfort  1982 

William  C.  Perkins,  West  Chicago  1982 

Peer  Review  Committee 

James  Campbell,  Wheaton,  Chairman  1984 

James  E.  Dailey,  Watseka  1984 

Guy  Pandola,  Joliet  1984 

A.  G.  Parkhurst,  Kankakee  1983 

W.  H.  Brill,  Oswego  1983 

Charles  G.  White,  Naperville  1982 

Alex  Spadoni,  Joliet  1982 


Ninth  District 

Warren  D.  Tuttle,  Harrisburg,  Trustee 
Counties  of  Alexander,  Edwards,  Franklin,  Gallatin,  Hamilton, 
Hardin,  Jackson,  Jefferson,  Johnson,  Massac,  Pope,  Pulaski, 
Saline,  Union,  Wabash,  Wayne,  White,  Williamson 


Term 

Ethical  Relations  Committee  Expires 

Alex  Goldstein,  Harrisburg,  Chairman  1982 

Eli  Borkon,  Carbondale  1983 

Robert  Rader,  Anna  1983 

Peer  Review  Committee 

C.  J.  Jannings,  III,  Fairfield,  Chairman  1982 

Philip  D.  Boren,  Carmi  1983 

Larry  Jones,  Harrisburg  1984 

Roger  Klam,  Carbondale  1984 

Harry  L.  Lewis,  Benton  1982 

Charles  K.  Weiis,  Mt.  Vernon  1982 


Twelfth  Distrist 

Joseph  Perez,  Rockford,  Trustee 

Counties  of  Boone,  Carroll,  DeKalb,  Jo  Daviess,  Lee,  Ogle, 
Stephenson,  Whiteside,  Winnebago 


Term 

Ethical  Relations  Committee  Expires 

P.  John  Seward,  Rockford,  Chairman  1983 

John  H.  Steinkamp,  Belvidere 1984 

Frank  Luedke,  DeKalb  1984 

Frank  Descourouez,  Freeport  1982 

Peer  Review  Committee 

P.  John  Seward,  Rockford,  Chairman  1983 

Frank  Luedke,  DeKalb  1984 

John  H.  Steinkamp,  Belvidere 1984 

Frank  Descourouez,  Freeport  1982 


326 


Illinois  Medical  Journal 


Judicial  Panel 


e 

§<3 

V C 
ts  a* 

1 1 
i s 
(3  s 


£ -5 

o. 


o 


s. 

t/5 


«j  eq 

ill 

IJ? 

U<  £ 


■=0. 

*S  'os 
e a 
E 


§1  i££ 
® ^ .2  .2 
go*  o 

il  s il! 

© « "O  © «G 

UJ  <UCQ 


Of) 
c c 

£ * 

■r  E -o 
3-  g © 

■O  © — 

<UCQ 


tc  Z 
< ss 

s 

-c  E 

3 O 

a.u 


ISMS  Organization 


Councils  of  the  Illinois  State  Medical  Society 

Councils  of  the  Illinois  State  Medical  Society  are  appointed  by  the  Chairman  of  the  Board  of  Trustees  subject  to  approval 
of  the  Board  of  Trustees.  The  councils  are  composed  of  such  members  as  are  necessary  to  accomplish  the  purposes  of  the 
council.  Some  committees  are  composed  of  members  of  the  Board  of  Trustees  and  are  designated  Board  Committees.  Some 
free  standing  committees  may  report  directly  to  the  board  and  may  not  be  assigned  to  a council.  Task  Forces  are  established 
to  address  a particular  problem  or  concern  which  crosses  areas  of  responsibility  of  the  several  councils.  The  task  forces  report 
directly  to  the  board,  as  do  representatives  to  various  other  agencies.  The  President,  Speaker  of  the  House,  and  Chairman  of 
the  Board  are,  by  virtue  of  their  office,  ex-officio  members  of  all  groups. 


COUNCIL  ON  AFFILIATE  SOCIETIES 


Robert  C.  Muehrcke,  Oak  Park,  Chairman 
111.  Chapter,  American  College  of  Physicians 
Jerome  S.  Beigler,  Chicago 
111.  Psychiatric  Society 
Robert  Borkenhagen,  Indian  Head  Park 
Chicago  Laryngological  & Otological  Society 
Raymond  A.  DelFava,  Evanston 
111.  Radiological  Society 
Raymond  A.  Dieter,  Jr.,  Glen  Ellyn 
111.  Thoracic  Surgical  Society 
John  M.  Dietrich,  Springfield 
111.  Society  of  Pathology 
Richard  E.  Dukes,  Urbana 
111.  Chapter,  American  Academy  of  Pediatrics 
Malachi  Flanagan,  Chicago 
Chicago  Urological  Society 
Anthony  Finder,  Chicago 
111.  Association  of  Ophthalmology,  Inc. 

Gustav  Giebelhausen,  Peoria 
III.  Chapter,  American  College  of  Surgeons 
Donald  H.  Hanscom,  Hinsdale 
III.  Society  of  Internal  Medicine 
Donald  R.  Ingram,  Godfrey 
111.  Society  of  Ophthalmology  and  Otolaryngology 
Robert  Johnson,  Springfield 
III.  Section,  American  College  of  OB-GYN 
William  J.  Kane,  Chicago 
III.  Orthopaedic  Society 


M.  Barry  Kirschenbaum,  Chicago 
111.  Dermatological  Society 
David  H.  Paul,  Belleville 

111.  Chapter,  American  College  of  Emergency  Physicians 
Ronald  P.  Pawl,  Chicago 
111.  Neurosurgical  Society 
J.  Roger  Powell,  Urbana 
111.  OB-GYN  Society 
Donald  P.  Schwartz,  Flossmoor 
Allergy  and  Clinical  Immunology  Society  of  111. 

Robert  Swastek,  Chicago 

111.  Chapter,  American  Academy  of  Family  Physicians 
Bernard  V.  Wetchler,  Peoria 
111.  Society  of  Anesthesiologists 

Other  Organizations  Represented: 

Illinois  Surgical  Society 

Consultant: 

Cyril  Wiggishoff,  Chicago 

Responsibilities  and  Purposes: 

To  improve  communication  and  provide  liaison  with  the 
specialty  societies;  provide  specialty  consultation  to  other 
ISMS  councils  and  committees;  and  to  serve  as  a resource 
unit  to  ISMS  on  advances  in  the  medical  specialties. 


COUNCIL  ON  ECONOMICS 


Ronald  G.  Welch,  Belleville,  Chairman 
Lorris  M.  Bowers,  Peoria 
James  R.  DeBord,  Peoria 
Bernard  J.  Feldman,  Chicago 
Theodore  Grevas,  Rock  Island 
A.  Beaumont  Johnson,  Elgin 
Joseph  M.  Purpura,  Winnetka 
David  Shapiro,  Libertyville 
Harry  Springer,  Winnetka 

Consultants: 

Allan  L.  Goslin,  Streator 
Alfred  J.  Kiessel,  Decatur 


Student 

Joseph  M.  Hughes,  Chicago 
Resident 

David  Whitney,  Chicago 

Responsibilities  and  Purposes: 

The  Council  on  Economics  maintains  ongoing  dialogue  with 
third  party  payors  and  considers  issues  regarding  the  costs 
and  utilization  of  health  care  services.  The  council  is  interested 
in  effective  practice  management  and  the  economic  impact 
of  both  government  health  policies  and  new  health  care  de- 
livery systems. 
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COUNCIL  ON  EDUCATION  AND  MANPOWER 


Boyd  McCracken,  Sr.,  Greenville,  Chairman 

Randall  Bellows,  Chicago 

David  Bristow,  Effingham 

Earl  Fredrick,  Olympia  Fields 

Mack  Hollowell,  Charleston 

Ronald  Johnson,  Pleasant  Hill 

Eugene  B.  Loftin,  Fairfield 

Albert  Maurer,  Hopedale 

Roger  A.  Nosal,  Chicago 

Aldo  F.  Pedroso,  Skokie 

Pedro  A.  Poma,  Melrose  Park 

Simon  Zivin,  Chicago 

Resident  Representative 
John  Diverts,  Chicago 

Student  Representative 
Jere  Hines,  Chicago 


Consultants: 

Lawrence  L.  Hirsch,  Chicago 
Robert  P.  Johnson,  Springfield 


Responsibilities  and  Purposes: 

The  Council  on  Education  and  Manpower  shall  study  and 
evaluate  all  phases  of  medical  education,  including  the  de- 
velopment of  programs  by  and  for  ISMS,  and  review  programs 
for  allied  health  personnel.  It  shall  carry  to  the  deans  of  medical 
schools  recommendations  from  the  viewpoint  of  the  practicing 
physician.  It  shall  evaluate  available  postgraduate  programs, 
advise  the  Illinois  Dept,  of  R&E,  and  review  hospital  oriented 
education  programs.  Liaison  shall  be  maintained  with  medical 
students  and  physicians-in-training  and  with  loan  programs 
for  medical  students.  Activities  regarding  physician  distri- 
bution and  retention  shall  also  be  within  the  scope  of  the 
Council,  as  well  as  medical  licensure  as  it  relates  to  education. 


GOVERNMENTAL  AFFAIRS  COUNCIL 


P.  John  Seward,  Rockford,  Chairman 

Harlan  Failor,  Urbana 

Edward  G.  Ference,  Springfield 

William  D.  Fish,  Chicago 

David  S.  Fox,  Chicago 

Jerome  Frankel,  Evanston 

Henri  Havdala,  Chicago 

Don  Hinderliter,  Rochelle 

John  R.  Lumpkin,  Chicago 

Paul  Mahon,  Springfield 

George  T.  Mitchell,  Marshall 

Jerry  Ramunis,  Galesburg 

Herbert  Sohn,  Chicago 

Alex  Spadoni,  Joliet 

Arthur  Traugott,  Urbana 

Auxiliary  Representative 
Mrs.  Alan  Taylor,  Danville 


Consultants: 

Robert  R.  Hartman,  Jacksonville 
James  M.  Laidlaw,  Champaign 


Illinois  Medical  Group  Management 
Association  Representative 
Nancy  Koch,  Chicago 


Responsibilities  and  Purposes: 

1 . Keep  the  Society  and  its  members  aware  of  all  state  and 
federal  legislation  and  laws  affecting  the  health  of  citizens  of 
Illinois  and  the  practice  of  medicine  in  Illinois. 

2.  Promulgate  legislation  to  improve  the  health  care  of 
citizens  of  Illinois  and  the  practice  of  medicine  in  Illinois. 

3.  Co-operate  with  the  AMA  in  similar  programs. 

4.  Develop  programs  to  educate  the  public  and  the  Illinois 
State  Medical  Society  membership  in  the  privileges  and  re- 
sponsibilities of  citizenship. 


Student  Representative 
Edgar  Staren,  Burr  Ridge 


Committees: 


Public  Affairs 


PUBLIC  AFFAIRS  COMMITTEE 


Herbert  Sohn,  Chicago,  Chairman 
James  H.  Andersen,  Oak  Brook 
Eugene  Branovacki,  Chicago 
Robert  Chapman,  Normal 
Louis  Dondanville,  Moline 
Sandra  J.  Olson,  Chicago 
Edward  Ragsdale,  Alton 
Albert  W.  Ray,  Jr.,  Joliet 
Willard  C.  Scrivner,  Belleville 
A.  E.  Steer,  Springfield 
Ronald  E.  Sumner,  Dunlap 
Mrs.  Alan  Taylor,  Danville 


George  Wilkins,  Edwardsville 
Consultant: 

Theodore  Grevas,  Rock  Island 

Responsibilities  and  Purposes: 

The  Public  Affairs  Committee  is  responsible  for  educating 
physicians  about  the  political  process  and  encouraging  political 
involvement.  The  Committee  also  provides  educational  ma- 
terial on  issues  of  interest  to  physicians  and  promotes  physician 
involvement  in  public  affairs  activity. 
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MEDICAL  LEGAL  COUNCIL 


Donald  Aaronson,  Chicago,  Chairman 

Nelson  Borelli,  Wilmette 

Saul  Haskell,  Chicago 

Herbert  Henkel,  Springfield 

B.  Jay  Hill,  Glen  Ellyn 

Morgan  Meyer,  Lombard 

Michael  Murphy,  Belleville 

Lawrence  K.  Richards,  Urbana 

Sam  Sugar,  Evanston 

Robert  Sumner,  Harrisburg 

J.  Robert  Thompson,  Oak  Park  (Lab.  Services) 

Michael  Victor,  Buffalo  Grove 

Consultants: 

James  Laidlaw,  Champaign 
Kenneth  Hurst,  Naperville 

Resident  Representative 
Robert  Eilers,  Evanston 

Student  Representative 
James  Kelly,  Chicago 


Responsibilities  and  Purposes: 

The  Medical  Legal  Council  shall  cooperate  with  all  organ- 
izations interested  in  medico-legal  problems  in  order  to  educate 
members  of  the  profession  in  medico-legal  affairs. 

This  council  shall  maintain  liaison  with  the  Illinois  Bar 
Association  and  cooperate  with  the  judiciary  in  both  federal 
and  state  courts  within  the  state  of  Illinois.  It  shall,  when 
requested  by  the  court,  activate  the  Impartial  Medical  Tes- 
timony panel.  The  stated  objective  of  the  panel  is  to  provide 
consultations,  judgment  and  opinions  in  situations  in  which 
there  is  unusual  controversy  or  wide  divergence  of  medical 
opinion. 

The  council  shall  study  recommendations  for  methods  of 
elevating  and  maintaining  the  standards  of  medical  labora- 
tories in  Illinois.  In  addition,  the  council  shall  be  concerned 
with  standards  of  practice,  licensure  and  quackery. 


Committees: 

Impartial  Medical  Testimony 
Laboratory  Services 

Ad  Hoc  Statewide  Bloodbanking  Coordinating  Committee 


COMMITTEE  ON  LABORATORY  SERVICES 


J.  Robert  Thompson,  Oak  Park,  Chairman 

Newell  Braatelein,  Moline 

John  Dietrich,  Springfield 

John  Mason,  Oak  Lawn 

Richard  Sassetti,  Chicago 

Marshall  Short,  Chicago 

Peter  Soto,  Belleville 

Earl  Suckow,  Mt.  Prospect 

Benjamin  Williams,  Urbana 

Consultant: 

Alfred  J.  Kiessel,  Decatur 


Responsibilities  and  Purposes: 

The  Committee  shall  monitor  methods  of  elevating  and 
maintaining  the  standards  of  medical  laboratories  in  Illinois, 
encourage  the  use  of  medical  diagnostic  laboratories  supervised 
by  duly  qualified  physicians  and  encourage  each  county  and 
district  to  establish  evaluation  committees.  It  will  cooperate 
with  various  state  agencies  in  promoting  a safe,  adequate 
blood  supply  for  the  state. 


COUNCIL  ON  MENTAL  HEALTH  AND  ADDICTION 


Jerome  Beigler,  Chicago,  Chairman 

Douglas  R.  Bey.  Normal 

George  Borge,  Berwyn 

Leroy  Levitt,  Chicago 

S.  Dale  Loomis,  Chicago  (IPS  Liaison) 

Kermit  Mehlinger,  Chicago 
Edward  Senay,  Chicago 
(Comm,  on  Alcoholism  & Drug  Dependence) 
Mark  Sinabaldi,  Joliet 
Garth  Smith,  Hinsdale 
Robert  Study,  Chicago 
Kishore  Thampy,  Chicago 
Arthur  Woloshin,  Highland  Park 
Consultant: 

Richard  Rovner,  Chicago 
Auxiliary  Representative 
Mrs.  Alex  Spadoni,  Hinsdale 


IDMHDD  Representative: 
John  Nelson,  Elgin 


Responsibilities  and  Purposes: 

This  council  shall  serve  as  a source  of  information  on  mental 
health  matters  for  ISMS,  evaluate  information  and  make  rec- 
ommendations to  the  Board  of  Trustees  on  positions  ISMS 
should  take  on  issues  in  this  area,  and  cooperate  with  insti- 
tutions, voluntary  health  agencies,  state  agencies  and  profes- 
sional associations  in  disseminating  information  on  mental 
health,  alcoholism  and  drug  abuse. 

The  council  shall  be  on  the  alert  for  misleading  or  fallacious 
programs  and  information,  and  recommend  appropriate  ac- 
tion. It  shall  also  be  concerned  with  reviewing  legislation  and 
regulations  related  to  the  fields  of  mental  health,  alcoholism, 
drug  abuse,  and  hazardous  substances. 


Student  Representative 
Frank  J.  Pieri,  Berwyn 


Committee: 

Alcoholism  and  Drug  Dependence 
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COMMITTEE  ON  ALCOHOLISM  AND  DRUG  DEPENDENCE 


Edward  C.  Senay,  Chicago,  Chairman 
Richard  Banta,  Rockford 
Vincent  Costanzo,  Chicago 
Lee  Gladstone,  Chicago 
Donald  Sellers,  Des  Plaines 
James  West,  Evergreen  Park 

Consultants: 

Linda  Hargnett,  DDC,  Chicago 

J.  Roalda  Alderman,  Div.  of  Alcoholism,  Chicago 

Responsibilities  and  Purposes: 

The  Committee  shall  work  closely  with  public  and  private 
agencies  on  projects  aimed  at  eliminating  the  misuse  of  alcohol 
and  drugs.  The  committee’s  functions  include:  (1)  study,  re- 


search and  disseminate  educational  information  on  drugs  and 
alcohol  to  members  of  the  medical  profession;  (2)  cooperate 
in  the  dissemination  of  information  on  the  causes,  prevention, 
diagnosis  and  treatment  of  alcoholism  and  drug  dependence 
to  the  medical  profession  and  to  the  public;  (3)  recommend 
acceptable  measures  for  control  of  distribution  and  disposal 
of  drugs  and  hazardous  substances,  exclusive  of  radiation 
products;  and  (4)  cooperate  with  official  and  non-official 
agencies  in  all  matters  pertaining  to  this  subject. 

In  April,  1977,  ISMS  established  the  Panel  for  the  Impaired 
Physician.  The  Panel,  which  reports  to  the  Committee  on 
Alcoholism  and  Drug  Dependence,  consists  of  physicians  who 
treat  fellow  physicians  for  problems  related  to  alcohol  or  drug 
dependence,  as  well  as  impairment  due  to  physical  disabilities, 
mental  or  emotional  disturbances. 


COUNCIL  ON  PUBLIC  RELATIONS  AND  MEMBERSHIP  SERVICES 


Peter  Vinciguerra,  Libertyville,  Chairman 

James  Bauer,  Peoria 

Albino  Bismonte,  Gurnee 

H.  Bates  Noble,  Chicago 

Reuben  RamkisSoon,  Hinsdale 

Leo  Wrona,  Joliet 

Consultant: 

Maynard  Shapiro,  Chicago 

Resident  Representative 
Ken  Kraudel,  Springfield 


Auxiliary  Representative 
Mrs.  Gamil  Arida,  Joliet 

Responsibilities  and  Purposes: 

The  Council  on  Public  Relations  and  Membership  Services 
shall  plan  and  execute  programs  designed  to  enhance  the  re- 
lationship between  the  media,  clergy,  general  public  and  med- 
ical profession.  Included  shall  be  health  education  and  socio- 
economic programs  believed  to  be  in  the  best  interest  of  the 
profession  as  well  as  the  general  public.  The  council  shall  be 
responsible  for  new  member  orientation,  exhibits  and  public 
service  programming. 


Student  Representative 
John  Dolehide,  Hinsdale 


Committees: 
Sports  Medicine 


SPORTS  MEDICINE  COMMITTEE 


H.  Bates  Noble,  Chicago,  Chairman 

Bernie  Cahill,  Peoria 

Henry  Dold,  Arlington  Heights 

Clarence  Fossier,  Lake  Forest 

James  L.  Green,  Jacksonville 

Ed  Grogg,  Urbana 

Joseph  Hinkamp,  Glenview 

J.  M.  Ingalls,  Paris 

Jacob  Suker,  Chicago 

Howard  J.  Sweeney,  Evanston 


Consultants: 

Audley  Connor,  Jr.,  Chicago 
Robert  C.  Hamilton,  Chicago 

Responsibilities  and  Purposes: 

To  conduct  programs  aimed  at  improving  the  recognition 
and  treatment  of  athletic-related  injury  and  disease;  provide 
educational  material  to  junior  and  senior  high  school  coaches 
and  trainers;  and  work  with  other  groups  and  organizations 
involved  in  sports  medicine  activities. 
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COUNCIL  ON  MEDICAL  SERVICES 


Joan  Cummings,  Hines,  Chairman 
Wallace  P.  Berkowitz,  Belleville 
C.  Larkin  Flanagan,  Chicago 
A.  Everett  Joslyn,  River  Forest 
David  B.  Littman,  Highland  Park 
John  T.  McEnery,  Oak  Park 
Daniel  J.  Pachman,  Chicago 
Eugene  J.  Rogers,  Chicago 
Roy  C.  Selby,  Lombard 
Robert  C.  Stepto,  Chicago 
Joseph  D.  Winterhalter,  Jacksonville 

Consultants: 

Allan  L.  Goslin,  Streator 
Maynard  Shapiro,  Chicago 

Auxiliary  Representative 
Mrs.  Selig  Hodes,  Forreston 


Student  Representative 
John  T.  Ellena,  Carbondale 

Resident  Representative 
Lori  Anderson,  Oak  Park 

Responsibilities  and  Purposes: 

The  Council  considers  a broad  range  of  issues  and  programs 
related  to  medical  facilities,  professional  health  education, 
public  health,  and  services  for  the  disadvantaged.  Specific 
interest  areas  include  nutrition,  hospital-medical  staff  relations, 
emergency  medical  services,  maternal  and  child  welfare, 
workmen’s  compensation,  and  the  penal  health  care  services. 

Committees: 

Maternal  Welfare 

Committee  on  Workmen’s  Compensation 
Illinois  Jail  Health  Program  — State  Technical  Advisory  Com- 
mittee 


COMMITTEE  ON  MATERNAL  WELFARE 


District  Members  and  Alternates 
(alternates  in  italics) 

Robert  C.  Stepto.  Chairman 

1.  Theodore  London,  Aurora 
F.  John  Struwe,  Lake  Forest 

2.  Carl  P.  Mattioda,  Streator 
Ruthachai  Rithaporn,  Princeton 

3.  Robert  C.  Stepto,  Chicago 
Warren  H.  Staley,  Chicago 

4.  Raoul  E.  Reinertsen.  Canton 
Charles  C.  Egley,  Peoria 

5.  William  H.  Schultz,  Springfield 
Kofi  S.  Amankwah,  Springfield 

6.  Richmond  H.  Simmons,  Jacksonville 
Richard  D.  Yoder,  Alton 

7.  Herbert  W.  Thompson.  Decatur 
William  L.  Wagner,  Decatur 

8.  Lewis  Trupin,  Champaign 
Larry  R.  Lane,  Champaign 


9.  Urduja  Pulido,  Murphysboro 
Roger  N.  Klam,  Carbondale 

10.  Stephen  V.  Mueller,  Belleville 
Casimiro  Garcia,  Jr.,  Belleville 

1 1 . Salvatore  Reda,  Wheaton 
Kenneth  M.  Uznanski,  Joliet 

12.  John  F.  Hubbard,  Sterling 
Gordon  T.  Burns,  Rockford 

Consultants: 

Robert  R.  Hartman,  Jacksonville 
John  Lewis,  Lake  Forest 
Augusta  Webster,  Chicago 

Responsibilities  and  Purposes: 

The  primary  responsibility  of  this  committee  is  to  review 
cases  of  maternal  mortality  in  Illinois.  This  function  is  per- 
formed under  a contract  with  the  state  health  department. 
The  Committee  also  deals  with  issues  involving  maternal 
health  services  and  perinatal  care. 


COMMITTEE  ON  WORKMEN'S  COMPENSATION 


Eugene  J.  Rogers,  Chicago,  Chairman 
Ernest  Adams,  Peoria 
Milton  R.  Carlson,  Champaign 
Harry  C.  Coblens,  Chicago 
Forrest  H.  Riordan,  III,  Rockford 
Joseph  Schiff,  Chicago 
Michael  R.  Treister,  Chicago 


Consultant: 

Henrietta  Herbolsheimer 

Responsibilities  and  Purposes: 

The  committee  reviews  how  physicians  are  involved  and 
affected  by  the  Workmen’s  Compensation  system  in  Illinois. 


STATE  TECHNICAL  ADVISORY  COMMITTEE 
ILLINOIS  JAIL  HEALTH  PROGRAM,  1980-1981 


Robert  J.  Kramer,  Joliet,  Chairman 
Hon.  Thomas  P.  Durkin,  111.  State  Bar  Association 
Cyril  L.  Friend,  Jr.,  DDS,  III.  State  Dental  Society 
Marie  Hall,  111.  Department  of  Corrections 
Sheriff  George  Kramer,  III.  Sheriffs’  Association 
David  B.  Littman,  Highland  Park 
Loretta  Lynn,  R.N.,  III.  Nurses  Assoc. 

Mary  Lou  Pflum,  Div.  of  Ambulatory  Care,  IDPH 


Joseph  D.  Winterhalter,  Jacksonville 
Margaret  Wright,  R.S.M.,  Illinois  Pharmacists 
Association 

Responsibilities  and  Purposes: 

The  STAC  provides  overall  direction  to  the  Illinois  Jail 
Health  Program  and  assists  jails  in  adapting  their  health  sys- 
tems to  meet  national  and  state  standards  for  medical  care. 
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Committees  of  the 
Board  of  Trustees 


ADVISORY  COMMITTEE  TO  ISMS  AUXILIARY 


Herschel  Browns,  Chicago,  Chairman 
Morris  T.  Friedell,  Chicago 
Fred  Z.  White,  Chillicothe 

Responsibilities  and  Purposes: 

The  committee  shall  consist  of  the  immediate  past  president 


as  chairman,  the  president,  and  the  chairman  of  the  Board. 
The  committee  shall  provide  advice  and  assistance  to  the 
president  of  the  ISMS  Auxiliary  in  her  program  for  the  year, 
and  shall  assist  her  in  interpreting  the  activities  of  the  state 
medical  society  to  the  auxiliary  members. 


CME  ACCREDITATION  APPEALS  PANEL 


George  H.  Burke,  Rock  Island 
Jere  E.  Freidheim,  Chicago 
Henrietta  Herbolsheimer,  Chicago 
John  J.  Ring,  Mundelein 
Joseph  C.  Sherrick,  Chicago 
Cyril  C.  Wiggishoff,  Chicago 


Responsibilities  and  Purposes: 

When  a Continuing  Medical  Education  Sponsor  appeals  a 
Reconsideration  decision  of  the  Accreditation  Committee, 
three  members  of  this  Panel  will  be  selected  to  serve  on  a 
Hearing  Committee,  choosing  names  in  rotation  by  alphabetic 
order.  The  member  whose  name  is  earliest  in  the  alphabet 
will  be  designated  Chair. 


COMMITTEE  ON  COMMITTEES 


Clifton  L.  Reeder,  Wilmette,  Chairman 
Julian  Buser,  Belleville 
Lawrence  L.  Hirsch,  Chicago 
Maynard  I.  Shapiro,  Chicago 
Warren  D.  Tuttle,  Harrisburg 

Responsibilities  and  Purposes: 

The  Committee  on  Committees  shall  consist  of  three  mem- 


bers of  the  Board  appointed  by  the  chairman.  It  shall  serve 
to  review  the  purposes,  activities  and  structure  of  any  councils 
or  committees  at  the  request  of  the  Board. 

The  committee  shall  recommend  such  changes  in  existing 
councils  or  committees  as  required  to  maintain  the  efficient 
operation  of  the  affairs  of  the  Society. 

The  activities  and  reports  of  the  Committee  on  Committees 
shall  be  reviewed  by  the  Executive  Committee  and  approved 
by  the  Board  of  Trustees. 


COMMITTEE  ON  CONSTITUTION  AND  BYLAWS 


Lawrence  L.  Hirsch,  Chicago,  Chairman 
Robert  C.  Hamilton,  Chicago 
Robert  P.  Johnson,  Springfield 
James  Laidlaw,  Champaign 
Clifton  L.  Reeder,  Wilmette 

Responsibilities  and  Purposes: 

The  Committee  on  Constitution  & Bylaws  shall: 

1)  Receive  from  individual  members,  county  societies, 


committees,  the  Board  of  Trustees  and  the  House  of  Delegates, 
all  suggestions  and  proposals  for  modification  of  the  Consti- 
tution & Bylaws; 

2)  Prepare  for  the  consideration  of  the  House  of  Dele- 
gates, all  changes  in  the  Constitution  & Bylaws;  and 

3)  Maintain  constant  surveillance  of  both  documents  to 
keep  them  current,  effective  and  consistent  with  the  policies 
of  the  House  of  Delegates. 
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EXECUTIVE  COMMITTEE 


Morris  Friedell,  Chicago,  Chairman 
Herschel  Browns,  Chicago 
Jere  Freidheim,  Chicago 
Robert  Hartman,  Jacksonville 
Eugene  Johnson,  Casey 
Fred  Z.  White,  Chillicothe 
Cyril  C.  Wiggishoff,  Chicago 

By  Invitation  (without  vote) 

Clifton  Reeder,  Chicago 

Ex  Officio  (without  vote) 

Theodore  Grevas,  Rock  Island 

Responsibilities  and  Purposes: 

The  Executive  Committee  shall  consist  of  the  president, 
the  president-elect,  the  first  vice  president,  the  chairman  of 
the  Board,  the  chairman  of  the  Finance  and  Medical  Benev- 


olence Committee,  the  secretary-treasurer  and  the  trustee-at- 
large.  The  immediate  past  chairman  of  the  Board  shall  be  a 
member,  provided  he  is  still  a Trustee.  If  the  immediate  past 
chairman  is  no  longer  a Trustee,  the  chairman  of  the  Policy 
Committee  shall  serve  on  the  Executive  Committee. 

The  chairman  of  the  Illinois  Delegation  to  the  American 
Medical  Association,  or  the  secretary  in  his  absence,  shall 
serve  as  an  ex-officio  member  of  the  Executive  Committee 
without  vote. 

It  may  be  given  authority  to  act  by  the  Board  of  Trustees. 

In  matters  of  routine  administration,  special  plans,  policy, 
endorsement  or  expenditure  it  shall  report  to  and  request 
approval  of  the  Board.  It  shall  receive  the  reports  of  the  Finance 
and  Policy  Committees  and  make  recommendations  con- 
cerning them  to  the  Board.  It  shall  furnish  a report  of  its 
actions  to  the  Board  at  each  meeting. 

(Bylaws,  Chapter  IX,  Part  4,  Section  2,  Paragraph  A.) 


FINANCE  COMMITTEE  AND  MEDICAL  BENEVOLENCE 


Jere  E.  Freidheim,  Chicago,  Chairman 
Audley  F.  Connor,  Jr.,  Chicago 
Eugene  P.  Johnson,  Casey 
Joseph  Perez,  Rockford 

Auxiliary  Representative 
Mrs.  Louis  Tarsinos 

Responsibilities  and  Purposes: 

The  Committee  shall  consist  of  the  secretary-treasurer  of 
the  Society  and  three  members  of  the  Board  appointed  by 
the  chairman.  It  shall  develop  a budget  for  the  fiscal  year  for 
approval  of  the  Board  through  the  Executive  Committee.  It 
shall  supervise  the  financial  transactions  of  the  Society.  It 


shall  make  recommendations  to  the  Board  for  the  control 
and  investment  of  the  funds  of  the  Illinois  State  Medical 
Society. 

The  Finance  Committee  shall  also  be  responsible  for  the 
society’s  Medical  Benevolence  Program  and  shall: 

1.  Examine  applications  for  financial  assistance  and  de- 
termine eligibility. 

2.  Keep  the  names  of  the  beneficiaries  confidential  and 
known  only  to  the  committee. 

3.  Determine  the  allotment  for  each  recipient. 

4.  If  funds  available  become  inadequate  to  meet  disburse- 
ments, request  the  Board  of  Trustees  to  appropriate  sufficient 
funds  to  support  the  program  until  the  next  budget  appro- 
priation. 


POLICY  COMMITTEE 


Affred  Kiessel,  Decatur,  Chairman 
George  Burke,  Rock  Island 
Harold  J.  Lasky,  Chicago 


Responsibilities  and  Purposes: 

The  Policy  Committee  shall  consist  of  three  members  of 


the  Board  appointed  by  the  chairman.  It  shall  annually  review 
all  policy  statements  adopted  five  or  more  years  previously 
and  incorporate  suggestions  for  revisions  and  deletions  into 
resolutions  for  approval  by  the  Board  of  Trustees  and  intro- 
duction in  the  House  of  Delegates.  It  shall  also  make  rec- 
ommendations for  future  policy  by  Board  resolution  to  the 
House. 


PUBLICATIONS  COMMITTEE 


Joseph  Sherrick,  Chicago,  Chairman 
Henrietta  Herbolsheimer,  Chicago 
Kenneth  Hurst,  Naperville 
Robert  Prentice,  Springfield 
John  J.  Ring,  Mundelein 

Responsibilities  and  Purposes: 

The  Publications  Committee  shall  be  composed  of  five 
members  of  the  Board  of  Trustees,  and  shall  be  responsible 
for  the  production  of  the  Illinois  Medical  Journal  and  other 
Society  publications. 

It  shall  recommend  to  the  Board  of  Trustees  all  policies 
governing  the  editorial,  business  and  production  aspects  of 
the  Journal.  It  shall  supervise  the  editorial  board  in  the  se- 
lection and  preparation  of  all  copy,  and  it  shall  establish 
standards  for  the  editorial  content. 

It  shall  establish  advertising  policies,  rates  and  standards, 
and  shall  review  all  new  accounts  prior  to  acceptance,  and 


shall  approve  reprint  and  circulation  policies. 

It  shall  conduct  a periodic  review  of  the  printer’s  contract 
and  solicit  bids  as  indicated.  It  shall  establish  the  format, 
cover,  type  faces  and  general  layout  of  the  Journal. 

The  committee  may  establish  such  editorial  consultation 
groups  as  necessary  to  assist  in  development  of  clinical  articles 
and  shall  authorize  all  regular  and  special  features. 

IMJ  Editorial  Board 

J.  William  Roddick,  Jr.,  Springfield,  Chairman 

Eli  L.  Borkon,  Carbondale 

Eugene  J.  Rogers,  Chicago 

Raymond  A.  Dieter,  Jr.,  Glen  Ellyn 

James  G.  Ekeberg,  Palatine 

Ediz  Z.  Ezdinli,  Kenilworth 

Carl  NeuhofT,  Peoria 

Constantine  S.  Soter,  Northbrook 

Donald  D.  VanFossan,  Springfield 
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THIRD  PARTY  PAYMENT  PROCESSES  COMMITTEE 


Audley  F.  Connor,  Jr.,  Chicago,  Chairman 
Alfred  J.  Clementi,  Arlington  Heights 
Allan  L.  Goslin,  Streator 
Robert  P.  Johnson,  Springfield 
Thomas  P.  Meirink,  Belleville 
Maynard  I.  Shapiro,  Chicago 
Cyril  C.  Wiggishoff,  Chicago 

III.  Medical  Group  Mngmt.  Assoc.  Reps. 
Sherwin  Sem,  Crystal  Lake 
Mary  M.  Yarbrough,  Chicago 


Consultant: 

Arthur  R.  Traugott,  Urbana 
Illinois  Psychiatric  Society 
Responsibilities  and  Purposes: 

The  Third  Party  Payment  Processes  Committee  is  a ne- 
gotiating committee  which  deals  with  matters  related  to  gov- 
ernmental health  care  reimbursement— i.e.,  Medicaid  (IDPA), 
Medicare  (EDS-F)  and  CHAMPUS  (WPS).  The  committee 
deals  with  administration  of  these  programs  and  oversees 
staff  efforts  aimed  at  resolving  policy,  payment  and  audit 
issues. 


Direct  Reporting  Committees 

All  Board  Committees  previously  noted  consist  of  members  of  the  Board  of  Trustees.  As  such  they 
function  within  the  activities  of  the  Board. 

Direct  Reporting  Committees  are  groups  deemed  necessary  by  the  Board  of  Trustees  and  are  created 
by  the  Board  to  meet  specific  challenges.  These  committees  may  function  with,  and  under,  a council, 
or  may  report  directly  to  the  Board  of  Trustees. 

While  other  select  committees  may  be  formed  from  time  to  time,  at  the  time  of  publication  the 
following  groups  had  been  established. 


COMMITTEE  ON  CME  ACCREDITATION 

Consultant: 

Maynard  I.  Shapiro,  Chicago 
Responsibilities  and  Purposes: 

Adopt  necessary  procedural  rules  and  prescribe  forms  to 
be  used  in  the  conduct  of  CME  accreditation,  within  prescribed 
policies.  Review  Sponsor  applications  and  Survey  Team  re- 
ports for  intrastate  CME  Sponsors,  and  make  decision  on 
grant  of  initial  accreditation  and  continuation  of  accredited 
status. 


ILLINOIS  CME  SPONSORS  ACCREDITED 
FOR  CONTINUING  MEDICAL  EDUCATION 
AS  OF  OCTOBER  1,  1981 


Robert  A.  Behmer,  Rockford,  Chairman 

James  H.  Geist,  Kankakee 

Terry  F.  Hatch,  Urbana 

Joseph  P.  McKay,  Elmhurst 

David  M.  Roxe,  Chicago 

Birendra  K.  Sinha,  Elk  Grove  Village 

Dennis  J.  Stanczyk,  Belleville 


Alexian  Brothers  Medical  Center— Elk  Grove  Village 
Alfred  Adler  Institute  of  Chicago,  Inc. 

Augustana  Hospital  — Chicago 
Belleville  Hospital  Association  for  CME 
(Memorial  Hospital,  St.  Elizabeth  Hospital) 

Carle  Foundation  Hospital  — Urbana 
Central  Community  Hospital— Chicago 
Central  DuPage  Hospital— Winfield 
Chicago  College  of  Osteopathic  Medicine 
Chicago  Medical  Society 
Chicago  Pediatric  Society 
Christ  Hospital— Oak  Lawn 

Columbus-Cuneo-Cabrini  Medical  Center— Chicago 
Community  Memorial  General  Hospital  — LaGrange 
Cook  County  Hospital— Chicago 
Copley-Mercy  CME  Consortium— Aurora 
DuPage  County  Medical  Society 


Elgin  Mental  Health  Center 

FAB3-CME,  (Forkosh  Memorial,  Belmont  Community, 
Bethesda,  Bethany  Methodist,  Thorek  Medical  Center) 
Chicago 

Forest  Hospital  — Des  Plaines 

Good  Samaritan  Hospital  — Downers  Grove 

Gottlieb  Memorial  Hospital  — Melrose  Park 

Grant  Hospital  of  Chicago 

Henry  Homer  Childrens’  Center— Chicago 

Highland  Park  Hospital 

Hinsdale  Sanitarium  & Hospital 

Holy  Cross  Hospital— Chicago 

Illinois  Central  Community  Hospital— Chicago 

Illinois  Council  on  Continuing  Medical  Education 

Illinois  Heart  Association 

Illinois  Hospital  Research  & Educational  Foundation-Illinois 
Hospital  Association 
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Illinois  Masonic  Medical  Center— Chicago 

Illinois  Society  of  Allergy  and  Clinical  Immunology 

Ingalls  Memorial  Hospital  — Harvey 

Institute  for  Psychoanalysis— Chicago 

Jackson  Park  Hospital— Chicago 

Lake  Forest  Hospital 

Little  Company  of  Mary  Hospital— Evergreen  Park 
Loretto  Hospital— Chicago 
Louis  A.  Weiss  Memorial  Hospital— Chicago 
Loyola  University  Stritch  School  of  Medicine— Maywood 
Lutheran  Hospital  — Moline 
Lutheran  General  Hospital  — Park  Ridge 
MacNeal  Memorial  Hospital  — Berwyn 
Martha  Washington  Hospital— Chicago 
Mary  Thompson  Hospital— Chicago 
Mazel  Medical  Center-Edgewater  Hospital  — Chicago 
Memorial  Hospital  of  DuPage  County  — Elmhurst 
Mercy  Hospital  & Medical  Center— Chicago 
The  Methodist  Medical  Center  of  Illinois— Peoria 
Michael  Reese  Hospital  & Medical  Center— Chicago 
Mount  Sinai  Hospital  Medical  Center  of  Chicago 
Northwestern  University  Medical  School  — Chicago 
North  Shore  Mental  Health  Association/Irene  Josselj 
Clinic— Northfield 
Northwest  Hospital  — Chicago 
Northwest  Community  Hospital— Arlington  Heights 
Norwegian-American  Hospital  — Chicago 
Oak  Forest  Hospital 
Oak  Park  Hospital 
Provident  Hospital— Chicago 
Ravenswood  Hospital  Medical  Center— Chicago 
Resurrection  Hospital  — Chicago 
Riveredge  Hospital  — Forest  Park 
Riverside  Hospital  — Kankakee 


Rock  Island  Franciscan  Medical  Center 

Rockford  Memorial  Hospital 

Roosevelt  Memorial  Hospital— Chicago 

Rush  Medical  College— Chicago 

Sarah  Bush  Lincoln  Health  Center— Mattoon 

Sherman  Hospital— Elgin 

Silver  Cross  Hospital— Joliet 

Skokie  Valley  Community  Hospital— Skokie 

South  Chicago  Community  Hospital 

Southern  Illinois  Medical  Association— Belleville 

Southern  Illinois  University  School  of  Medicine— Springfield 

St.  Anne’s  Hospital— Chicago 

St.  Anthony  Hospital  — Chicago 

St.  Anthony  Hospital  — Rockford 

St.  Elizabeth’s  Hospital— Chicago 

St.  Elizabeth  Hospital— Danville 

St.  Francis  Hospital— Blue  Island 

St.  Francis  Hospital-Medical  Center— Peoria 

St.  Joseph  Hospital— Chicago 

St.  Joseph  Hospital— Elgin 

St.  Mary’s  Hospital  — Kankakee 

St.  Mary’s  Hospital  — Streator 

St.  Mary  of  Nazareth  Hospital— Chicago 

St.  Theresa  Hospital  — Waukegan 

Swedish  American  Hospital  — Rockford 

Swedish  Covenant  Hospital  — Chicago 

University  of  Chicago  Pritzker  School  of  Medicine 

University  of  Health  Sciences/The  Chicago  Medical  School 

University  of  Illinois  College  of  Medicine 

Victory  Memorial  Hospital  — Waukegan 

Westlake  Community  Hospital  — Melrose  Park 

West  Suburban  Hospital— Oak  Park 

Woodlawn  Hospital— Chicago 

Wood  River  Township  Hospital 


COMMITTEE  ON  DRUGS  AND  THERAPEUTICS 


Charles  A.  Beck.  Chicago,  Chairman 
Andrew  Brislen,  Chicago 
Amin  N.  Daghestani,  Skokie 
Ignacio  DelValle,  Taylorville 
John  Hyde,  Oak  Park 
Dorothy  Hubler,  Casey 


Consultants: 

Vincent  Costanzo,  Jr.,  Chicago 
Louis  Gdalman.R.Ph.,  Oak  Brook 
Kerrison  Juniper,  Jr.,  Springfield 


Responsibilities  and  Purposes: 

The  committee  shall  meet  periodically  to  review  the  listing 
of  pharmaceutical  products  in  the  IDPA  Drug  Manual.  When 
it  deems  it  necessary  to  list  new  products  in  the  Manual,  the 
committee  shall  request  the  Board  of  Trustees  to  approve 
and  forward  its  recommendations  to  the  Illinois  Department 
of  Public  Aid.  Special  approval  of  drugs  not  listed  in  the 
Manual  also  falls  under  the  purview  of  the  committee  and  is 
reported  to  IDPA.  Comments  or  suggestions  made  by  the 
membership  regarding  drugs  are  reviewed  by  the  committee. 


HEALTH  DATA 


COMMITTEE 


Andrew  Brislen,  Chicago,  Chairman 
Audley  F.  Connor,  Jr.,  Chicago 
Alexander  Goldstein,  Harrisburg 
Allan  Goslin,  Streator 
Donald  H.  Hanscom,  Hinsdale 
Henrietta  Herbolsheimer,  Chicago 
James  Laidlaw,  Champaign 
Joseph  R.  O’Donnell,  Glen  Ellyn 
Paul  Peterson,  Chicago 
Clifton  L.  Reeder,  Wilmette 
Walter  Stevenson,  Quincy 
Ben  T.  Williams,  Urbana 
Consultant: 

Alexander  R.  Lerner 
Responsibilities  and  Purposes: 

The  committee  shall  maintain  ongoing  awareness  of:  (1) 


systems  for  the  collection  and  dissemination  of  health  care 
data,  (2)  government,  3rd  party  and  other  agency  requirements 
for  the  reporting  of  health  care  data  and  (3)  laws  and  gov- 
ernment regulations  pertaining  to  confidentiality.  For  com- 
mittee purposes  health  care  data  includes  but  is  not  limited 
to:  (1)  hospital  patient  care  statistics,  (2)  long-term  care  sta- 
tistics, (3)  ambulatory  care  statistics,  (4)  institutional  financial 
data.  (5)  medical  manpower,  (6)  vital  statistics,  and  (7)  in- 
formation obtained  from  health  care  surveys. 

The  committee  shall  be  knowledgeable  of  the  workings  of 
PSROs,  HSAs,  the  Illinois  Cooperative  Health  Data  System 
(ICHDS),  governmental  agencies  and  others  with  respect  to 
the  collection  and  dissemination  of  health  care  data.  To  the 
extent  feasible,  the  Committee  shall  provide  informal  liaison 
between  the  foregoing  organizations  and  ISMS.  The  committee 
shall  keep  the  officers,  Board  of  Trustees  and  other  appropriate 
persons  within  ISMS  advised  on  data  collection  matters. 
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COMMITTEE  ON  HEALTH  PLANNING 


Samuel  L.  Andelman,  Skokie,  Chairman 

Ronald  F.  Albrecht,  Chicago 

Eli  L.  Borkon,  Carbondale 

Angelo  Creticos,  Chicago 

Robert  D.  Dooley,  Oak  Brook 

Gerald  W.  Grawey,  Peoria 

M.  Kenneth  Kaufmann,  Greenville 

John  S.  Schweppe,  Chicago 

Robert  C.  Wanless,  Belleville 

Richard  S.  Webb,  Rockford 

Consultants: 

Alfred  J.  Kiessel,  Decatur 


Joseph  R.  O’Donnell,  Glen  Ellyn 
Maynard  I.  Shapiro,  Chicago 

Responsibilities  and  Purposes: 

The  Committee  has  responsibility  for  keeping  physicians 
abreast  of  all  developments  in  the  area  of  health  planning 
and  encouraging  a leadership  role  for  physicians  in  this  im- 
portant field.  The  Committee  maintains  ongoing  liaison  with 
the  State  Planning  Agency,  the  Statewide  Health  Coordinating 
Council,  the  Health  Facilities  Planning  Board  and  the  local 
areawide  health  planning  agencies 


COMMITTEE  ON  INSURANCE 


Gerald  S.  Modjeska,  Chicago,  Chairman 
Anne  L.  Barlow,  N.  Chicago 
Philip  Boren,  Carmi 
William  Henry,  Springfield 

Consultants: 

Alfred  Clementi,  Arlington  Heights 


Responsibilities  and  Purposes: 

The  Committee  on  Insurance  monitors  the  ISMS-sponsored 
insurance  programs  for  members.  Current  policies  and  new 
types  of  insurance  programs  are  evaluated  in  order  to  rec- 
ommend changes  that  may  benefit  society  members.  The 
Committee  works  closely  with  the  programs’  administrator, 
Corroon  & Black,  Inc. 


AD  HOC  COMMITTEE  ON  LOSS  PREVENTION  EDUCATION 


Alfred  Clementi,  Arlington  Heights,  Chairman 

Donald  Aaronson,  Chicago 

Phillip  Boren,  Carmi 

Clinton  Compere,  Chicago 

Robert  R.  Hartman,  Jacksonville 

Warren  Tuttle,  Harrisburg 

Richard  Wilbur,  Lake  Forest 


Responsibilities  and  Purposes: 

The  ad  hoc  Committee  on  Loss  Prevention  Education  seeks 
to  help  physicians  identify  legal  dicta  arid  court  procedures 
and  the  application  of  these  to  medical  practice.  It  seeks  to 
enable  physician  identification  of  potential  problems  in  various 
medical  procedures  and  practice  settings  and  effect  a change 
in  same.  Educational  efforts  are  intended  to  improve  the  qual- 
ity of  medical  care  and  prevent  law  suits. 


PEER  REVIEW  APPEALS  COMMITTEE 


George  J.  Gertz,  Chicago,  Chairman 
Boonmee  Chunprapaph,  Hinsdale 
Vincent  C.  Freda,  Chicago 
Eugene  T.  Hoban,  Oak  Park 
Carl  Johnson,  Moline 
Lloyd  E.  Thompson,  East  St.  Louis 
Charles  Wells,  Mt.  Vernon 


Responsibilities  and  Purposes: 

This  committee  serves  as  the  appellate  body  for  cases  ap- 
pealed from  local  or  district  peer  review  committees.  Peer 
review  involves  the  medical  review  of  cases  concerning  the 
utilization  and  quality  of  medical  services,  as  well  as  patient 
relation  issues.  The  committee  is  the  State  Society’s  liaison 
to  local  peer  review  committees  and  monitors  review  activities 
around  the  state. 
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PLANNING  AND  PRIORITIES  COMMITTEE 


Cyril  C.  Wiggishoff,  Chicago,  Chairman 

Richard  Blankshain,  Oak  Park 

Lorris  M.  Bowers,  Peoria 

Alfred  J.  Clementi,  Arlington  Heights 

Jere  E.  Freidheim,  Chicago 

Eugene  P.  Johnson,  Casey 

Robert  P.  Johnson,  Springfield 

Albert  W.  Ray,  Jr.,  Joliet 

John  J.  Ring,  Mundelein 

P.  John  Seward,  Rockford 

Harry  Springer,  Winnetka 


TASK  FORCE  ON  FINANCIAL 

Fred  Z.  White,  M.D.,  Chillicothe,  Chairman 
Julian  W.  Buser,  M.D.,  Belleville 
Robert  P.  Johnson,  M.D.,  Springfield 
Eugene  P.  Johnson,  M.D.,  Casey 


Fred  Z.  White  (ex  officio ) 

Responsibilities  and  Purposes: 

The  President-Elect  shall  serve  as  the  Chairman  of  the 
Committee  on  Planning  and  Priorities.  This  Committee  shall 
review  the  ongoing  plans  and  programs,  establish  appropriate 
priorities  and  develop  plans  for  future  programs.  In  the  dis- 
charge of  its  duties  it  should  assist  the  President-Elect  in  the 
formation  of  his  objectives  for  accomplishment  during  his 
term  as  President. 


AID  TO  MEDICAL  STUDENTS 

Malcolm  Major,  Urbana 

Russell  Miller,  Chicago 

Edgar  Staren,  Burr  Ridge 

Cyril  C.  Wiggishoff,  M.D.,  Chicago 


TASK  FORCE  ON  MEMBERSHIP 


Cyril  C.  Wiggishoff,  M.D.,  Chicago,  Chairman 
Brad  Epstein,  M.D.,  Chicago 
Robert  C.  Hamilton,  M.D.,  Chicago 
Robert  P.  Johnson,  M.D.,  Springfield 
Richard  H.  Moy,  M.D.,  Springfield 


Fred  Schwartz,  Chicago 

Linda  Tetzlaff,  Chicago 

Warren  D.  Tuttle,  M.D.,  Harrisburg 

Lillian  Widmer,  Lombard 


Direct  Reporting  Committees 
of  the  House  of  Delegates 

JUDICIAL  PANEL  COMMITTEE 


Frank  B.  Norbury,  Jacksonville,  Chairman 
Donald  Aaronson,  Niles 
Allison  Burdick,  Jr.,  Oak  Park 
Eugene  P.  Johnson,  Casey 
Eugene  T.  Leonard,  Rockford 


Term  Expires 

1983 
1982 

1984 
1986 

1985 


Responsibilities  and  Purposes: 

The  Panel,  whose  members  are  nominated  by  the  President 
and  elected  by  the  House  of  Delegates,  adjudicates  disputes 
arising  from  charges  of  unethical  or  illegal  practices.  The  panel 
accepts  appeals  after  a case  has  been  heard  at  the  county  or 
district  level. 


Other  Appointments  and  Representatives 

REPRESENTATIVES  TO  STUDENT  LOAN  FUND  BOARD 


Jack  Gibbs,  Canton,  Chairman 
Albert  G.  Bledig,  Eldorado 
Thomas  Schrepfer  Havana 


Responsibilities  and  Purposes: 

ISMS  representatives  on  the  Student  Loan  Fund  Board  are 
responsible  to  the  Board  of  Trustees  in  matters  related  to 
administration  of  the  Student  Loan  Program  operated  jointly 
with  the  Illinois  Agricultural  Association. 
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REPRESENTATIVES  TO  INA-ISMS  JOINT  PRACTICE  COMMITTEE 


Loren  Boon,  Danvers 
Audley  F.  Connor,  Jr.,  Chicago 
Allan  Goslin,  Streator 
Risher  Watts,  Chicago 

Responsibilities  and  Purposes: 

The  purposes  and  objectives  of  the  committee  shall  be  to: 
(1)  improve  communication  between  medicine  and  nursing 


to  enhance  joint  planning  and  action;  (2)  examine  roles  and 
functions  in  medical  and  nursing  practice  with  definition  of 
new  and  altered  patterns;  (3)  propose  changes  in  educational 
patterns  and  relationships  that  would  enhance  the  new  role 
functioning  of  nurses  and  physicians;  (4)  define,  identify  and 
examine  health  care  needs;  (5)  address  the  traditional  problems 
which  affect  nurse-physician  relationships  in  order  to  establish 
enhanced  role  functioning,  and  (6)  identify  and  address  the 
ensuing  problems  related  to  basic  role  reorganization. 


REPRESENTATIVES  TO  ILLINOIS  COOPERATIVE  HEALTH  DATA  SYSTEMS 


Audley  F.  Connor,  Jr.,  Chicago 
Alexander  Goldstein,  Harrisburg 
Allan  L.  Goslin,  Streator 
Donald  H.  Hanscom,  Hinsdale 
Henrietta  Herbolsheimer,  Chicago 
Don  Kline,  Peoria 


Alexander  R.  Lemer,  Executive  Administrator,  ISMS 

Joseph  R.  O’Donnell,  Glen  Ellyn 

Clifton  L.  Reeder,  Wilmette 

Walter  Stevenson,  Quincy 

Ben  T.  Williams,  Urbana 


REPRESENTATIVES  TO  ILLINOIS  STATE 

David  S.  Fox,  Chicago 
Robert  R.  Hartman,  Jacksonville 
J.  M.  Ingalls,  Paris 
Clifton  Reeder,  Wilmette 
P.  John  Seward,  Rockford 
Fred  Z.  White,  Chillicothe 


COST  CONTAINMENT  COMMITTEE 

Responsibilities  and  Purposes: 

This  committee— co-sponsored  by  ISMS,  Illinois  Hospital 
Association  and  the  Federation  of  American  Hospitals— was 
created  to  implement  the  National  Voluntary  Effort  program 
in  Illinois.  Its  goals  are  to:  (A)  Bring  the  rate  of  increase  in 
hospital  costs  in  line  with  the  growth  in  the  Gross  National 
Product;  and  (B)  Reduce  capital  expenditures  for  new  hospital 
plants  and  equipment. 


ISMS  REPRESENTATIVES  TO  OTHER  GROUPS 


Swanberg  Foundation,  Quincy 
Robert  R.  Hartman,  Jacksonville 
Liaison  to  III.  Soc.  of  the  Amer.  Assoc, 
of  Med.  Assts. 

Robert  R.  Hartman,  Jacksonville 
III.  Interagency  Coun.  on  Smoking  and  Disease 
Charles  L.  Swarts,  Oak  Park 
Illinois  Medical  Records  Assoc. 

Clifton  Reeder,  Wilmette 
Illinois  Migrant  Council 
Raphael  Campinini 
MD  Committee  on  Optometry 
Joel  Kaplan,  Chicago 


Statewide  Cooperating  Organizations 
Committee  of  the 
Commission  on  Children 
Daniel  Pachman,  Chicago 
Illinois  Cancer  Council 
Peter  Friedell,  Chicago 

Citizens  Committee  for  an  Illinois  Program 
to  Control  High  Blood  Pressure 
ISMS  Staff 
U.S.  Pharmacopaeia 
Joseph  Skom,  Chicago 
Vincent  Costanzo,  Chicago,  Alternate 


for  November,  1981 


339 


ISMS  Organization 


ISMS  SERVICES 


Note:  An  organizational  chart  and  detailed  description  of  staff  functions 
will  be  published  in  the  January  issue  of  IMJ. 


Members  of  the  Illinois  State  Medical  Society  benefit  from  a range  of  programs, 
publications  and  services.  This  section  is  designed  to  describe  the  activities  and 
organization  of  the  Society  and  benefits  of  membership. 


ADMINISTRATION 


The  Executive  Administrator  is  responsible  for  the  imple- 
mentation ofestablished  policy,  fiscal,  budgetary  and  personnel 
matters.  Specifically,  he: 

* provides  liaison  with  the  Board  of  Trustees  and  im- 
plements their  actions 

* evaluates  legal  inquiries  for  referral  to  the  general 
counsel 

* has  final  authority  for  management  team  program 
planning  and  implementation 


* provides  guidance  to  officers,  trustees,  committee 
chairmen  and  county  medical  society  officers 

* directs  activity  and  organization  of  personnel 

* acts  as  secretary-treasurer  for  Illinois  State  Medical 
Insurance  Services 

Administrative  staff  also  offer  direct  support  to  the  House  of 
Delegates,  Executive  Committee  and  Committee  on  Consti- 
tution and  Bylaws. 


MANAGEMENT 


Society  programs,  issues  and  activities  which  are  complex 
and  broad  in  nature  are  coordinated  through  management 
team  program  planning.  The  Associate  Administrator  and 
two  staff  managers  regulate  this  administrative  component 
under  direction  of  the  Executive  Administrator.  These  staff 
members  head  designated  teams  composed  of  division  di- 
rectors and  other  personnel.  Teams  conceptualize,  plan  and 
carry  out  activities  to  meet  the  Society’s  objectives, 

The  Manager  for  Public  and  Governmental  Affairs  directs 
this  team  approach  to  legislative  activity  and  professional 
relations  requiring  combined  expertise  in  legislation,  regu- 
lations, health  planning  and  third  party  reimbursement.  He 
also  staffs  the  Committee  on  Planning  and  Priorities. 

The  Manager  for  Medical  Practice  and  Scientific  Affairs  directs 
team  approaches  to  services  and  projects  in  education,  com- 
munications and  medical  services.  In  addition  to  this  activity, 
continuing  projects  include: 

* Loss  Prevention  Education— Physicians  and  attorneys 
expert  in  professional  liability  serve  as  faculty  for 


programs  conducted  by  the  Committee  on  Loss  Pre- 
vention Education.  The  effort  is  intended  to  help 
physicians  become  aware  of  potentially  liable  situ- 
ations. County  medical  societies  and  hospitals  spon- 
sor the  programs. 

* The  Educational  and  Scientific  Foundation— This 
administrative  agency  of  the  Society  oversees  projects 
in  the  public  interest  which  cannot  be  funded  by  the 
parent  organization. 

* Scientific  Speakers  Bureau— Clinical  presentations 
and  county  medical  society  meetings  are  organized 
through  the  Scientific  Speakers  Bureau.  Programs  in 
clinical  medicine  are  supported  by  a grant  from 
Merck,  Sharpe  & Dohme.  A special  adjunct  to  the 
Speakers  Bureau  is  funded  by  a grant  from  the  Di- 
vision of  Alcoholism,  IDMHDD.  This  speakers’ 
roster  provides  education  in  treatment  of  alcoholism. 

* Policy  Review—  He  also  staffs  the  Policy  Committee. 
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MEMBERSHIP  BENEFITS 


A number  of  programs  and  services  are  provided  to  Society 
members  or  sponsored  for  their  benefit.  These  include  the 
50-Year-Club,  meeting  services  and  travel  programs. 

* The  50-Year-Club  consists  of  physicians  who  grad- 
uated from  medical  school  more  than  50  years  ago. 
An  annual  luncheon  gives  retired  members  an  op- 
portunity to  renew  friendships. 

* ISMS  meeting  services  include  provision  for  assem- 


blies of  the  House  of  Delegates  and  Board  of  Trustees. 
Councils  and  committees  meet  in  the  headquarters 
office. 

* Society-sponsored  travel  programs  enable  members 
to  enjoy  luxury  cruises  and  tours  at  minimum  cost. 
Qualified  tour  agencies  are  screened  for  professional, 
non-regimented  trips. 


FINANCE 


Accounting  and  business  management  services  are  conducted 
under  policies  set  by  the  Board  of  Trustees  and  Finance  Com- 
mittee. The  ISMS  computer  is  central  to  these  activities.  The 
computer  services  provide  a cost-effective  means  to: 

* maintain  membership  records 


* provide  central  dues  billing  and  collection  for  county 
medical  societies 

* catalogue  claim  statistics  and  other  data  for  the  Il- 
linois State  Medical  Insurance  Services 


EDUCATION 


The  Society  monitors  changes  in  medical  education,  post- 
graduate requirements  for  licensure  and  accreditation  pro- 
cedures. Educational  matters  are  addressed  through  staff 
services  to  the  Illinois  Council  on  Continuing  Medical  Ed- 


ucation, ISMS  Council  on  Education  and  Committee  on  CME 
Accreditation.  Liaison  with  appropriate  state  agencies  assures 
that  members  can  be  assisted  in  fulfilling  licensure  require- 
ments and  procedures. 


COMMUNICATIONS 


The  Society  provides  information  and  services  to  membership 
and  media  on  pertinent  topics. 

* Speeches,  slide  presentations  and  brochures  are  pre- 
pared under  direction  of  the  Council  on  Public  Re- 
lations and  other  committees 

* News  releases  publicize  ISMS  actions  and  views 

* Public  service  announcements  are  designed  and  dis- 
tributed to  Illinois  radio  and  television  stations 

A number  of  publications  are  produced  in  the  Society  offices 
for  members  and  affiliate  groups. 

* The  Illinois  Medical  Journal  is  published  monthly 
under  direction  of  a Publications  Committee  and 
clinical  supervision  of  an  Editorial  Board.  The  Jour- 
nal seeks  to  keep  members  aware  of  scientific, 
economic,  legal  and  political  events. 

* Action  Report,  a periodic  newsletter,  focuses  on  So- 
ciety activities  and  economic  matters. 

* On  the  Legislative  Scene  is  a newsletter  available  on 
request  during  the  General  Assembly  session.  OLS 
gives  status  reports  on  pending  legislation  of  im- 
portance to  physicians. 

* AID  (Athletics,  Injury  and  Disease)  is  a newsletter 
for  coaches  and  trainers.  It  gives  sports-medicine 
information  in  prevention,  recognition  and  triage  of 
injuries  and  illnesses.  AID  is  published  three  times 
annually  and  distributed  to  about  2000  junior  and 
senior  high  school  coaches  and  trainers. 

* The  Exchange  Commentary,  published  by  the  Illinois 
State  Medical  Inter-Insurance  Exchange,  updates  IS- 
MIS  members  on  professional  liability  issues. 

* Pulse  of  the  ISMS  Auxiliary  is  a quarterly  publication 
of  the  3,000  member  ISMS  Auxiliary.  It  features 
membership  activities  and  items  of  interest  to  phy- 
sician spouses. 

* Affiliate  group  newsletters  include  the  Illinois  Psy- 
chiatric Society  Examiner,  which  won  a national 
editorial  award  in  1980.  Other  affiliate  groups  pub- 
lishing newsletters  through  Society  services  are  the 


Illinois  Academy  of  Pediatrics,  Illinois  Association 
of  Ophthalmology  and  Illinois  society,  American 
Association  of  Medical  Assistants. 

In  addition  to  publications,  the  Society  provides  services  to 
affiliated  groups  on  a cost  allocated  basis.  These  include  routine 
office  management,  meeting  arrangements,  membership  pro- 
motion and  records,  dues  collection  and  accounting  services. 

New  Physicians 

Medical  students  and  residents  have  formed  affiliate  sections 
within  the  Society.  ISMS  also  conducts  several  programs  for 
new  physicians  and  those  seeking  either  a medical  education 
or  an  opportunity  to  practice  in  Illinois. 

* The  Physician  Recruitment  Program  seeks  to  link 
communities  in  need  of  a physician  with  those  seek- 
ing practice  opportunities.  Questionnaires  on  edu- 
cational background,  interests  and  practice  preference 
are  distributed  to  physicians  who  receive  a complete 
list  of  openings  in  return.  Communities  seeking  phy- 
sicians contact  the  Service,  which  arranges  liaison. 

* The  Medical  Student  Loan  Fund  Program  is  a joint 
effort  of  ISMS  and  the  Illinois  Agricultural  Asso- 
ciation. The  Medical  Student  Loan  Fund  Board 
screens  students  whose  college  grades  or  MCAT 
scores  are  marginal  and  recommends  special  con- 
sideration by  the  UI  College  of  Medicine  in  selected 
cases.  In  return,  the  student  promises  to  practice  in 
a rural  community  needing  a physician  for  four  or 
five  years  after  graduation. 

The  program  also  makes  low  interest  loans  available 
to  students.  Repayment  is  delayed  until  four  years 
after  graduation  and  the  student  makes  a similar 
agreement  to  practice  for  a period  in  rural  Illinois. 

* The  MECO  (Medical  Education  Community  Ori- 
entation) program  seeks  to  encourage  students  to 
select  careers  in  primary  care. 
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MEDICAL  SERVICES 


ISMS  councils  and  committees  direct  activities  in  areas  rel- 
evant to  medicine  and  public  health.  These  include: 

* health  care  delivery 

* the  practice  environment 

* worker’s  compensation 

* mental  health  and  addictions 

* medical-legal  concerns 

* peer  review  and  ethics 

* sports  medicine 

The  Society’s  public  service  activities  include  community  ed- 
ucation and  liaison  with  public,  governmental,  professional 
and  private  groups. 

* The  Jail  Health  Program  is  a project  to  improve 
health  care  in  county  jails.  Technical  assistance  is 
given  jail  sites.  Staff  supports  a steering  committee 
of  penal  medicine  experts. 


* The  Statewide  Blood  Banking  Coordinating  Com- 
mittee seeks  to  eliminate  competition  among  col- 
lection agencies,  improve  cooperation  between 
regional  blood  centers  and  ensure  efficient  manage- 
ment of  blood  resources.  The  Committee  plans  to 
coordinate  donor  recruitment,  inventory  and  dis- 
tribution. ISMS  serves  as  advisory  and  mediating 
body. 

* The  Impartial  Medical  Testimony  program  provides 
physician  expert  witnesses  to  the  Illinois  courts.  Im- 
partial examiners  are  ordered  by  the  court  when  ob- 
jective medical  data  and  opinion  are  needed  for 
litigation.  A similar  service  is  provided  the  Supreme 
Court  Attorney  Registration  and  Disciplinary  Com- 
mission and  Illinois  Industrial  Commission. 


PROFESSIONAL  RELATIONS 


The  Society  provides  direct  services  to  members  through  field 
service  representatives.  These  persons  represent  ISMS  at 
meetings  of  component  societies,  allied  professions  and  gov- 
ernment agencies.  They  serve  trustees,  officers,  county  medical 
society  executives  and  the  general  membership.  Specific 
professional  relations  activities  include  the  following: 

* President's  Tour—  The  ISMS  president  visits  each 
trustee  district  during  his  term  of  office.  The  tour 
includes  press  conferences,  interviews  and  speaking 
engagements. 

* Medicare,  Medicaid  and  CHAMPJJS  Assistance— 
Medicare  peer  review  and  professional  relations 
services  are  provided.  Liaison  with  the  Illinois  De- 
partment of  Public  Aid  assures  that  member  concerns 


are  represented  when  policy  changes  are  considered. 
Assistance  can  be  provided  in  payment  delays,  reim- 
bursement errors,  lost  billings  and  fiscal  audits. 

* Health  Planning—  Actions  of  the  Statewide  Health 
Coordinating  Council,  Illinois  Health  Facilities 
Planning  Board  and  local  Health  Systems  Agencies 
are  followed  closely. 

* Third  Party  Payors— The  Council  on  Economics  and 
Committee  on  Third  Party  Payment  Processes  direct 
association  with  insurance  carriers  and  government 
bodies  that  affect  their  actions. 

* Health  Data— Governmental  requirements  for  sta- 
tistical information  on  health  care  and  planning 
agencies  in  that  area  are  monitored. 


LEGISLATIVE  ACTIVITIES 


One  in  five  bills  introduced  in  the  General  Assembly  relates 
to  health.  The  Society’s  active  legislative  program  is  conducted 
under  direction  of  the  Governmental  Affairs  Council. 

All  state  and  national  health  legislation  is  monitored.  Society 
staff  forward  bills  to  physician  members  with  pertinent  ex- 
pertise for  review  and  comment.  When  adequate  review  is 
completed,  bills  are  either  supported  or  opposed  by  legislative 
representatives. 

Physicians  who  testify  before  legislative  committees  provide 
essential  background  to  lawmakers.  Additional  input  and  cit- 


izen involvement  are  developed  through  the  Key  Man  Program 
and  public  affairs  activity. 

* The  Key  Man  Program  is  a network  of  physicians 
who  are  relatives,  friends  or  campaign  supporters  of 
Illinois  legislators.  Key  men  advise  legislators  on 
health  legislation. 

* Public  affairs  activity  includes  sponsorship  of  civic 
speakers  at  Society  meetings  and  liaison  with  gov- 
ernment agencies. 


COMMERCIAL  INSURANCE  PROGRAMS 


The  ISMS  Insurance  Committee  has  selected  insurance  pro- 
grams which  are  administered  by  an  independent  broker.  Each 
has  been  scrutinized  for  quality  and  economy.  Detailed  in- 
formation on  ISMS  insurance  plans  and  applications  may  be 
obtained  through  the  broker,  Corroon  and  Black  of  Illinois, 


Inc..  135  S.  LaSalle  St.,  Chicago  IL  60603;  (312-621-4909). 
It  is  recommended  that  members  check  with  ISMS  or  its 
broker  before  purchasing  any  insurance.  A brief  synopsis  of 
each  program  is  provided  on  the  following  page. 
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Group  Term  Life  Insurance 

The  group  term  life  insurance  program  is  underwritten  by 
the  North  American  Company  for  Life  and  Health  Insurance. 
It  offers: 

* $25,000  to  $1  million  in  level  term  life  insurance 

* built-in  waiver  of  premium 

* availability  to  members,  their  spouses  and  employees 
under  age  65 

* coverage  to  $5,000  for  members’  children 

* non-cancellable,  guaranteed  renewability  to  age  100 

* conversion  to  permanent  individual  policy  guar- 
anteed to  age  65 

Group  Disability  Income  Protection  Program 

The  group  disability  income  program  is  underwritten  by  the 
Commercial  Insurance  Company.  It  provides: 

* $100-$400/week  for  total  disability 

* coverage  renewable  to  age  70 

* benefit  period  options  of  lifetime  accident  and  sick- 
ness payable  (1)  to  age  65;  (2)  for  seven  years;  (3) 
for  one  year 

* available  to  members  and  authorized  employees  or 
insured  members  to  age  56 

* benefits  payable  regardless  of  other  insurance 

* no  restrictive  riders  attached  after  issuance 

* individual  coverage  cannot  be  terminated 

Professional  Overhead  Expense  Plan 

This  new  plan  is  underwritten  by  the  Hartford  Accident  and 
Indemnity  Company  and  provides 

* $500-$5,000/month  coverage 

* office  overhead  expenses  paid  to  maximum  benefit 
selected  beginning  with  31st  day  of  total  disability 

* benefits  payable  to  24  months  regardless  of  other 
insurance 

* new— accumulation  benefit  provided 

* guaranteed  issue  for  qualified  new  members  under 
age  40  who  apply  within  60  days  of  effective  date 
of  membership 

* available  to  all  members  under  age  65  in  full  time 
practice 

* rent,  utilities,  employee  salaries  and  monthly  pro 
rata  of  specified  annual  fixed  expenses  customary  to 
the  profession 

* premiums  deductible  for  individuals  and  partner- 
ships under  Revenue  Ruling  55-264 

The  plan  does  not  cover  personal  income,  salaries  for  other 
physicians,  principal  payments  on  debts,  implements,  phar- 
maceutical products  and  personal  insurance  premiums. 

Group  Major  Medical 

The  group  major  medical  plan  is  underwritten  by  the  Com- 
mercial Insurance  Company.  It  provides  that  the  insured  select 
a calendar  year  deductable  of  $500  or  $1000,  which  applies 
to  each  insured  person.  It  then  will  cover  80%  of  the  following: 

* $ 1 50/day  room  and  board  rate 

* (additional)  $1 50/day  in  an  ICU 

* hospital  supplies  and  services,  physician  services, 
anesthetists,  diagnostic  lab  and  X-ray,  registered 
nurses,  ambulance  services,  prescription  drugs  and 
medicines,  physiotherapy,  therapeutic  equipment 
rentals,  artificial  limbs,  oxygen  and  blood. 

The  plan  is  available  to  all  members  and  qualified  employees 
of  insured  members  under  age  65. 


medical  expenses  incurred  within  a three  year  period  exceed 
the  deductible.  Evidence  of  insurability  is  not  required.  The 
plan  will  compensate  up  to  100%  of  the  following: 

* medical  care 

* physician  medical  care  and  treatment 

* semi-private  room  and  board 

* private  duty  nursing  services 

* convalescent  home  confinement  (up  to  $50/day  and 
90  days/year) 

* physiotherapy  by  licensed  physiotherapist 

* prescription  drugs,  medicine  and  antibiotics 

* dressings,  casts,  splints,  trusses,  braces  and  crutches; 
rental  of  wheelchair,  hospital-type  bed,  iron  lung  and 
other  therapeutic  equipment;  blood  and  blood 
plasma;  X-ray  and  other  radiotherapy;  diagnostic 
tests  and  examinations;  dental  care  for  accidental 
injury  of  natural  teeth;  oxygen  and  anesthesia;  am- 
bulance service  to  $200  in  any  six  month  period; 
assistant  surgeon  to  20%  of  eligible  expenses  for  chief 
surgeon;  anesthesiologist  to  1 5%  of  eligible  expenses 
of  chief  surgeon. 

The  plan  is  available  to  members  and  their  spouses,  unmarried 
children  under  25  and  eligible  full  time  employees  under  65. 
Eligible  applicants  are  guaranteed  acceptance  subject  to  a pre- 
existing conditions  limitation. 


Hospital  Indemnity  Plan 

The  Hartford  Accident  and  Indemnity  Company  underwrites 
the  ISMS-sponsored  hospital  indemnity  plan.  Available  plans 
provide  benefits  of  $27.50,  $55.00,  $1 10.00  or  $165  per  day 
of  hospital  confinement.  Benefits  are  also: 

* initiated  with  first  day  of  confinement 

* payable  to  365  days  for  each  cause  of  confinement 

* automatically  doubled  for  hospital  stays  due  to  cancer 
or  confinement  in  an  ICU  for  persons  under  age  65 

* payable  regardless  of  other  insurance 

All  members,  their  employees  and  families  may  participate. 
Acceptance  of  eligible  applicants  during  special  enrollment 
periods  is  guaranteed,  subject  to  a pre-existing  conditions 
limitation. 


Worker’s  Compensation 

Policies  issued  by  the  Casualty  Reciprocal  Exchange,  a member 
of  the  Dodson  Insurance  group,  are  administered  under  the 
Dodson  Savings  Plan.  Specific  aspects  include  the  following: 

* return  declared  at  the  end  of  each  premium  year  on 
the  basis  of  loss  experience— savings  are  returned  to 
policyholders 

* rates  standard  and  approved  for  class  of  employment 

* savings  paid  as  earned  within  approximately  90  days 
of  policy  expiration  or  on  completion  of  payroll  audits 


Accidental  Death  and  Dismemberment 

An  accidental  death  and  dismemberment  plan  is  underwritten 
by  the  Hartford  Accident  & Indemnity  Company.  It  provides 
coverage: 

* for  members,  their  spouses,  children  and  employees 

* a 24-hour  business  and  pleasure  coverage  from 
$25,000  to  $250,000 

* renewable  to  age  70 


Excess  Major  Medical 

This  plan,  underwritten  by  the  Sentry  Insurance  Company, 
pays  100%  of  eligible  medical  expenses  to  ten  years  or 
$500,000.  Selection  of  a $15,000,  $20,000  or  $25,000  de- 
ductible is  available.  The  plan  comes  into  effect  when  eligible 


Estate  Planning 

Corroon  & Black  of  Illinois,  Inc.,  offers  estate  planning  services. 
These  include: 

* educational  programs  for  county  society  meetings 

* individual  counseling 
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Illinois  State  Medical 


Society  Auxiliary 


The  Illinois  State  Medical  Society  Auxiliary  is  a unique 
organization  composed  entirely  of  physicians’  spouses  who 
give  their  time  and  talents  to  promote  health  awareness,  med- 
ical legislation  and  funds  for  medical  research  and  education 
(AMA-ERF). 

The  Illinois  State  Medical  Society  Auxiliary  had  its  inception 
in  the  parlor  car  of  a speeding  train  in  1927.  Dr.  and  Mrs. 
G.  Henry  Mundt  were  returning  from  the  AMA  meeting  in 
Washington,  D.C.  and  had  learned  of  the  existence  of  the 
AMA  Auxiliary  and  of  22  functioning  state  auxiliaries.  Mrs. 
Mundt  was  persuaded  to  undertake  the  task  of  organizing  an 
auxiliary  in  Illinois  and  to  seek  the  approval  of  the  Illinois 
State  Medical  Society’s  House  of  Delegates.  On  May  31,  1927, 
the  ISMS  House  of  Delegates  endorsed  the  organization  of 
an  auxiliary  in  Illinois  and  urged  the  county  societies  to  assist 
in  promoting  auxiliary  membership. 

The  first  formal  meeting  of  the  Auxiliary  was  held  at  the 
LeClaire  Hotel  in  Moline  on  June  2,  1927  with  25  members 
present.  In  1928,  the  organization  became  permanent.  Today, 
we  have  a membership  of  3300  and  can  look  with  pride  on 
the  auxiliary’s  accomplishments. 

The  auxiliary  has  instituted  a large  number  of  successful 
community  health  programs  (eg.  Vial  of  Life,  Nutrition, 
Physical  Fitness,  Stress  Management,  Child  Seat  Belt  Safety, 
Immunization).  We  have  striven  to  educate  the  public  on 
cost  effective  use  of  the  medical  care  system  and  we  have 
been  highly  successful  in  fund  raising  to  provide  financial 
assistance  to  medical  students  and  medical  schools  (AMA- 
ERF). 

Although  we  can  look  with  pride  upon  what  we  have  done, 
there  is  much  that  remains  to  be  accomplished.  For  example, 
we  will  be  increasing  our  fund-raising  activities  for  medical 
education  and  research  (AMA-ERF).  Volunteer  organizations 
such  as  ours  will  be  assuming  a primary  role  in  dealing  with 
society’s  health  problems.  We  must  work  to  convince  other 
physician  spouses  that  participating  in  Auxiliary  activities  is 
a worthwhile  investment  of  time.  Greater  involvement  with 
spouses  of  medical  students  and  residents  is  encouraged 
through  the  SASH  program  (Sponsor  A Spouse  In  Illinois). 
On  the  legislative  scene,  we  provide  information  on  health- 
related  legislation,  are  a part  of  a legislative  alert  system  and 
engage  in  face-to-face  contact  with  legislators. 

We  recognize  that  it  is  our  responsibility  to  provide  lead- 
ership education  for  our  up  and  coming  county,  state  and 
national  leaders.  Thus,  the  inception  of  the  State  Leadership 
Seminars  and  participation  in  the  AMA  Auxiliary  Confluence 
in  October  for  county  presidents-elect.  We  use  our  “PULSE” 
publication  to  communicate  with  the  membership. 


We  are  also  concentrating  our  efforts  on  a closer  working 
relationship  with  ISMS,  as  together,  we  meet  the  challenges 
of  medicine  in  the  ’80’s. 

Mrs.  Harold  Keegan 
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COMMITTEE  CHAIRMEN 


AMA-ERF  Chairman Mrs.  Karl  Reddies,  Freeport 

AMA-ERF  Vice  Chairman  . . Mrs.  Robert  Rockey,  Freeport 
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Leadership  Seminar 

Coordinator Mrs.  Harlan  Failor,  Champaign 

Legislation Mrs.  Alan  Taylor,  Danville 

Long  Range  Planning Mrs.  Don  Hinderliter,  Rochelle 

Members-at-Large  ....  Mrs.  Robert  Reardon,  Bloomington 
Public  Relations Mrs.  J.A.  Santiago,  Belleville 


REPRESENTATIVES  TO  ISMS  COUNCILS 
AND  COMMITTEES 


Benevolence Mrs.  Louis  Tarsinos,  Princeton 

Governmental  Affairs Mrs.  Alan  Taylor,  Danville 

Medical  Services  Mrs.  Selig  Hodes,  Forreston 

Mental  Health  and 

Addiction Mrs.  Alex  Spadoni,  Hinsdale 

Public  Relations  & 

Membership Mrs.  Gamil  Arida,  Joliet 


American  Association  of  Medical  Assistants,  Illinois  Society 


The  American  Association  of  Medical  Assistants  is  a na- 
tional, non-profit  organization  dedicated  to  the  professional 
advancement  of  medical  assistants.  This  tri-level  structure— 
similar  to  AMA— encompasses  local,  state  and  national  af- 
filiation. 

Membership  in  the  Illinois  Society,  AAMA,  is  open  to 
medical  assistants,  office  nurses,  technicians,  secretaries, 
bookkeepers  and  clerks  performing  administrative  and/or 
clinical  duties  under  the  direct  supervision  of  a physician. 
College  students  attending  Medical  Assistant  Programs  are 
encouraged  to  belong.  Physician  advisors  at  all  three  levels 
assist  with  educational  endeavors. 

The  state  society’s  numerous  professional,  educational  pro- 
grams in  various  parts  of  the  state  offer  continuing  education 
units  (CEU)  to  its  participants.  Some  of  the  major  programs 
are: 

Travel  Course,  Regional  Seminars,  Annual  Symposium, 
Personal  Development  Day  and  the  All  Day  Workshop  held 
in  conjunction  with  Chicago  Medical  Society’s  Midwest  Clin- 
ical Conference.  The  annual  three  day  meeting  in  April  includes 
excellent  lectures,  study  programs  and  the  culmination  of  as- 
sociation business  during  the  House  of  Delegates  Session. 

The  American  Association  of  Medical  Assistants  encourages 
advancement  of  medical  assistants  by  offering  a certification 
examination  designed  to  evaluate  professional  competency. 
Local  chapters,  in  addition  to  their  regularly  scheduled 
monthly  educational  programs,  conduct  preparatory  classes 
in  terminology,  physiology,  anatomy,  human  relations,  patient 
contact,  medical  law  and  ethics,  communications,  bookkeep- 
ing, insurance,  administrative  procedures,  laboratory  orien- 
tation and  collection  methods.  The  certification  examination 
is  administered  twice  a year. 

The  medical  assistant  may  become  a Certified  Medical  As- 
sistant (CMA)  by  successfully  passing  the  special  board  ex- 


amination and  meeting  qualifying  criteria  of  the  American 
Association  of  Medical  Assistants.  Specialty  examinations  are 
given  in  Administrative,  Clinical  and  Pediatric  divisions.  For 
further  information  about  this  program  contact  the  American 
Association  of  Medical  Assistants,  One  East  Wacker  Drive, 
Chicago,  Illinois  60601. 

Members  interested  in  independent  continuing  education 
through  a “home  study”  program  may  purchase  and  utilize 
audio  cassettes  and  workbooks.  The  president  of  the  Illinois 
Society  communicates,  via  the  “Executive  Memo”  (a  monthly 
publication),  with  nearly  500  members  giving  pertinent  in- 
formation of  current  activities. 

A quarterly  publication  “The  Illini  Cardinal”  concentrates 
on  educational  topics  and  is  available  to  all  members  without 
additional  cost.  “The  Professional  Medical  Assistant,”  the 
official  bi-monthly  journal  of  the  association,  is  largely  devoted 
to  original  articles  written  for  medical  assistants  by  their  peers 
or  other  professionals  in  related  fields.  It  is  an  automatic 
benefit  of  membership,  although  subscriptions  are  available 
for  non-members.  There  are  many  other  benefits  available 
(i.e.  group  insurance).  During  the  Annual  Meeting  of  AAMA 
each  fall,  a variety  of  experts  in  medical  and  related  fields 
address  participants  during  educational  programs  and  work- 
shops. 

Monthly  educational  meetings  are  scheduled  in  the  following 
chapters:  Cook  County-Chicago  (downtown).  Southwest  Sub- 
urban (Oak  Lawn),  Northwest  (Arlington  Heights),  Northshore 
(Skokie),  West  Cook  (River  Grove),  Cook  County  South 
(Dolton),  Aux  Plaines  (Oak  Park),  DuPage  (Wheaton),  Coles- 
Cumberland  (Charleston),  DeKalb  (Sycamore),  LaSalle,  Ma- 
con (Decatur),  McLean  (Bloomington),  McHenry,  Morgan- 
Scott  (Jacksonville),  Peoria,  Randolph  (Chester),  Rock  Island, 
Sangamon  (Springfield),  St.  Clair  (Belleville),  Spoon  River 
Valley  (Canton),  Vermilion  (Danville),  Will  Grundy  (Joliet) 
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and  Winnebago  (Rockford).  Physicians  in  these  areas  are  asked 
to  encourage  their  medical  assistants  to  join  the  association 
and  actively  participate  in  the  selection  of  educational  pro- 
grams that  will  enable  the  members  to  become  better  medical 
assistants. 

For  membership  information  please  contact  Mary  Lu  Os- 
trowski,  CMA,  Pres.,  1704  E.  Jackson  St.  Bloomington,  IL 
61701  or  Elaine  Kaiser,  CM  A- A,  9 1 03  Sandpiper  Ct.  Orland 
Park,  IL  60462. 


OFFICERS 

President— Mary  Lu  Ostrowski,  CMA,  Bloomington,  II 
President  Elect— Janet  Binkowski,  RN,  Dolton,  II. 
Immediate  Past  President  — Elaine  Kaiser,  CMA-A,  Orland 
Park,  II 

1st  Vice  President— Betty  Kronemeyer,  CMA,  Mascoutah,  II. 
2nd  Vice  President  — Lyda  Haas,  Oak  Lawn,  II. 

Recording  Secretary  — Sheri  Everhart,  Addison,  II. 


Membership  Secretary— Mary  Jo  McFadden,  Rolling 
Meadows, II. 

Corresponding  Secretary— Bern yce  Carbery,  Normal,  II. 
Treasurer— Patricia  Mooney,  RN,  Galesburg,  II. 

Speaker  of  the  House— Luella  Mitchell,  CMA,  Chicago,  II. 
Vice  Speaker— Pauline  Klarich,  Peoria,  II. 

Board  of  Trustees  Chairman— Leslie  Lee,  Chicago,  II. 
Parliatnentary  Advisor— Vivian  Kraft,  CMA-AC, 
Bloomington,Il. 

Chaplain— Jean  Berschinski,  Homewood,  II. 

Historian  — Ruth  Thompson,  CMA,  Decatur,  II. 

Physician  Advisors 

John  L.  Wright,  M.D.,  Bloomington,  Chairman 

Thomas  R.  Harwood,  M.D.,  Chicago 

Leslie  Schwartz,  M.D.,  Chicago 

Robert  Hartman,  M.D.,  Jacksonville,  Liaison  to  ISMS 

Allison  Burdick,  Sr.,  M.D.,  Chicago,  Emeritus  Member 


The  Educational  & Scientific  Foundation 


The  Educational  & Scientific  Foundation  was  founded  to 
provide  an  administrative  agency  to  foster  the  advancement 
of  clinical  science  through: 

1)  The  initiation  of  scientific  and  medical  research  activities. 

2)  The  collection,  evaluation  and  dissemination  of  the  results 
of  research  activities  to  the  public. 

3)  The  implementation  and  management  of  projects  related 
to  medicine  for  individuals,  or  organizations  seeking  to  inform 
or  educate  others,  or  to  improve  their  own  knowledge. 

The  Foundation  is  a distinct  corporate  entity  which  has  an 
interlocking  Board  with  the  Illinois  State  Medical  Society.  It 
is  staffed  through  ISMS  headquarters. 


The  ISMS  immediate  past  president  serves  as  chairman  of 
the  Foundation’s  Board  of  Directors. 

Board  of  Directors 

Herschel  Browns,  Chicago,  Chairman 
Morris  T.  Friedell,  Chicago 
Eugene  P.  Johnson,  Casey 
Fred  Z.  White,  Chillicothe 
Cyril  C.  Wiggishoff,  Chicago 


Illinois  Council  on  Continuing  Medical  Education 


This  Council  was  created  by  the  Illinois  State  Medical  So- 
ciety, in  co-operation  with  the  state’s  eight  medical  schools, 
to  fulfill  these  purposes:  (a)  encourage  and  assist  in  the  de- 
velopment of  continuing  medical  education  programs  for  Il- 
linois physicians  that  will  enhance  patient  care;  (b)  study  and 
encourage  development  of  new  educational  methods,  tech- 
niques, systems,  etc.;  (c)  assist  learning  sources  to  identify  the 
educational  needs  of  Illinois  physicians;  and  (d)  stimulate, 
motivate,  and  encourage  physicians  at  all  levels  throughout 
the  state  to  participate  in  formal  continuing  educational  pro- 
grams. 

ICCME  was  proposed  by  Dr.  Edward  W.  Cannady  in  his 
1 969  inaugural  address  as  President  of  ISMS.  Following  careful 
study,  the  1970  House  of  Delegates  approved  the  plan  in 
principle.  The  next  President,  Dr.  J.  Ernest  Breed,  vigorously 
pursued  the  idea;  after  the  1 97 1 House  of  Delegates  voted 
initial  funding,  he  also  served  as  Chairman  of  the  Organizing 
Committee. 

ICCME  was  officially  chartered  by  the  state  as  a nonprofit 
educational  organization  in  May,  1972,  and  began  operations 
with  the  appointment  of  its  first  Executive  Director  in  Sep- 
tember, 1972.  Financial  support  of  the  Council  is  provided 
primarily  by  ISMS  members’  dues. 


ICCME  unites  the  resources  of  the  Illinois  State  Medical 
Society  and  the  educational  resources  of  the  state’s  medical 
schools;  and  independent  in  action,  it  serves  all  interests  con- 
cerned with  CME  and  thus  provides  a crucial  channel  of  com- 
munication to  co-ordinate  the  efficient  use  of  all  available 
resources. 

Current  Major  Activities 

1 . Sponsor  an  annual  Congress  on  Continuing  Medical  Ed- 
ucation, to  involve  all  elements  of  the  Illinois  health- 
care system  in  the  Council’s  work.  The  tenth  Annual 
Congress  will  meet  in  1982. 

2.  On  behalf  of  ISMS,  perform  staff  work  for  accreditation 
of  intrastate  CME  including  advice  on  preparing  to  apply 
for  accreditation. 

3.  Advise  hospitals  and  other  organizations  on  effective 
CME  planning  and  organization. 

4.  Organize  workshops  on  techniques  of  CME— including 
an  unusual  “Seminar  on  CME  Leadership”  for  leaders 
of  hospital  medical  staffs  and  medical  societies. 

5.  Develop  and  publish  CME  planning  aids  that  offer  prac- 
tical advice  and  important  background  on  effective  or- 
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ganization  of  CME.  Included  are  Your  Personal  Learning 
Plan,  a unique  handbook  offering  advice  on  how  to  plan 
your  learning  most  effectively;  and  How  to  Start  a CME 
Program  in  Your  Hospital  or  Medical  Society  for  CME 
planners.  For  all  items  now  available,  request  “The  Il- 
linois Handbook  on  CME  Planning— Catalog/Order 
Form.”  All  publications  are  available  to  ISMS  members 
at  a 50%  discount.  To  obtain  a copy  of  the  Catalog/ 
Order  Form  just  indicate  this  on  your  prescription  form 
and  mail  to  ICCME,  55  E.  Monroe,  Chicago,  IL  60603. 

6.  Prepare  a monthly  calendar  of  Illinois  CME  activities 
for  IMJ. 


7.  Plan  and  conduct  research  studies  that  contribute  to  the 
improvement  of  CME  methods. 

Organization  & Governance 

Members  of  the  ISMS  Executive  Committee  serve  as  legal 
members  of  the  ICCME  Corporation,  set  basic  policy,  and 
elect  the  Board  of  Directors. 

The  affairs,  property,  and  business  of  the  Council  are  man- 
aged by  a Board  of  Directors  comprised  of:  nine  practicing 
physicians  representing  the  State  Medical  Society;  and  eight 
academic  physicians,  one  selected  by  each  dean  of  an  Illinois 
medical  school. 


Board  of  Directors* 


Donald  F.  Pochyly,  M.D.,  M.Ed.,  Hines,  President 

Ernst  C.  Bone,  M.A.,  M.D.,  Jacksonville,  Vice-President 

Roger  A.  Wujek,  Litchfield,  Treasurer 

Kenneth  A.  Hurst,  Naperville,  Secretary 

Ben  B-  Blivaiss,  Ph.D.,  North  Chicago 

Dean  R.  Bordeaux,  M.D.,  M.A,  Peoria 

Alfred  J.  Clementi,  Arlington  Heights 

Michael  H.  M.  Dykes,  M.D.,  M.Ed.,  Chicago 

Linda  K.  Gunzburger,  Ph.D.,  Maywood 

Lawrence  L.  Hirsch,  Chicago 

Marten  M.  Kemis,  Ph.D.,  Chicago 


Serving  as  Surveyors  are  Board  Members  of  the  Illinois 
Council  on  Continuing  Medical  Education  and  others  chosen 
by  the  ICCME  Board  who  meet  criteria  adopted  by  the  ISMS 
Board  of  Trustees  March  3L  1979.  ICCME  does  not  make 
accreditation  decisions,  neither  individual  Board  Members 
nor  the  Board  collectively.  Rather,  the  Survey  Team’s  role  is 
analogous  to  that  of  the  physician  who  performs  a physical 
examination  on  a potential  purchaser  of  life  insurance:  to 
ascertain  and  report  the  facts,  leaving  to  the  underwriter  the 
actuarial  decision  on  granting  insurance.  The  Survey  Team 
makes  a judgment  on  each  of  the  seven  “Illinois  Criteria,”  on 
the  basis  of  point  values  prescribed  by  the  ISMS  Committee 
on  CME  Accreditation,  as  well  as  the  Team’s  conversation 
with  the  Sponsor.  Individuals  serving  on  the  Panel  of  Sur- 
veyors, iq  addition  to  members  of  the  ICCME  Board,  are  (all 
are  physicians  unless  otherwise  indicated): 

Philip  D.  Anderson,  M.D.,  Ph.D. 

Lloyd  Barr,  Ph.D. 

Bradford  W.  Claxton,  M.Ed. 

Anthony  L.  Barbato 
Joseph  L.  Daddino 
John  G.  Demakis 
Richard  E.  Dukes 
Sherman  Elias 
L.  Penfield  Faber 
Charles  G.  Farnum,  Jr. 

Peter  O.  Fried 
Allan  L.  Goslin 
Robert  C.  Hamilton 


The  Illinois  Foundation  for  Medical  Care  (IFMC)  is  a not- 
for-profit  corporation  established  in  1971  by  action  of  the 
House  of  Delegates.  Under  revised  bylaws  adopted  June,  1 977, 
IFMC  is  operated  under  direction  of  a 6-member  Board  of 
Directors  elected  annually  by  the  ISMS  Board  of  Trustees. 
The  IFMC  currently  contracts  with  the  Regional  Health  Re- 
sources Center,  Urbana,  Illinois  for  administrative  services. 

IFMC  maintains  relationships  with  the  several  local  foun- 
dations for  medical  care  and  is  available  to  serve  their  needs 


Chase  P.  Kimball,  Chicago 

Charles  E.  Osborne,  Ed.D.,  Springfield 

Harold  A.  Paul,  M.D.,  M.P.H.,  Chicago 

Ward  E.  Perrin,  D.O.,  F.A.C.O.I.,  Chicago 

Robert  Prentice,  Springfield 

Fred  Z.  White,  M.D.,  M.A.,  Chillicothe 

*A11  above  are  physicians  unless  otherwise  indicated. 

Executive  Director:  Leonard  S.  Stein,  Ph.D. 

Asst.  Executive  Director:  Thomas  G.  Pearson,  Ed.D. 

Site  Visit  Surveyors 

Robert  R.  Hartman 

Henri  S.  Havdala 

Thomas  O.  Henderson,  Ph.D. 

Eugene  T.  Hoban 
John  M.  Holland 
Kathryn  S.  Huss 
Ross  N.  Hutchison 
William  L.  Jackson 
Harold  L.  Jensen 
Frank  J.  Jirka,  Jr. 

Eugene  P.  Johnson 
James  M.  Laidlaw 
Howard  B.  Levy 
Paul  A.  Maxwell,  Jr. 

Boyd  E.  McCracken,  Sr. 

Charles  T.  McHugh 
Morgan  M.  Meyer 
Julius  S.  Newman 
Joseph  R.  O’Donnell 
Joseph  B.  Perez 
Mather  Pfeiffenberger 
Eugene  Scherba 
Joseph  C.  Sherrick 
George  Shropshear 
Robert  C.  Stepto 
Jacob  R.  Suker 
L.  W.  Tanner 
Sheldon  S.  Waldstein 
Charles  J.  Weigel 
George  T.  Wilkins,  Jr. 


for  Medical  Care 

on  a cost  reimbursement  basis. 

IFMC  Board  of  Directors 

Joseph  Sherrick,  M.D.,  Chicago,  President 

Robert  P.  Johnson,  M.D.,  Springfield,  Vice-President 

James  Laidlaw,  M.D.,  Champaign,  Secretary-Treasurer 

Audley  F.  Connor,  M.D.,  Chicago 

Robert  Prentice,  M.D.,  Springfield 

Lawrence  L.  Hirsch,  M.D.,  Chicago 


Panel  of  Accreditation 


Illinois  Foundation 
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Illinois  State  Medical  Society 
Political  Action  Committee  (IMPAC) 


The  Illinois  State  Medical  Society  Political  Action  Com- 
mittee (IMPAC)  is  a voluntary,  non-profit,  unincorporated, 
permanent  membership  organization  founded  in  1960.  IM- 
PAC serves  as  the  unified  political  action  arm  of  Illinois  phy- 
sicians and  their  spouses.  Funds  collected  through  IMPAC 
memberships,  used  in  support  of  candidates,  are  administered 
independently  of  other  professional  groups.  However,  the 
program  is  operated  in  harmony  with  the  legislative  objectives 
of  the  Illinois  State  Medical  Society.  Individual  participation 
in  IMPAC  is  one  means  by  which  the  individual  physician 
and  his  spouse  can  effectively  participate  in  public  affairs. 

IMPAC  participates  primarily  in  election  contests  for  leg- 
islative offices  — both  those  in  the  Illinois  General  Assembly 


and  in  the  U.  S.  Congress. 

IMPAC’s  organization  consists  of  a chairman,  an  executive 
committee,  and  a council.  Political  action  activities  are  im- 
plemented by  local  physician  support  committees  formed  on 
behalf  of  candidates  in  U.  S.  Congressional  or  other  legislative 
districts.  Candidate  selection  and  support  are  determined  on 
the  basis  of  evaluations  and  recommendations  submitted  to 
the  council  and  executive  committee  by  the  local  committees, 
thus  assuring  members  of  a “grass  roots”  voice  in  IMPAC 
activities. 

Additional  information  about  IMPAC  may  be  obtained  by 
writing:  IMPAC,  Suite  3510,  55  E.  Monroe,  Chicago  60603. 


Illinois  State  Medical  Insurance  Services,  Inc. 


Illinois  State  Medical  Insurance  Services  is  an  Illinois  cor- 
poration, formed  in  March,  1976,  all  of  whose  capital  stock 
is  owned  by  the  Illinois  State  Medical  Society.  Its  sole  business 
is  to  act  as  Attomey-in-Fact  for  the  Illinois  State  Medical 
Inter- Insurance  Exchange. 

The  Exchange  was  organized  to  provide  comprehensive 
professional  liability  insurance  for  Illinois  physicians.  Its 
membership  is  limited  to  members  of  the  Illinois  State  Medical 
Society. 

Insurance  Services  provides  all  the  management  and  un- 
derwriting services  required  for  the  operation  of  the  insurance 
business  of  the  Exchange.  It  does  so  under  Power-of-Attomey 
granted  it  by  the  Exchange  in  a management  agreement  and 
by  each  member  of  the  Exchange  through  his  application  for 
membership.  Under  the  management  agreement  the  Board 
of  Governors  of  the  Exchange  prescribes  policy  to  be  followed 
in  the  conduct  of  the  business;  within  the  guidelines  established 
by  these  policy  statements.  Insurance  Services  manages  the 
business  of  the  Exchange,  accepting  or  rejecting  applications, 
determining  the  form  of  insurance  policies,  handling  and  dis- 
posing of  claims,  and  performing  all  related  functions.  In- 
surance Services  is  compensated  by  the  Exchange  on  the  basis 
of  expense  reimbursement;  it  is  not  anticipated  that  Insurance 
Services  will  produce  any  operating  profit. 


Medical 

Michael  Nieder,  Chairman 
Kurt  Elward,  Vice  Chairman 
Linda  Tetzlaff,  Secretary 
Ronald  Davis,  Delegate 
Malcolm  Major,  Alternate  Delegate 

School  Representatives 

Chicago  Medical  School 
Mark  Pappadopoli 
Loyola  University 
Ed  Kaplan 

Northwestern  University 
Dirk  Proffer 
Rush  Medical  College 
Beth  Pletcher 

Southern  Illinois  University— Springfield 
Dale  Bramlet 

Southern  Illinois  University— Carbondale 
Peter  Benson 
University  of  Chicago 
Scott  Stromatt 


The  organization  of  Insurance  Services  comprises  three 
principal  functional  divisions:  Underwriting  and  Risk  Man- 
agement, Claims,  and  Administrative  Services.  Advisory  and 
consultative  services  are  provided  by  member  physicians 
through  a review  system  organized  and  directed  by  the  Medical 
Director  of  Insurance  Services.  Financial  and  accounting 
services  are  provided  by  staff  of  the  Illinois  State  Medical 
Society,  whose  Director  of  Finance  serves  as  Controller  of 
Insurance  Services.  The  offices  of  Illinois  State  Medical  In- 
surance Services,  Inc.,  are  at  55  East  Monroe  Street,  Suite 
3440,  Chicago,  Illinois  60603. 

Board  of  Directors 

Phillip  D.  Boren 
Alfred  Clementi 
Robert  Hamilton 
J.  M.  Ingalls 
Clifton  L.  Reeder 
Warren  D.  Tuttle 

Officers 

Warren  D.  Tuttle,  Chairman 
Paul  E.  Singer,  President 
Henry  Nussbaum,  Vice  President 
Alexander  R.  Lemer,  Secretary-Treasurer 
Clinton  L.  Compere,  Medical  Director 


University  of  Illinois— Chicago 
James  Glauber 

University  of  Illinois— Ciiampaign/Urbana 
Patrick  J.  Merrill 
University  of  Illinois— Peoria 
Don  Matsunaga 

University  of  Illinois— Rockford 
Janet  Schmidt 

Chicago  College  of  Osteopathic  Medicine 
John  Dolehide 


Responsibilities  and  Purposes 
The  purposes  of  the  Medical  Student  Section  shall  be  to 
encourage  and  support  the  active  participation  of  medical 
students  in  the  ISMS  and  to  provide  a representation  of  student 
opinions  and  ideals  in  organized  medicine.  In  addition,  the 
Medical  Student  Section  shall  support  the  purposes  of  ISMS 
as  stated  in  its  Constitution.  The  Medical  Student  Section  is 
composed  of  all  student  members  of  ISMS. 


Student  Section 
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Resident  Physicians  Section 


Larry  Gratkins,  Chairman 
Brad  Epstein,  Vice-Chairman 
David  Palmer,  Secretary 
William  E.  Golden,  Delegate 
John  Hall,  Alternate  Delegate 

House  Staff  Organization 
Presidents/Representatives 

Illinois  Psychiatric  Institute 
A.  Desouky,  Chicago 

Inst,  of  Physical  Medicine  & Rehabilitation 
S.  R.  Padmanabhan.  Peoria 
Northwestern  Memorial  Hospital 
Kimberly  Johnson,  Chicago 
Mercy  Medical  Center 
Peter  M.  Delnickey,  Chicago 
Rehabilitation  Institute  of  Chicago 
Robert  Eilers,  Chicago 
Rush-Presbyterian-St.  Luke’s  Hospital 
Randy  Epstein,  Chicago 


St.  Elizabeth’s  Hospital 
Abimael  Perez,  Chicago 
St.  Francis  Hospital 
Michael  S.  Caldwell,  Peoria 
Southern  Illinois  University  Affiliated  Hospitals 
Alan  Birtch,  Springfield 
University  of  Illinois 
Gregory  A.  Shove,  Chicago 
Daniel  Haller,  Peoria 
Jay  Goldstein,  Chicago 


Responsibilities  and  Purposes 

The  purposes  of  the  Resident  Physicians  Section  shall  be 
to  encourage  and  support  the  active  participation  of  physicians 
in  training  in  the  Illinois  State  Medical  Society  and  to  provide 
representation  of  intem-resident  opinions  and  ideas  in  or- 
ganized medicine.  In  addition,  the  Resident  PhysiciansSection 
shall  support  the  purposes  of  the  ISMS,  as  stated  in  its  Con- 
stitution. All  in-training  members  of  the  ISMS  shall  be  mem- 
bers of  the  Resident  Physicians  Section,  having  the  right  to 
vote  and  hold  office.  


MEDICAL  AND  ALLIED  HEALTH  EDUCATION 

MEDICAL  SCHOOLS  IN  THE  STATE  OF  ILLINOIS 


University  of  the  Health  Sciences/The  Chicago  Medical  School 
2020  W.  Ogden  Ave.,  Chicago,  60612 
Northwestern  University  Medical  School 
303  E.  Chicago  Ave.,  Chicago,  606 1 1 
University  of  Chicago-Pritzker  School  of  Medicine 
950  E.  59th  Street,  Chicago  60637 
University  of  Illinois  College  of  Medicine* 

Chicago  Campus- 

1853  W.  Polk  Street,  Chicago,  60612 


Loyola  University,  Stritch  School  of  Medicine 
2160  S.  First  Ave.,  Maywood,  60153 
Rush  Medical  College 

1725  W.  Harrison  St.,  Chicago  60612 
Southern  Illinois  University  School  of  Medicine 
801  N.  Rutledge,  P.O.  3926,  Springfield,  62708 
*Note:  This  is  the  parent  college  for  Abraham  Lincoln  School 
of  Medicine,  Peoria  School  of  Medicine,  Rockford  School  of 
Medicine  and  the  School  of  Basic  Medical  Sciences  (Urbana). 


ALLIED  HEALTH  EDUCATIONAL  PROGRAMS 


Accredited  by  the  American  Medical  Association  Committee  on 
Allied  Health  Education  and  Accreditation 


CYTOTECHNOLOGIST 

CHICAGO  — Michael  Reese  Hospital  & Medical  Center 
Mount  Sinai  Hospital  Medical  Center 
University  of  Chicago  — Lying-in-Hospital 

HISTOLOGIC  TECHNICIAN 

CHICAGO— Holy  Cross  Hospital 

Mercy  Hospital  & Medical  Center 
Mount  Sinai  Hospital  & Medical  Center 
St.  Joseph  Hospital 

University  of  Chicago  Hospitals  & Clinics 
PEORIA— St.  Francis  Hospital  and  Medical  Center 
SPRINGFIELD— Memorial  Medical  Center 
St.  John’s  Hospital 

MEDICAL  ASSISTANTS 

BELLEVILLE— Belleville  Area  College 
CARTHAGE— Robert  Morris  College 
PALATINE— William  Rainey  Harper  College 
RIVER  GROVE-Triton  College 

MEDICAL  LABORATORY  TECHNICIAN 

BELLEVILLE— Belleville  Area  College 
DIXON  — Sauk  Valley  College 
EAST  PEORIA— Illinois  Central  College 
ELGIN— Sherman  Hospital  Association 
GODFREY— Lewis  & Clark  Community  College 
GRAYS  LAKE— College  of  Lake  County 
MORTON  GROVE— Oakton  Community  College 
OLNEY— Richland  Memorial  Hospital 
PALOS  HILLS— Moraine  Valley  Community  College 


QUINCY  — Blessing  Hospital 
RIVER  GROVE— Triton  College 

MEDICAL  RECORD  ADMINISTRATORS 

CHICAGO— University  of  Illinois  College  of  Medicine 
NORMAL— Illinois  State  University 

MEDICAL  RECORD  TECHNICIAN 

BELLEVILLE— Belleville  Area  College 
CHICAGO  — Central  YMCA  Community  College 
EAST  PEORIA— Illinois  Central  College 
GRAYSLAKE— College  of  Lake  County 
MORTON  GROVE— Oakton  Community  College 
PALOS  HILLS  — Moraine  Valley  Community  College 

MEDICAL  TECHNOLOGIST 

BELLEVILLE— St.  Elizabeth  Hospital 
BLUE  ISLAND— St.  Francis  Hospital 
CHAMPAIGN-Burnham  City  Hospital 
CHICAGO— Augustana  Hospital  & Health  Care  Center 
Holy  Cross  Hospital 
Illinois  Masonic  Medical  Center 
Louis  A.  Weiss  Memorial  Hospital 
Northwestern  University  Medical  School 
Michael  Reese  Hospital  & Medical  Center 
Rush-Presbyterian-St.  Luke’s  Medical 
Center 

St.  Anne’s  Hospital 

St.  Joseph  Hospital 

St.  Mary  of  Nazareth  Hospital  Center 

University  of  Illinois  College  of  Medicine 

V.  A.  Lakeside  Hospital 
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DANVILLE— Lake  View  Memorial  Hospital 
DECATUR  — Decatur  Memorial  Hosiptal 
St.  Mary’s  Hospital 
EVANSTON  — Evanston  Hospital 
FREEPORT— Freeport  Memorial  Hospital 
HINES— V. A.  Hospital 

HINSDALE— Hinsdale  Sanitarium  & Hospital 
JOLIET— St.  Joseph  Hospital 
Silver  Cross  Hospital 

MAYWOOD— Foster  G.  McGraw  Hosp./Loyola 
University 

NORTH  CHICAGO— University  of  Health  Sciences/ 
Chicago  Medical  School 
OAK  LAWN -Christ  Hospital 
OAK  PARK— West  Suburban  Hospital  Association 
PARK  FOREST— Governors  State  University 
PEORIA  — Methodist  Medical  Center  of  Central  Illinois 
St.  Francis  Hospital  and  Medical  Center 
QUINCY-St.  Mary’s  Hospital 
ROCKFORD— Rockford  Memorial  Hospital 

St.  Anthony  Hospital  and  Medical  Center 
Swedish-American  Hospital 
SPRINGFIELD— St.  John’s  Hospital 

Sangamon  State  University 
URBANA— Carle  Foundation  Hospital 
WAUKEGAN-St.  Therese  Hospital 
WINFIELD— Central  DuPage  Hospital 

NUCLEAR  MEDICINE  TECHNOLOGY 

CHICAGO— Illinois  Masonic  Medical  Center 
Northwestern  Memorial  Hospital 
St.  Mary  of  Nazareth  Hospital  Center 
HINES-V.  A.  Hospital 
PEORIA  — St.  Francis  Hospital-Medical  Center 
RIVER  GROVE-Triton  College 

OCCUPATIONAL  THERAPIST 

CHICAGO— University  of  Illinois  College  of  Medicine 

PHYSICAL  THERAPIST 

CHICAGO  — University  of  Health  Sciences/ 

Chicago  Medical  School 
University  of  Illinois  College  of  Medicine 

RADIOGRAPHER 

ARLINGTON  HTS.  — Northwest  Community  Hospital 
BELLEVILLE- Belleville  Area  College 
CARBONDALE— Southern  Illinois  University 
CENTRALIA— Kaskaskia  College 
CHICAGO— Central  YMCA  Community  College 
Cook  County  Hospital 
DePaul  University 
Henrotin  Hospital 
Illinois  Masonic  Medical  Center 
Louis  A.  Weiss  Memorial  Hospital 
Malcolm  X Community  College 
Michael  Reese  Hospital  & Medical  Center 
Provident  Hospital  & Training  School 
Ravenswood  Hospital  Medical  Center 
St.  Anne’s  Hospital 
St.  Joseph  Hospital 
South  Chicago  Community  Hospital 
University  of  Illinois  Hospital 
Wright  Junior  College 
DANVILLE— Lake  View  Medical  Center 
DECATUR  — Decatur  Memorial  Hospital 
DIXON-Sauk  Valley  College 
EAST  PEORIA— Illinois  Central  College 
ELGIN  — St.  Joseph  Hospital 
EVANSTON— St.  Francis  Hospital 
GALESBURG  — Carl  Sandburg  College 
GLEN  ELLYN  — College  of  DuPage 
GRAYSLAKE— College  of  Lake  County 
HINSDALE—  insdale  Sanitarium  & Hospital 
KANKAKEE—  Kankakee  Community  College 


KEWANEE— Kewanee  Public  Hospital 
MACOMB— McDonough  District  Hospital 
MALTA— Kishwaukee  College 
MOLINE— Lutheran  Hospital 

Moline  Public  Hospital 

MORTON  GROVE— Oakton  Community  College 
NORMAL— Brokaw  Hospital 
OLNEY— Richland  Memorial  Hospital 
PALOS  HILLS— Moraine  Valley  Community  College 
PEORIA— St.  Francis  Hospital 
QUINCY  — Blessing  Hospital 
St.  Mary’s  Hospital 
RIVER  GROVE-Triton  College 
ROCKFORD— Rockford  Memorial  Hospital 
Swedish  American  Hospital 
ROCK  ISLAND— Rock  Island  Franciscan  Hospital 
SOUTH  HOLLAND— Thornton  Community  College 
SPRINGFIELD— Lincoln  Land  Community  College 
Memorial  Medical  Center 

RESPIRATORY  THERAPIST 

CHAMPAIGN- Parkland  College 
CHICAGO— Central  YMCA  Community  College 
Malcolm  X College 

Northwestern  University  Medical  School 
University  of  Chicago  Flospitals  & Clinics 
MOLINE— Lutheran  Hospital 
PALOS  HILLS— Moraine  Valley  Community  College 
RIVER  GROVE-Triton  College 
ROCKFORD- Rock  Valley  College 
SPRINGFIELD— Lincoln  Land  Community  College 

RESPIRATORY  THERAPY  TECHNICIAN 

CHAMPAIGN -Parkland  College 
CHICAGO— Metropolitan  Group  of  Hospitals 
Northwestern  Memorial  Hospital 
University  of  Chicago  Hospitals  and  Clinics 
KANKAKEE— Kankakee  Community  College 
MOLINE— Lutheran  Hospital 
OAK  LAWN-Christ  Hospital 
PALOS  HILLS— Moraine  Valley  Community  College 
QUINCY-St.  Mary’s  Hospital 
ROCKFORD— Swedish  American  Hospital 
SPRINGFIELD— St.  John’s  Hospital 
WAUKEGAN  — Victory  Memorial  Hospital 

RADIATION  THERAPY  TECHNOLOGIST 

BELLEVILLE— Belleville  Area  College 
CHICAGO— Rush-Presbyterian-St.  Luke’s  Medical 
Center 

South  Chicago  Community  College 
ELGIN— St.  Joseph  Hospital 
EVANSTON  — Evanston  Hospital 
St.  Francis  Hospital 
GLEN  ELLYN— College  of  DuPage 
HINES-V.  A.  Hospital 
ROCKFORD— Swedish-American  Hospital 

SPECIALIST  IN  BLOOD  BANK  TECHNOLOGY 

CHICAGO— Michael  Reese  Hospital  & Medicine  Center 
Mount  Sinai  Hospital  Medical  Center 
University  of  Illinois  College  of  Medicine 
PARK  RIDGE— Lutheran  General  Hospital 

SURGICAL  TECHNOLOGIST 

BELLEVILLE— Belleville  Area  College 

CHAMPAIGN-Parkland  College 

EAST  PEORIA  — Illinois  Central  College 

MOLINE— Moline  Public  Hospital 

PALOS  HILLS  — Moraine  Valley  Community  College 

QUINCY— Blessing  Hospital 

RIVER  GROVE-Triton  College 
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ILLINOIS  STATE  GOVERNMENT 


The  state  government  is  divided  into  three  branches— leg- 
islative, executive  and  judicial.  The  legislative  power  is  vested 
in  the  General  Assembly,  which  is  composed  of  the  State 
Senate  and  the  House  of  Representatives  (a  bicameral  assem- 
bly). 

For  representation  in  the  General  Assembly,  there  are  59 
legislative  districts.  Each  district  elects  one  senator  and  three 
representatives.  Thus,  the  Senate  has  59  members  and  the 
House  177.  Under  the  new  constitution,  senators  are  elected 
for  4 year  terms,  representatives  are  elected  for  2 year  terms. 

The  General  Assembly  shall  convene  each  year  on  the  sec- 
ond Wednesday  of  January.  The  General  Assembly  shall  be 
a continuous  body  during  the  term  for  which  members  of  the 


House  of  Representatives  are  elected.  The  General  Assembly’s 
functions  are  to  enact,  amend,  or  repeal  laws  or  adopt  ap- 
propriation bills,  act  on  amendments  to  the  United  States 
constitution,  and  act  to  remove  public  officials. 

When  the  House  of  Representatives  is  organized,  a Speaker 
or  presiding  officer  is  elected  for  the  biennium.  The  presiding 
officer  of  the  Senate  is  the  President  of  the  Senate.  To  facilitate 
the  handling  of  legislation,  the  members  of  the  Senate  and 
House  are  assigned  to  designated  committees  to  consider  bills 
of  like  subject  matter.  These  committees  usually  hold  public 
hearings  to  discuss  legislation  before  the  measure  is  taken  up 
by  the  entire  House  or  Senate.  There  are  approximately  50 
committees. 


EXECUTIVE  BRANCH 


The  Constitution  provides  that  the  Executive  Department 
shall  consist  of  the  Governor,  Lieutenant  Governor,  Secretary 
of  State,  Comptroller,  Treasurer,  and  Attorney  General.  These 
elected  officers  of  the  Executive  Branch  shall  hold  office  for 


four  years,  beginning  on  the  second  Monday  of  January  after 
their  election  and,  except  in  the  case  of  the  Lieutenant  Gov- 
ernor, until  their  successors  are  qualified.  They  are  elected 
every  four  years. 


STATE  OFFICERS 
1981 


Governor,  James  R.  Thompson,  Rep.,  Chicago 
Lieutenant  Governor,  Vacant 
Secretary  of  State,  Jim  Edgar,  Rep.,  Charleston 
Comptroller,  Roland  W.  Burris,  Dem.,  Chicago 


Treasurer,  Jerome  Cosentino,  Rep.,  Palos  Heights 
Attorney  General,  Tyrone  Faynor,  Rep.,  Evanston 
Clerk  of  the  Surpeme  Court,  Clell  L.  Woods,  Springfield 


LEGISLATIVE  BRANCH 


Legislative  Procedure 

Each  member  of  the  General  Assembly  has  the'  power  to 
introduce  bills  or  resolutions.  When  a bill  is  introduced  it  is 
read  at  large  a first  time,  ordered  printed,  and  referred  to  the 
proper  committee  for  consideration,  except  that  in  case  of  an 
emergency,  a bill  may  be  advanced  without  reference  to  com- 
mittee. If  the  committee  recommends  the  bill  favorably,  it  is 
sent  to  second  reading  when  amendments  to  it  can  be  offered 
for  consideration  by  the  entire  membership.  The  bill  will  then 
be  given  a third  and  final  reading  after  which  it  is  acted  upon 
by  the  entire  membership  of  the  house  that  is  considering  it. 

Action  by  Both  Houses 

To  pass,  the  bill  must  receive  the  favorable  vote  of  the 
majority  of  the  members  elected  (89  in  the  House;  30  in  the 
Senate).  These  bills  are  then  sent  to  the  other  house  where 
essentially  the  same  procedure  is  followed. 

If,  because  of  amendments  in  the  second  house,  there  are 
two  versions  of  the  same  bill,  conference  committees  may  be 


appointed  to  work  out  the  differences.  Both  houses  must  vote 
favorably  on  the  same  version  of  the  bill  before  it  can  be  sent 
to  the  governor  for  his  consideration. 

If  the  governor  thinks  the  bill  should  become  a law,  he 
will  sign  it.  If  the  governor  decides  it  would  be  unwise  for 
the  bill  to  become  law,  he  can  veto  it.  If  he  vetoes  the  bill, 
he  must  file  a statement  of  objections.  Three-fifths  of  the 
members  elected  to  each  House  can  override  the  veto.  He 
can  also  veto  specific  items  of  an  appropriation  bill  and  he 
may  reduce  an  appropriation.  The  governor  may  also  return 
a bill  to  the  Legislature  with  specific  recommendations  for 
change,  thereby  obviating  the  need  of  vetoing  the  entire  bill. 

Note 

A Legislative  Directory  containing  the  names  and  addresses 
of  all  members  of  the  Illinois  General  Assembly  and  the 
Illinois  Senators  and  Representatives  in  the  Congress  is  avail- 
able. Requests  should  be  directed  to:  Illinois  State  Medical 
Society,  Regional  Office,  701  S.  Second  St.,  Springfield  62704. 
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Illinois  State  Government 


DANGEROUS  DRUGS  COMMISSION 


300  N.  State  Street,  Chicago  60610,  Phone:  312/822-9860 
300  W.  Monroe  Street,  Springfield  62706,  Phone:  217/782-0685 
Thomas  B.  Kirkpatrick,  Jr.,  Executive  Director 


The  Dangerous  Drugs  Commission  is  the  single  state  agency 
responsible  for  all  drug  abuse  treatment  and  prevention  in 
Illinois,  and  for  the  preparation  of  all  drug  abuse  planning 
and  allocation  of  state  and  federal  drug  abuse  funds.  Other 
responsibilities  include  scheduling  of  controlled  substances, 
licensing  of  drug  abuse  programs  and  controlled  substances 
research,  and  training. 

Administrative  Staff 

Daniel  W.  Behnke,  Deputy  Director 


Barbara  Frazin-Weiner,  Chief  Counsel 
Patricia  J.  Larsen,  Special  Assistant  to  the  Director 
Linda  Hargnett,  Administrator,  Planning  and  Program  De- 
velopment 

Krishan  Kaistha,  Ph.D.,  Chief  Toxicologist 

Benjamin  Linsky,  Administrator,  Management 

Felix  Matlock,  Administrator,  Field  Operations 

Neil  A.  Reilly,  Administrator,  Compliance  and  Enforcement 


STATUTORY  BODIES 


Dangerous  Drugs  Commission 

Ivan  Pavkovic,  M.D.,  Chicago,  Chairman 

Gregory  L.  Coler,  Springfield 

Edward  T.  Duffy,  Arlington  Heights 

Gayle  Franzen,  Springfield 

Donald  Gill,  Springfield 

James  Jeffers,  Chicago 

William  Kempiners,  Springfield 

Jeffrey  Miller,  Chicago 

Robin  Morgenstem,  Chicago 

Joseph  Skom,  M.D.,  Chicago 

James  Zagel,  Chicago 

Dangerous  Drugs  Advisory  Council 

Rep.  L.  Michael  Getty,  Dolton,  Chairman 
Mrs.  Roalda  J.  Alderman,  Chicago 
David  Bingaman,  Oak  Park 
Peg  Blaser,  Springfield 
David  Blumenfeld,  Esq.,  Chicago 
Supt.  Richard  Brzeczek,  Chicago 
Emanuel  M.  Cannonito,  Esq.,  Blue  Island 
Gary  Clayton,  Springfield 
Richard  M.  Daley,  Esq.,  Chicago 


Sen.  John  A.  Davidson,  Springfield 
Sen.  John  D’Arco,  Chicago 
Ronald  Dozier,  Esq.,  Bloomington 
Edward  E.  Duffy,  R.Ph.,  Downers  Grove 
Marian  Fiske,  R.N.,  Chicago 
Norman  Garfinkel,  R.Ph.,  Oak  Park 
Chief  Charles  A.  Gruber,  Quincy 
Rep.  George  Hudson,  Hinsdale 
Sen.  Roger  Keats,  Kenilworth 
Hon.  Benjamin  S.  Mackoff,  Chicago 
Hugo  Muriel,  M.D.,  Chicago 
Sen.  Dawn  Clark  Netsch,  Chicago 
Billie  Paige,  Oak  Brook 
Don  Pauli,  Ph.D.,  Chicago 
David  B.  Selig,  Esq.,  Wilmette 
Harry  Sholl,  Lake  Forest 
Donna  Simonson,  Springfield 
Rep.  Roger  Stanley,  Streamwood 
Vacancy— Illinois  State  Dental  Society 
Robert  B.  Uretz,  Ph.D.,  Chicago 
Rep.  Leroy  M.  VanDuyne,  Joliet 
Fred  Z.  White,  M.D.,  Chillicothe 


DEPARTMENT  OF  CHILDREN  AND  FAMILY  SERVICES 


160  North  LaSalle  Street,  Room  1700,  Chicago  60601 
One  North  Old  State  Capitol  Plaza,  Springfield  62706 
Gregory  L.  Coler,  Director 


Director’s  Office 

Iris  Slack,  Deputy  Director  for  Policy  and  Plans 
Gordon  Johnson,  Deputy  Director  for  Program  Operations 
Thomas  Walsh,  Deputy  Director  for  Management  and  Budget 
Michael  Tristano,  Deputy  Director  for  Child  Protection 
Donald  H.  Schlosser,  Chief  of  Communication/Community 
Relations 

Marian  Barnes,  Chief  Legal  Counsel 
Bruce  Rubenstein,  Legislative  Liaison 
Robert  Antrim,  Acting  Chief  of  Internal  Audits 
Paul  Freedlund,  Special  Assistant  to  the  Director 

Regional  Offices 

John  Robinson,  Region  1A  Administrator,  Rockford 


Thomas  Ward,  Region  IB  Administrator,  Peoria 
Les  Townsend,  Region  2A  Administrator,  Aurora 
Gordon  Johnson,  Region  2B  Administrator,  Chicago 
William  Gillespie,  Region  3A  Administrator,  Springfield 
Willis  Hartman,  Region  3B  Administrator,  Champaign 
Anthony  Jenkins,  Region  4 Administrator,  East  St.  Louis 
Gene  Ruehmkorff,  Region  5 Administrator,  Marion 

Advisory  Councils 

DCFS  Advisory  Council,  John  Madden,  Chairperson 
Statewide  Citizen’s  Committee  on  Child  Abuse  and  Neglect, 
Nancy  Peterson,  Chairperson 

Statewide  Day  Care  Advisory  Committee,  Mae  Husband, 
Chairperson 
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DEPARTMENT  OF  CORRECTIONS 


160  N.  LaSalle 


Chicago,  1L  60601 
(312)  793-2955 


1301  Concordia  Court 
Springfield,  IL  62702 
(217)  522-2666 
Michael  P.  Lane,  Director 


Leo  Meyer,  Deputy  Director- Adult  Institutions 
James  R.  Irving,  Deputy  Director-Juvenile  Division 
Thomas  Hutchison,  Executive  Assistant  to  the  Director 
Anthony  M.  Scillia,  Deputy  Director-Community  Services 
Jerry  Stepaniak,  Deputy  Director-Bureau  of  Administrative 
Services 

Dr.  William  Craine,  Deputy  Director-Bureau  of  Employee 
and  Inmate  Services 

Robert  H.  Klemm,  Deputy  Director-Bureau  of  Inspections 
and  Audits 

Laurel  Rans,  Deputy  Director-Bureau  of  Policy  Development 
Samuel  J.  Sublett,  Accreditation  Manager 
Nic  Howell,  Public  Information  Officer 
Marie  Hall,  Health  Services  Administrator 


Programs:  1 ) To  develop  and  maintain  reception  and  eval- 
uation units  for  the  purpose  of  analyzing  the  custody  and 
rehabilitation  needs  of  juvenile  and  adult  offenders  committed 
to  it  and  to  assign  such  persons  to  institutions  and  programs 
under  its  control  or  transfer  them  to  other  appropriate  agencies; 

2)  to  develop  and  maintain  programs  of  control,  rehabilitation 
and  employment  of  committed  persons  within  its  institutions; 

3)  to  establish  a system  of  release,  supervision  and  guidance 
of  committed  persons  in  the  community;  4)  to  maintain  rec- 
ords of  persons  committed  to  it  and  to  establish  programs  of 
research,  statistics  and  planning;  5)  to  investigate  the  grievances 
of  any  person  committed  to  the  agency  and  to  inquire  into 
any  alleged  misconduct  by  employees;  and  6)  to  cooperate 
with  other  departments  and  agencies  and  with  local  com- 
munities for  the  development  of  standards  and  programs  for 
better  correctional  services  within  the  State. 


DEPARTMENT  OF  MENTAL  HEALTH  AND  DEVELOPMENTAL  DISABILITIES 


401  S.  Spring  St.,  Springfield,  62706 
160  N.  La  Salle  St.,  Chicago,  60601 
Ivan  Pavkovic,  M.D.,  Director 
Roalda  J.  Alderman,  Associate  Director  for  Alcoholism 
Patricia  Barger,  Ph.D.,  Associate  Director  for  Mental  Illness 
Richard  Blanton,  Ph.D.,  Associate  Director  for  Developmental  Disabilities 
John  P.  Harcourt,  Jr.,  Associate  Director  for  Support  Services 


Office  of  the  Director 

Russell  Blaauw,  Legislative  Liaison 
Douglas  Carey,  Director  of  Communications 
Maureen  D.  Mudron,  General  Counsel 
John  Ryan,  Special  Assistant 
David  B.  Thomas,  Chief  Auditor 
Dorothy  Ackman,  Administrative  Assistant 
Harriett  Mitchell,  Administrative  Assistant 

Director’s  Executive  Council  Members  and 
Regional  Administrators 

Roalda  J.  Alderman,  Associate  Director  for  Alcoholism 
Patricia  Barger,  Ph.D.,  Associate  Director  for  Mental  Illness 
Richard  Blanton,  Ph.D.,  Associate  Director  for  Developmental 
Disabilities 

John  P.  Harcourt,  Jr.,  Associate  Director  for  Support  Services 
Douglas  Carey,  Director  of  Communications 


Raymond  Stroh,  Manager,  Health  Care  Division,  Personnel 
Maureen  D.  Mudron,  General  Counsel 
John  C.  Steffek,  M.D.,  Institute  for  Juvenile  Research 
Kenneth  R.  Swiatek,  Ph.D.,  Illinois  Institute  for  Develop- 
mental Disabilities 

Jack  Weinberg,  M.D.,  Illinois  State  Psychiatric  Institute 
Donald  W.  Hart,  Region  1-A  Administrator,  Rockford 
James  Dalzell,  Region  1-B  Administrator,  Peoria 
Peter  T.  Diamond,  Ph.D.,  Acting  Region  2 MI-Alcoholism 
Administrator,  Chicago 

Arthur  Dykstra,  Jr.,  Region  2 Developmental  Disabilities 
Administrator,  Tinley  Park 

Ugo  Formigoni,  Region  3-A  Administrator,  Springfield 
J.  Gregory  Langan,  Ed.D.,  Region  3-B  Administrator,  Cham- 
paign 

Joseph  Gruber,  Ph.D.,  Region  4 Administrator,  Alton 
Ronald  G.  Bittle,  Ph.D.,  Region  5 Administrator,  Anna 
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STATUTORY  BOARDS  AND  COUNCILS 


1.  Commission  on  Mental  Health  and 
Developmental  Disabilities 

Sen.  Jack  Schaffer,  Crystal  Lake,  Chairman 

Rep.  Helen  Satterthwaite,  Champaign,  Vice-Chairman 

Mrs.  Rose  Poelvoorde,  Silvis,  Secretary 

Mrs.  Judy  Buchanan,  Bloomington 

Hon.  John  Carroll,  Park  Ridge 

Mrs.  Carolyn  Chapman,  Belleville 

Sen.  Earlean  Collins,  Chicago 

Sen.  Vince  Demuzio,  Carlinville 

Dr.  Vernon  Frazee,  Lincolnwood 

Rep.  Mary  Jeanne  Hallstrom,  Evanston 

Mr.  Robert  Lamboum,  McHenry 

Sen.  Richard  Newhouse,  Chicago 

Sen.  John  Nimrod,  Park  Ridge 

Sen.  Frank  Ozinga,  Evergreen  Park 

Rep.  Lee  Preston,  Chicago 

Rep.  James  Reilly,  Jacksonville 

Rep.  Alfred  Ronan,  Chicago 

Hon.  Esther  Saperstein,  Chicago 

Rep.  Sam  Vinson,  Lincoln 

Margaret  M.  Hastings,  Chicago,  Exec.  Dir 


2.  Psychiatric  Advisory  Council 

Ivan  Pavkovic,  M.D.,  Chairman 
Robert  A.  deVito,  M.D.,  Maywood 
Jan  Fawcett,  M.D.,  Chicago 
Daniel  X.  Freedman,  M.D.,  Chicago 
Arthur  Greenfield,  D.O.,  Chicago 
A.  S.  Norris,  M.D.,  Springfield 
Daniel  Offer,  M.D.,  Chicago 
George  H.  Pollock,  M.D.,  Chicago 
Lester  H.  Rudy,  M.D.,  Chicago 
John  C.  Steffek,  M.D.,  Chicago 
Michael  Taylor,  M.D.,  North  Chicago 
Harold  M.  Visotsky,  M.D.,  Chicago 
Jack  Weinberg,  M.D.,  Chicago 


3.  Citizens’  Advisory  Council  on  Alcoholism 

John  C.  Clamo,  DDS,  Peoria 

Richard  Dechert,  Decatur 

Antonio  Garcia,  Chicago 

LaVeme  M.  Hawes,  Chicago 

Geraldine  H.  Jenkins,  Ph.D.,  E.  St.  Louis 

Robert  S.  Kincheloe,  Chicago 

Kermit  Mehlinger,  M.D.,  Chicago 

Maxine  Rosenbarger,  Ph.D.,  Carterville 

Benjamin  Schleicher,  Rockford 

Marrel  V.  Shepherd,  Springfield 

John  Smith,  Chicago 

W.  David  Steed,  M.D.,  Oak  Park 

Barbara  Volkmann,  Kankakee 

James  W.  West,  M.D.,  Evergreen  Park 

Ivan  Pavkovic,  M.D.,  Springfield 

Gregory  L.  Coler,  Springfield 

Robert  Granzeier,  Springfield 

William  Kempiners,  Springfield 

Michael  Lane,  Springfield 

Thomas  Kirkpatrick,  Springfield 

4.  Citizens  Advisory  Council  for  Community  Services 
Philip  Carlson,  Peoria,  Chairman 

James  Agner,  Jacksonville 

William  N.  Frayser,  Broadview 

Elizabeth  Gatlin,  Evanston 

Helen  Hudlin,  Ph.D.,  E.  St.  Louis 

Thomas  K.  Janssen,  Nashville 

Sr.  Chaminade  Kelley,  Springfield 

Arnold  Levin,  Ph.D.,  Chicago 

Frank  Lynch,  Lockport 

Paul  B.  Musgrove,  Peoria 

Robert  Norris,  Evergreen  Park 

Patricia  G.  Olson,  Rockford 

Samuel  A.  Patch,  Chicago 

Guy  A.  Renzaglia,  Ph.D.,  Murphysboro 

Maxine  Rosenbarger,  Ph.D.,  Carbondale 

Viola  Walker,  Centralia 


DEPARTMENT  OF  PUBLIC  AID 

316  South  2nd  St.,  Springfield,  62701 
Jeffrey  C.  Miller,  Director 


The  Illinois  Department  of  Public  Aid  administers  the  fed- 
erally aided  public  assistance  programs:  Aid  to  Families  with 
Dependent  Children;  Medical  Assistance;  and  provides  sup- 
plemental financial  grants  to  eligible  aged,  blind,  or  disabled 
persons.  In  addition,  the  department  allocates  state  funds  to 
qualified  and  requesting  governmental  units  for  the  admin- 
istration of  General  Assistance;  and  in  cooperation  with  the 
U.S.  Department  of  Agriculture,  administers  the  Food  Stamp 
program. 

Administrative  Staff 

Carl  Mankowitz,  Deputy  Director 
David  L.  Daniel,  Assistant  Director 
Richard  McKenzie,  Legislative  Liaison 
Johnetta  W.  Jordan,  Chief,  Office  of  Public  Information 
H.  Dickson  Buckley,  Special  Assistant  to  the  Director 
Robert  G.  Wessel,  Chief,  Office  of  Personnel  & Employee 
Relations 

Verne  H.  Evans,  Chief,  Office  of  Hearings/Recoveries 
David  Rakov,  General  Counsel,  Office  of  Counseling/Liti- 
gation 

Daniel  McCarthy,  Chief  Auditor 

Mary  Ann  Langston,  Policy  & Planning  Administrator 

Norman  Ryan,  General  Services  Administrator 

Michael  Belletire,  Operations  Administration  Administrator 

Betsy  Skloot,  Medical  Programs  Administrator 

Legislative  Advisory  Committee  on  Public  Aid 

Sen.  Richard  H.  Newhouse,  Chicago,  Chairman 


Sen.  John  Grotberg,  St.  Charles,  Vice  Chairman 

Rep.  A.  C.  Bartulis,  Benld,  Secretary 

Rep.  Barbara  Flynn  Currie,  Chicago 

Sen.  Glenn  Dawson,  Chicago 

Rep.  Joseph  Ebbesen,  DeKalb 

Sen.  Kenneth  Hall,  E.  St.  Louis 

Rep.  Emil  Jones,  Jr.,  Chicago 

Rep.  Virginia  MacDonald,  Arlington  Heights 

Rep.  Josephine  Oblinger,  Springfield 

Sen.  Frank  Ozinga,  Evergreen  Park 

Rep.  Taylor  Pouncey,  Chicago 

Sen.  George  Sangmeister,  Joliet 

Sen.  Jack  Schaffer,  Cary 

Rep.  J.  Glenn  Schneider,  Naperville 

Sen.  Donald  Totten,  Schaumburg 

State  Medical  Advisory  Committee 
Fred  Z.  White,  M.D.,  Chillicothe,  Chairman 
Robert  R.  Hartman,  M.D.,  Jacksonville 
Donald  Hoard,  M.D.,  Chicago 
F.  Paul  LaFata,  M.D.,  Springfield 
George  T.  Mitchell,  M.D.,  Marshall 
Robert  C.  Muehrcke,  M.D.,  River  Forest 
Jacob  E.  Reisch,  M.D.,  Springfield 
Fred  A.  Tworoger,  M.D.,  Chicago 
Herbert  Dexheimer,  M.D.,  Belleville 
A.  S.  Norris,  M.D.,  Springfield 
Dennis  A.  Reter,  M.D.,  Canton 
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DEPARTMENT  OF  PUBLIC  HEALTH 

535  West  Jefferson  St.,  Springfield  62706 
William  L.  Kempiners,  Director 


Robert  S.  Gleason,  Legal  Advisor 
Robert  Hedges,  Legislative  Liaison 
Walter  DeWeese,  Internal  Auditor 

Medical  Determination  Board 

Audley  F.  Connor,  M.D.,  Chicago 
Richard  Suhs,  M.D.,  Springfield 
Noel  Bass,  M.D.,  Joliet 
J.  Robert  Buchanan,  M.D.,  Chicago 
Richard  Moy,  M.D.,  Springfield 
Hugh  Rohrer,  M.D.,  Peoria 
Samuel  Andelman,  M.D.,  Skokie 

Administration 

Deputy  Director 
Fred  H.  Uhlig 

Legal  and  Administrative  Staff 
Fred  H.  Uhlig 

Division  of  Budget  & Fiscal  Operations 
Dave  King 

Division  of  Education  & Information 
Stanley  Miles 

Division  of  Electronic  Data  Processing 
Thomas  Stuckey 

Division  of  Governmental  Affairs 
Robert  Hedges 

Division  of  Public  Health  Laboratories 
Harry  C.  Bostick,  Acting 
Division  of  Vital  Records 
Aaron  Vangeison 
Division  of  General  Services 
Joseph  Schweska 

Health  Services 

Associate  Director 
Shirley  Reed 

Division  of  Local  Health  Administration 
Alvin  Grant 

Division  of  Dental  Health 
Dr.  R.  Kuthy 

Division  of  Disease  Control 
Byron  Francis,  M.D. 

Division  of  Emergency  Medical  Service  and 
Highway  Safety 
Leonard  Kutilek 
Division  of  Family  Health 
Bernard  Turnock,  M.D. 


B.  Smith  Hopkins,  M.D.,  SHCC 
Raymond  Passeri,  HFPB 

Division  of  Implied  Consent 
Angelo  Garella 

Division  of  Health  Promotion  and  Screening 
James  Nelson 

Health  Regulation 

Associate  Director 
Jerry  Ackerman 
Division  of  Food  and  Drugs 
, Dr.  Roy  Upham 

Division  of  Environmental  Health  and  Sanitation 
Robert  Wheatley 
Division  of  Milk  Control 
Harold  McAvoy 
Division  of  Long-Term  Care 
William  Irvine 
Division  of  Engineering 
Jerry  Ackerman 
Division  of  Hospitals  and 
Ambulatory  Health  Programs 
Michael  Grobsmith 

Division  of  Development  and  Construction 
Aden  Clump 

Division  of  Administration 
Betty  J.  Williams 

Health  Planning 

Associate  Director 
Harold  Ziebell 

Division  of  Plan  Coordination 
Dr.  John  Cotner 

Division  of  Facilities  Development 
Raymond  Passeri 

Division  of  Health  Information  and  Evaluation 
Dr.  Charles  Bennett 

Health  Finance 

Special  Assistant  for  Health  Finance 
Dr.  James  McGovern 
Division  of  Research  and  Analysis 
Vacant 

Division  of  Cost  Finding 
Margel  Peddicord 


STATUTORY  BOARDS  AND  COMMISSIONS 
(Allied  with  Public  Health  Operations) 


Long-Term  Care  Facility  Advisory  Board 

Eugene  Rogers,  M.D.,  Chicago 
Jean  Hatton,  Streator 
Wayne  Rethford,  Wheaton 
Robert  Bolick,  Monticello 
Hugh  L.  Canady,  Springfield 
Pete  Mule,  Mundelein 
E.  Robt.  Matson,  Lake  Forest 
Marie  Sadlick,  Chicago 
Ray  Unterbrink,  Springfield 
Mary  Gibb,  Evanston 
Earl  C.  Bowen,  Vandalia 
Hattie  Coughey,  Peoria 
Catherine  McHugh,  BVM,  Chicago 


Drivers  License  Medical  Advisory  Board 

James  S.  Ward,  M.D.,  Peoria 
Psychiatrist 

Joel  Kaplan,  M.D.,  Chicago 
Ophthalmologist 

James  F.  Kurtz,  M.D.,  LaGrange 
Orthopedic  Surgeon 

Frank  Norbury,  M.D.,  Jacksonville 
Internist 

Ronald  P.  Pawl,  M.D.,  Chicago 
Neurological  Surgery 

Paul  Schmidt,  M.D.,  Galva 
Family  Physician 

Alan  J.  Stutz,  M.D.,  Springfield 
Therapeutic  Radiologist 
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Ambulatory  Surgical  Treatment  Center  Licensing  Board 

Dorothy  L.  Caballero,  R.N.,  Chicago 

Theresa  F.  Cummings,  Springfield 

Jon  M.  Dosher,  Havana 

Donald  W.  Hugar,  D.P.M.,  River  Forest 

Donald  Jerome,  M.D.,  Belleville 

Irwin  N.  Lebow,  D.D.S.,  Normal 

William  D.  McNobola,  M.D.,  Wilmette 

Peggy  Montes,  Chicago 

Dr.  Natalie  Stephens,  Chicago 

Robert  M.  Swartz,  M.D.,  Arlington  Heights 

Caryl  Towsley  Moy,  Springfield 


Clinical  Laboratory  and  Blood  Bank  Advisory  Board 

Densil  A.  Brown,  Prospect  Heights 
Gerald  G.  Hoffman,  M.D.,  Lake  Forest 
Alfred  J.  Kiessel,  M.D.,  Decatur 
Wayne  N.  Leimbach,  M.D.,  Aurora 
Mrs.  Dorothea  M.  Prevo,  M.S.,  Glencoe 
Herbert  Mitsuzi  Yamashiroya,  Chicago 

Hospital  Licensing  Board 

Sister  Ann  Bailey,  Decatur 

John  Rice,  Winfield 

Robert  F.  Schinderle,  Plainfield 

Earl  D.  Long,  D.C.,  Marion 

Robert  H.  Reeder,  M.D.,  St.  Charles 

Betty  Meents,  Watseka 

Lester  Dugas,  Chicago 

David  M.  McConkey,  McComb 


Renal  Disease  Advisory  Committee 

Byron  J.  Francis,  M.D.,  Springfield,  Chairman 

Arthur  E.  Abney,  Chicago 

Edmund  J.  Lewis,  M.D.,  Chicago 

David  P.  Earle,  M.D.,  Chicago,  Consultant 

Alan  Kanter,  M.D.,  Chicago 

Robert  M.  Kark,  M.D.,  Chicago,  Consultant 

Robert  H.  Pflederer,  M.D.,  Peoria 

Franklin  D.  Schwartz,  M.D.,  Chicago 

Francisco  DelGreco,  M.D.,  Chicago 

George  Dunea,  M.D.,  Chicago 

Alan  G.  Birtch,  M.D.,  Springfield 

Olga  Jonasson,  M.D.,  Chicago 

Dean  Stanley,  Chicago 

Ewald  T.  Sorenson,  M.D.,  Rockford 

Harold  Schwartz,  Lincolnwood 

Richard  Bilinsky,  M.D.,  Springfield 

Jessie  E.  Hano,  M.D.,  Maywood 

Mary  F.  Jackson,  M.S.W.,  Chicago 


Health  Facilities  Planning  Board 

Marjorie  E.  Albrecht,  Princeton 

Donovan  F.  Gardner,  Pontiac 

Nancy  B.  Jefferson,  Chicago 

Alexander  Goldstein,  M.D.,  Harrisburg 

Harry  S.  Kurchenbaum,  Chicago 

Philip  R.  Lescohier,  Clarendon  Hills 

James  E.  Mann,  Chicago 

Harold  Maysent,  Chicago 

Joseph  C.  Mudd,  Peoria 

C.  Johnathan  Shattuck,  Wilmette 

Pam  Taylor,  Danville 

John  F.  Wayland,  LaSalle 

Bernard  Weiner,  Kankakee 

William  L.  Kempiners,  Springfield,  ex-officio 

Jeffrey  Miller,  Springfield,  ex-officio 

Advisory  Board  of  Necropsy  Service  to  Coroners 
Dan  H.  Brintlinger,  Decatur 
Welland  Hause,  M.D.,  Decatur 


Ronald  Kowalski,  M.D.,  Peoria 
Richard  H.  Lynch,  Charleston 
James  D.  Radden,  Belleville 
Kae  Rairdin,  Arlington  Heights 
Barbara  Richardson,  Grayslake 
Norman  T.  Richter,  Springfield 
Grover  L.  Seitzinger,  M.D.,  Danville 

Statewide  Health  Coordinating  Council 

Samuel  Andelman,  M.D.,  Skokie 

Barbara  Anderson,  Coal  Valley 

Paul  R.  Booth,  Chicago 

Eli  Borkon,  M.D.,  Carbondale 

Curtis  Brady,  Bourbonnais 

Warren  J.  Brodine,  Crete 

Frank  Campbell,  Peoria 

Kenneth  Cote,  Kankakee 

Doris  Dalton,  Joliet 

Pamel  Dickson,  Winchester 

Dale  Drake,  D.D.S.,  Belvidere 

Constance  Duffy,  Oak  Park 

Linda  Edwards,  R.N.,  Oak  Park 

Ted  Eilerman,  Granite  City 

John  E.  Ekblad,  Rock  Island 

Robert  Fox,  D.D.S.,  Bourbonnais 

William  Frayser,  Broadview 

Jose  A.  Gorbea-Colon,  Aurora 

Virginia  M.  Hayter,  Hoffman  Estates 

Joseph  Heimann,  Germantown 

Henrietta  Herbolsheimer,  M.D.,  Chicago 

Donald  M.  Hillenmayer,  Arlington  Heights 

Mary  Janka,  Chicago 

Ernest  R.  Jenkins,  Chicago 

Sara  Kessler,  Decatur 

Alfred  J.  Kiessel,  M.D.,  Decatur 

Joyce  Klug,  Lake  Zurich 

Nancy  Lane,  Mattoon 

Charles  Lipe,  Springfield 

David  Musgrave,  Robinson 

Harlan  H.  Newkirk,  Lansing 

Janis  Priede,  DeKalb 

Robert  Quisenberry,  Emden 

J.  Allan  Roney,  Springfield 

Robert  Schmidt,  O.D.,  Pekin 

Margaret  Setzekorn,  Mt.  Vernon 

Douglas  Spencer,  Springfield 

Margaret  Summers,  New  Berlin 

Arlene  M.  Sussman,  Chicago 

John  A.  Taft,  Jr.,  St.  Charles 

Barbara  R.  Volkmann,  Kankakee 

J.  Michael  White,  D.D.S.,  Metamora 

Glen  Wiegold,  Springfield 

Virgil  C.  Wikoff.  Champaign 

Steven  E.  Welty,  D.C.,  Salem 

Stephen  Wray,  DeKalb 

John  R.  Fears,  Hines,  Ex  Officio 

Susan  E.  Ramsey,  Springfield,  Ex  Officio 

Alcoholism  Treatment  Licensure  Program 
Advisory  Board 

Patrick  Cullinane,  Carbondale,  Chairman 

Theodor  Bernardy,  M.D.,  Springfield 

Lee  Gladstone,  M.D.,  Chicago 

Mark  D.  Godley,  Marion 

Michael  Grobesmith,  Springfield,  IDPH 

Geraldine  M.  Jenkins,  E.  St.  Louis 

Bageshwari  Parihar,  Chicago 

John  V.  Reese,  Elgin 

Betty  Strickland,  Park  Ridge 

Ruth  K.  Holl,  ex-officio 

Dept,  of  Mental  Health  and  Developmental  Disabilities 
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Drug  Product  Selection  Program 

Technical  Advisory  Council 

Donald  R.  Gronewold,  R.Ph.,  Washington 

John  H.  Neumann,  R.Ph.,  Aurora 

James  T.  O’Donnell,  Pharm.  D.,  R.Ph.,  Chicago 

Robert  W.  Buckman,  Ph.D.,  Chicago 

Vincent  A.  Costanzo,  R.Ph.,  M.D.,  Chicago 

Dorothy  H.  Hubler,  R.Ph.,  M.D.,  Casey 

Edward  G.  Nicholson,  R.Ph.,  D.O.,  Chicago 

Hemophilia  Advisory  Committee,  P.A.  80-859 

Naidene  Kirwan,  Oak  Lawn 

John  E.  Nathan,  D.D.S.,  M.S.D.,  Chicago 

William  Rushakoff,  Chicago 

Dean  Stanley,  Chicago 

Margaret  Telfer,  M.D.,  Chicago 

Robert  M.  Terzich,  Springfield 

Gwendolyn  White,  M.D.,  Springfield 

Andrew  E.  Weiss,  M.D.,  Peoria 

Family  Practice  Residency  Act 
Advisory  Committee  Members 

John  M.  Holland,  M.D..  Springfield,  Chairman 

B.  Smith  Hopkins,  M.D.,  Springfield 

Robert  Arthur,  M.D.,  Anna 

Vincent  A.  Costanzo,  M.D.,  Chicago 

Richard  H.  Moy,  M.D.,  Springfield 

Silas  Purnell,  Chicago 

Norman  F.  Webb,  Pekin 

Fred  Z.  White,  M.D.,  Chillicothe 

Helen  Teer,  East  St.  Louis 

John  Huther,  Ph.D.,  IBHE,  Ex-Officio 

Children’s  Vision  Services  Advisory  Committee 

James  C.  Barringer,  Joliet 

Albert  Bucar,  O.D.,  Antioch 

Victor  F.  Feldman,  M.D.,  Champaign 

Burton  W.  Hales,  Jr.,  Chicago 

Gloria  Calovini,  Springfield 

Elaine  Nemoto,  R.N.,  Maywood 


Edward  Perry,  O.D.,  Salem 
Mario  Rubinelli,  O.D.,  Chicago 
Samuel  M.  Schall,  M.D.,  Chicago 
Mrs.  Paul  Sternberg,  Glencoe 
Alternates: 

Edgar  T.  Britton,  Chicago 

Thaddeus  Depukat,  O.D.,  Downers  Grove 

Eugene  Folk,  M.D.,  Skokie 

Children’s  Hearing  Services  Advisory  Committee 

James  C.  Barringer,  Joliet 

Kathleen  Gunn,  Springfield 

Gloria  Calovini,  Springfield 

Horst  R.  Konrad,  M.D.,  Springfield 

Ms.  Penny  Meyers- Dagley,  Glen  Ellyn 

Susan  Nathanson,  Ph.D.,  Chicago 

Elaine  Nemoto,  R.N.,  Maywood 

William  J.  Powell,  M.D.,  Hinsdale 

Laura  Wilbur,  Ph.D.,  Evanston 

Carolyn  Young,  Chicago 

Alternate: 

Bonnie  Simon,  Lombard 

Advisory  Board  of  Cancer  Control 

Tom  Baab,  M.S.,  Chicago 
Nathaniel  I.  Berlin,  M.D.,  Chicago 
Milton  F.  Darr,  Jr.,  Chicago 
Frank  R.  Hendrickson,  M.D.,  Chicago 
Paul  Q.  Peterson,  M.D.,  M.Ph.,  Chicago 
John  E.  Ultmann,  M.D.,  Chicago 
Irving  J.  Weigensberg,  M.D.,  Peoria 

High  Blood  Pressure  Advisory  Board 

Leonidas  H.  Berry,  M.D.,  Chicago 
Henry  Betts,  M.D.,  Chicago 
Henry  L.  English,  Chicago 
Elizabeth  Lynch,  Springfield 
Hugh  Rohrer,  M.D.,  Peoria 
Madeline  Ruekberg,  Evanston 
Geraldine  Stroka,  Oak  Park 
Marie  Walsh,  R.N.,  Glenview 


NON-STATUTORY  BOARDS 

(Allied  with  Public  Health  Operations) 


Committee  for  Revision  of  the  Rules  and  Regulations 
for  the  Control  of  Communicable  Diseases 

Byron  J.  Francis,  M.D.,  M.P.H.,  Springfield,  Chairman 

Stuart  Levin,  M.D., Chicago 

H.  H.  Rohrer,  M.D.,  M.P.H.,  Peoria 

Daniel  J.  Pachman,  M.D.,  Chicago 

J.  V.  Johnson,  D.V.M.,  M.P.H.,  Woodstock 

Shelley  S.  Sansbury,  Jr.,  Flora 

Karen  L.  Scott,  M.D.,  M.P.H.,  Maywood 

Chlao  L.  Heinichen,  R.N.,  M.P.H., Wheaton 

Bernard  J.  Tumock,  M.D.,  M.P.H.,  Springfield,  staff  consultant 


Advisory  Committee  for  PKU  and  Other 
Genetically  Related  Diseases 
Julian  Bierman,  M.D.,  Chicago 
John  B.  Hall,  M.D.,  M.P.H.,  Chicago 
Edward  F.  Lis,  M.D.,  Springfield 
Reuben  Matalon,  M.D.,  Chicago 
Margaret  E.  O’Flynn,  M.D.,  Chicago 
Daniel  J.  Pachman,  M.D.,  Chicago 
Julio  Pardo,  M.D.,  Springfield 
Eugene  Pergament,  M.D.,  Ph.D.,  Chicago 
Ira  M.  Rosenthal,  M.D.,  Chicago 


Parvin  Justice,  Ph.D.,  Chicago 

Paul  Wong,  M.D.,  Chicago 

Robert  T.  Martinek,  Ph.D.,  Chicago 

Mindy  Pollack,  Chicago 

Richard  Hillman,  M.D.,  St.  Louis 

Steven  R.  Potsic,  M.D.,  M.P.H.,  Waukegan 

Advisory  Committee 

For  Perinatal  Health 

Dr.  John  Paton.  Level  III.  Chicago* 

Gerald  F.  Staub,  M.D.,  Rockton 

Bruce  A.  Work,  Jr.,  M.D.,  Wilmette 

Rosita  Pildes,  M.D.,  Evanston 

John  J.  Boehm,  M.D.,  Chicago 

Craig  L.  Anderson,  M.D.,  Burr  Ridge 

William  R.  Hamilton,  M.D.,  Murphysboro 

Darrell  E.  Statzer,  M.D.,  Decatur 

John  J.  McLaughlin,  M.D.,  Joliet 

Carl  F.  NeuhofF,  M.D.,  Peoria 

Ann  McCormick,  Lincolnwood 

Barbara  Rohrer,  Peoria 

James  M.  Brophy,  Highland* 

Harlan  Newkirk.  Lansing 
*Appointmcnt  confirmation  pending 
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Sharon  Patchak,  Oak  Park 
Marian  Thompson,  Melrose  Park 
James  P.  Paulissen,  M.D.,  Chicago 
Virginia  Hill,  Springfield 
Leisa  Harper,  A.C.S.W.,  Springfield 
Laura  Landrum,  Chicago 


State  Emergency  Medical 
Services  Council 


Jeanette  A.  McCammon,  Peoria 

John  R.  Lumpkin,  M.D.,  Chicago 

Joan  E.  Cummings,  M.D.,  Glen  Ellyn 

John  M.  Holland,  M.D.,  Springfield 

Joseph  Winterhalter,  M.D.,  Jacksonville 

Joyce  M.  Green,  R.N.,  Aurora 

Fred  W.  DeBow,  Palos  Park 

Lanson  W.  Russell,  Peotone 

John  W.  Daley,  M.D.,  South  Holland 

Louis  B.  Oine,  Elgin 

George  Jerdan,  Mattoon 

Robert  L.  Harris,  Olympia  Fields 

Virginia  Ballarino,  Chicago 

Keith  Smith,  Lansing 


Statewide  Diabetes  Advisory  Council 

Francis  S.  Agnoli,  M.D.,  Hinsdale 
Nancy  Drake,  Springfield 


Anthony  P.  Ferracane,  Harvey 

Norbert  Freinkel,  M.D.,  Chicago 

Edward  Holland,  M.D.,  Decatur 

Robert  Jackson,  East  Peoria 

Sheila  Lyne,  R.S.M.,  Chicago 

Marilyn  Meyer,  R.N.,  Effingham 

Arthur  Rubenstein,  M.D.,  Chicago 

Sister  Paulette  O’Connell,  Chicago 

Norman  Soler,  M.D.,  Ph.D.,  Springfield 

Donna  Stoner,  Decatur 

Stephen  A.  Weinberg,  D.P.M.,  Buffalo  Grove 

Jerry  Woolley,  Chicago 

Board  of  Public  Health  Advisors 

James  Andersen 
Elmer  Johnson 
Jacqueline  Kinder 
Fred  Mazanec,  D.C. 

R.  E.  McKinney,  D.V.M. 

Robert  Rankin,  D.D.S. 

Shirley  Roy,  M.D. 

Michael  Schmidt,  D.Ph. 

Richard  Smith,  D.P.M. 

Dental  Student  Grant  Act  Advisory  Committee 

Henry  M.  Cherrick,  D.D.S.,  M.S.D.,  Edwardsville 
Kathleen  B.  Fralish,  Ph  D.,  Carbondale 
Mrs.  Verlene  Mullens,  Hopkins  Park 
Wilbur  T.  Reece,  D.D.S.,  Springfield 


POISON  CONTROL  CENTERS  IN  ILLINOIS 

For  information  contact: 

Division  of  Emergency  Medical  Services  & Highway  Safety 
Illinois  Department  of  Public  Health 
525  W.  Jefferson 
Springfield,  6276 1 
Phone:  (217)  785-2080 


APPROVED  RENAL  DIALYSIS  FACILITIES,  CENTERS  AND  DIRECTORS 
Illinois  Department  of  Public  Health 

Division  of  Disease  Control 

For  information  contact: 

Mrs.  Mary  Mahoney  — Coordinator  Direct  Services  Programs 
Illinois  Department  of  Public  Health 
Room  150,  535  West  Jefferson  Street,  Springfield  62761 
Phone (217)  782-3303 


DEPARTMENT  OF  REGISTRATION  AND  EDUCATION 


320  W.  Washington  Street,  Springfield  62786 
17  N.  State  Street,  Chicago  60602 
Gary  L.  Clayton,  Director 

Glen  D.  Crick,  Deputy  Director/Statewide  Enforcement 
John  Dreiske,  Deputy  Director/Licensing  and  Testing 
Edward  F.  Bruno,  Assistant  Deputy  Director/Regulatory 
Charles  T.  McHugh,  M.D.,  Medical  Coordinator 
Louis  R.  Vitullo,  Chief  of  Medical  Investigations 


The  department  is  primarily  concerned  with  the  registration, 
licensing  and  enforcement  of  30  laws  governing  the  different 
professions,  trades  and  occupations,  including  the  Medical 
Practice  Act. 


The  Medical  Examining  Committee  appointed  by  the  di- 
rector of  the  Department  operates  within  the  framework  of 
the  act  and  is  charged  with  the  responsibility  of  supervising 
examinations  for  licensure  and  making  recommendations  to 
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the  Director  to  grant  or  refuse  to  grant  licenses.  The  Medical 
Disciplinary  Board,  appointed  by  the  Governor,  hears  com- 
plaints for  revocation  and  suspension  of  licenses  and  rec- 
ommends disciplinary  action  to  the  Director. 

Medical  Examining  Committee 

David  S.  Fox,  M.D.,  Chicago,  Acting  Chairperson 
Paul  Tullio,  D.C.,  Glen  Ellyn,  Secretary 
Robert  Behmer,  M.D.,  Rockford 
Kenneth  G.  Eggen,  M.D.,  Chicago 


Larry  S.  Patton,  D.O.,  Morton 

(Two  vacancies) 

Medical  Disciplinary  Board 

James  B.  Williams,  M.D.,  Chicago,  Chairman 

John  Gregorio,  M.D.,  River  Forest,  Vice  Chairman 

Helen  R.  Beiser,  M.D.,  Chicago,  Secretary 

Sam  Brinkley,  D.C.,  Alton 

George  Caleel,  D.O.,  Chicago 

Willard  C.  Scrivner,  M.D.,  Belleville 

(One  vacancy) 


MEDICAL  PRACTICE  ACT 


Service  on  medical  committees— Exemption  from  civil  li- 
ability. § 2b.  While  serving  upon  any  Medical  Utilization 
Committee,  Medical  Review  Committee,  Patient  Care  Audit 
Committee,  Medical  Care  Evaluation  Committee,  Quality 
Review  Committee,  Credential  Committee,  Peer  Review 
Committee  or  any  other  committee  whose  purpose,  directly 
or  indirectly,  is  internal  quality  control  or  medical  study  to 
reduce  morbidity  or  mortality,  or  for  improving  patient  care 
within  a hospital  duly  licensed  under  the  Hospital  Licensing 
Act,  or  the  improving  or  benefiting  of  patient  care  and  treat- 
ment whether  within  a hospital  or  not,  or  for  the  purpose  of 
professional  discipline,  any  person  serving  on  such  committee, 
and  any  person  providing  service  to  such  committees  shall 
not  be  liable  for  civil  damages  as  a result  of  his  acts,  omissions, 
decisions,  or  any  other  conduct  in  connection  with  his  duties 
on  such  committees,  except  those  involving  willful  or  wanton 
misconduct.  Amended  bv  P.  A.  79- 1434§7 , eff.  Sept.  19.  1976; 
P.A.  80-771.  § 3.  eff.  Oct.  1.  1977. 

Practice  by  person  licensed  in  another  state  pending  ex- 
amination. § 2c. 

This  act  does  not  prohibit  the  practice  of  medicine  by  a 
person  who  is  licensed  to  practice  medicine  in  all  of  its  branches 
in  any  other  state  of  the  United  States  or  the  District  of  Co- 
lumbia who  has  applied  in  writing  to  the  Department,  in  form 
and  substance  satisfactory  to  the  Department,  for  a license 
to  practice  medicine  in  all  of  its  branches  and  has  complied 
with  all  of  the  provisions  of  Section  13,  except  the  passing 
of  an  examination  which  may  be  given  under  Section  13, 
until: 

(a)  the  expiration  of  6 months  after  the  filing  of  such  written 
application,  or 

(b)  the  decision  of  the  Department  that  the  applicant  has 
failed  to  pass  an  examination  within  6 months  or  failed  without 
an  approved  excuse  to  take  an  examination  conducted  within 
6 months  by  the  Department,  or 

(c)  the  withdrawal  of  the  application.  (Added  by  Act  approved 
July  26.  1971) 


Dispensing  drugs  or  medicine— Label.)  § 2d. 

Any  person  licensed  under  this  act  who  dispenses  any  drug 
or  medicine  shall  dispense  such  drug  or  medicine  in  good 
faith  and  shall  affix  to  the  box,  bottle,  vessel  or  package  con- 
taining the  same  a label  indicating  (a)  the  date  on  which  such 
drug  or  medicine  is  dispensed;  (b)  the  name  of  the  patient; 
(c)  the  last  name  of  the  person  dispensing  such  drug  or  med- 


icine; (d)  the  directions  for  use  thereof;  and  (e)  the  proprietary 
name  or  names  or,  if  there  is  none,  the  established  name  or 
names  of  the  drug  or  medicine,  the  dosage  and  quantity,  except 
as  otherwise  authorized  by  regulation  of  the  Department  of 
Registration  and  Education.  This  Section  shall  not  apply  to 
drugs  or  medicines  in  a package  which  bears  a label  of  the 
manufacturer  containing  information  describing  its  contents 
which  is  in  compliance  with  requirements  of  the  Federal  Food, 
Drug  and  Cosmetic  Act  and  the  Illinois  Food,  Drug  and  Cos- 
metic Act  and  which  is  dispensed  without  consideration  by 
a practitioner  licensed  under  this  Act.  “Drug”  and  “medicine” 
have  the  meaning  ascribed  to  them  in  the  “Pharmacy  Practice 
Act,”  approved  July  11,  1955,  as  now  or  hereafter  amended; 
“good  faith”  has  the  meaning  ascribed  to  it  in  subsection  (v) 
of  Section  102  of  the  “Illinois  Controlled  Substances  Act,” 
approved  August  16,  1971,  as  amended.  Formerly  § 2c.  Re- 
numbered § 2d  bv  P.A.  77-1849.  § J,  eff'.  July  1,  1972.  Amended 
by  PA  82-162.  eff.  Jan.  1.  1982. 

§ 5.  Minimum  standards  of  professional  education.  Except 
as  provided  in  Section  9a  of  this  Act,  the  minimum  standards 
of  professional  education  to  be  enforced  by  the  department 
in  conducting  examinations  and  issuing  licenses  shall  be  as 
follows: 

1 . Practice  of  Medicine.  For  the  practice  of  medicine  in  all 
of  its  branches: 

(a)  For  an  applicant  who  is  a graduate  of  a medical  college 
before  the  passage  of  this  Act,  that  such  medical  college  at 
the  time  of  his  graduation  required  as  a prerequisite  to  grad- 
uation a 4 years’  course  of  instruction  of  not  less  than  9 
months  each,  in  such  medical  college,  or  its  equivalent,  the 
time  elapsing  between  the  beginning  of  the  first  year  and  the 
ending  of  the  fourth  year  having  been  not  less  than  40  months, 
and  which  was  reputable  and  in  good  standing  in  the  judgment 
of  the  department;  and  prior  to  taking  such  examination  said 
applicant  must  present  proof  that  he  has  completed  a 4 years’ 
course  of  instruction  in  a high  school  or  its  equivalent  as 
determined  by  an  examination  conducted  by  the  department. 

(b)  For  an  applicant  who  is  a graduate  of  a medical  college 
after  the  passage  of  this  Act,  that  such  medical  college  at  the 
time  of  his  graduation  required  as  a prerequisite  to  admission 
thereto  2 years’  course  of  instruction  in  a college  of  liberal 
arts,  or  its  equivalent,  or  in  such  medical  college,  and  a course 
of  instruction  in  a medical  college  in  the  treatment  of  human 
ailments,  which  course  shall  have  been  not  less  than  132 
weeks  in  duration  and  shall  have  been  completed  within  a 
period  of  not  less  than  35  months,  and  in  addition  thereto, 
a course  of  clinical  training  of  not  less  than  12  months  in  a 
hospital,  such  college  of  liberal  arts,  medical  college  and  hos- 
pital having  been  reputable  and  in  good  standing  in  the  judg- 
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rncnt  of  the  department.  The  time  requirement  of  not  less 
than  I 32  weeks  within  a period  of  35  months,  set  forth  above, 
may  be  reduced  by  the  department  upon  recommendation  of 
the  Dean  of  the  medical  school  in  the  case  of  programs  in- 
volving students  with  advanced  standing. 

(c)  For  an  applicant  who  is  a graduate  of  a medical  college 
or  school  in  another  country:  that  such  applicant  was  a resident 
of  this  State  for  a period  of  five  years  prior  to  matriculating 
in  such  medical  college  or  school;  that  such  applicant  com- 
pleted a required  course  of  instruction  in  the  treatment  of 
human  ailments  as  offered  by  such  college  or  school  of  med- 
icine. which  course  shall  have  been  not  less  than  132  weeks 
in  duration  and  shall  have  been  completed  within  a period 
of  not  less  than  35  months;  that  such  applicant  has  completed 
a minimum  of  three  years’  course  of  instruction  in  an  ac- 
credited college  of  liberal  arts  or  its  equivalent;  that  such 
applicant  submit  an  application  to  an  Illinois  medical  school 
and  submit  to  such  testing  procedures,  including  use  of  na- 
tionally recogni/ed  medical  student  tests  and/or  tests  devised 
by  the  individual  medical  school,  to  determine  equivalency 
of  education  compared  to  state  norms,  such  testing  could  be 
utih/cd  in  placement  of  such  applicant  at  a level  appropriate 
to  educational  achievement:  that  such  applicant  may  be  placed 
by  an  Illinois  medical  school  into  the  appropriate  level  of 
medical  school,  thru  internship  training,  provided  that  ap- 
plicant agrees  to  pay,  either  by  a scholarship  or  some  other 
personal  means,  such  tuition  and  fees  necessary  to  complete 
medical  education,  and  provided  that  such  applicant  signs  a 
statement  in  a form  to  be  determined  by  the  Department  that 
upon  successful  completion  of  all  licensure  requirements  ap- 
plicant intends  to  practice  medicine  in  this  State.  Upon  com- 
pletion of  such  course  or  activity  of  didactic  and  medical 
training  as  specified  by  an  accepting  medical  school,  applicant 
shall  be  eligible  for  award  of  an  M.D.  degree  and  examination 
and  licensing  for  the  practice  of  medicine  in  all  of  its  branches 
as  provided  in  this  act  and  upon  payment  of  the  fee  provided 
in  paragraph  (a)  of  sub-section  4 of  Section  4 of  this  Act. 

(d)  Until  September  1,  1988,  for  an  applicant  who  has 
studied  medicine  at  a medical  college  or  school  located  outside 
the  United  States;  that  such  applicant  has  completed  all  of 
the  formal  requirements  of  a foreign  medical  school  except 
internship  and/or  social  service,  which  course  shall  have  been 
not  less  than  132  weeks  in  duration  and  shall  have  been 
completed  within  a period  of  not  less  than  35  months;  that 
such  applicant  has  completed  a minimum  of  3 years’  course 
of  instruction  in  an  accredited  college  of  liberal  arts  or  its 
equivalent;  that  such  an  applicant  has  submitted  an  application 
to  a medical  school  recognized  by  the  Department  and  sub- 
mitted to  such  evaluation  procedures,  including  use  of  na- 
tionally recognized  medical  student  tests  and/or  tests  devised 
by  the  individual  medical  school  and  that  such  applicant  has 
satisfactorily  completed  one  academ  ic  year  of  supervised  clin- 
ical training  under  the  direction  of  such  medical  school;  and, 
after  completion  of  said  academic  year  of  supervised  clinical 
training,  that  such  applicant  has  satisfactorily  completed  twelve 
months  of  post  graduate  training  in  an  approved  hospital 
having  been  reputable  and  in  good  standing  in  the  judgment 
of  the  Department;  and  provided  that  such  applicant  sign  a 
statement  and  a form,  to  be  determined  by  the  Department, 
that  upon  successful  completion  of  all  license  requirements, 
applicant  intends  to  practice  medicine  in  this  state.  Upon 
completion  of  such  course  or  activity  of  didactic  and  medical 
training  as  specified  by  an  accepting  medical  school,  applicants 
shall  be  eligible  for  examination  and  licensing  for  the  practice 
of  medicine  in  all  of  its  branches  as  provided  in  this  Act  and 
upon  payment  of  the  fee  provided  in  paragraph  (a)  of  sub- 
section 4 of  Section  4 of  this  Act. 

Until  September  1,  1988,  satisfaction  of  the  requirements 
of  this  sub-section  shall  be  in  lieu  of  the  completion  of  any 
foreign  internship  and/or  social  service  requirements,  and  no 
such  requirements  shall  be  a condition  of  licensure  as  a phy- 
sician in  this  State. 

Until  September  1,  1988,  satisfaction  of  the  requirements 


of  this  sub-section  shall  be  in  lieu  of  certification  by  the  Ed- 
ucational Council  for  Foreign  Medical  Graduates,  and  such 
certification  shall  not  be  a condition  of  licensure  as  a physician 
in  this  state  for  candidates  who  have  completed  the  require- 
ments of  this  sub-section. 

Until  September  1,  1 988,  no  hospital  licensed  by  the  State, 
or  operated  by  the  State  or  political  subdivision  thereof,  or 
which  receive  State  financial  assistance,  directly  or  indirectly, 
shall  require  an  individual  who  at  the  time  of  his  enrollment 
in  a medical  school  outside  the  United  States  is  a citizen  of 
the  United  States,  to  satisfy  any  requirement  other  than  those 
contained  in  this  sub-section  prior  to  commencing  an  in- 
ternship or  residency. 

Until  September  1 , 1988,  a document  granted  by  a medical 
school  located  outside  the  United  States  which  certifies  com- 
pletion of  all  of  the  formal  training  requirements  of  such 
foreign  medical  school  except  internship  and/or  social  service; 
and  satisfactory  completion  of  the  examination  and  academic 
year  of  supervised  clinical  training  at  a medical  school  rec- 
ognized by  the  Department  referred  to  in  this  sub-section 
shall  be  deemed  the  equivalent  of  the  degree  of  Doctor  of 
Medicine  for  purposes  of  licensure  and  practice  as  a physician 
in  this  State  and  shall  possess  all  the  rights  and  privileges 
thereof. 

The  Illinois  Board  of  Higher  Education  may  make  grants 
to  Illinois  Medical  Schools,  public  and  private,  for  each  ap- 
plicant who  commences  his  academic  year  of  supervised  clin- 
ical training  under  the  direction  of  said  medical  school. 
Preference  shall  be  given  in  the  award  of  these  grants  to  Illinois 
residents.  The  Illinois  Board  of  Higher  Education  shall  by 
regulation  adopt  reasonable  guidelines  for  the  distribution  of 
funds  authorized  by  this  Act.  (Added  bv  Act  approved  Sept. 
7.  1974). 

2.  Treating  human  ailments  without  drugs  or  medicines 
and  without  operative  surgery.  For  the  practice  of  any  system 
or  method  of  treating  human  ailments  without  the  use  of 
drugs  or  medicines  and  without  operative  surgery: 

(a)  For  an  applicant  who  was  a resident  student  and  who 
is  a graduate  before  July  1,  1926,  of  a professional  school, 
college  or  institution  which  taught  the  system  or  method  of 
treating  human  ailments,  which  he  specifically  designated  in 
his  application  as  the  one  he  would  undertake  to  practice, 
that  such  school,  college  or  institution  at  the  time  of  his  grad- 
uation required  as  a prerequisite  to  graduation  a 3 years’ 
course  of  instruction  of  not  less  than  6 months  each,  the  time 
elapsing  between  the  beginning  of  the  first  year  and  the  ending 
of  the  third  year  having  been  not  less  than  22  months,  and 
which  are  reputable  and  in  good  standing  in  the  judgment  of 
the  department  and  prior  to  taking  the  examination  the  ap- 
plicant must  present  proof  that  he  has  completed  a 4 years’ 
course  of  instruction  in  high  school,  or  its  equivalent,  as  de- 
termined by  an  examination  conducted  by  the  department. 

(b)  For  an  applicant  who  was  a resident  student  and  who 
is  a graduate  after  July  I.  1926.  of  a professional  school, 
college  or  institution  which  taught  the  system  or  method  of 
treating  human  ailments  which  he  specifically  designated  in 
his  application  as  the  one  which  he  would  undertake  to  prac- 
tice, that  such  school,  college  or  institution  at  the  time  of  his 
graduation  required  as  a prerequisite  to  admission  thereto  a 
4 years'  course  of  instruction  in  a high  school,  and  as  a pre- 
requisite to  graduation  therefrom  a course  of  instruction  in 
the  treatment  of  human  ailments,  of  not  less  than  1 32  weeks 
in  duration  and  shall  have  been  completed  within  a period 
of  not  less  than  35  months  except  that  as  to  students  matri- 
culating or  entering  upon  a course  of  study  of  any  system  or 
method  of  treating  human  ailments  without  the  use  of  drugs 
or  medicines  and  without  operative  surgery  during  the  years 
1940,  1941.  1942,  1943.  1944.  1945,  1946  and  1 947,  the  said 
elapsed  time  shall  be  not  less  than  32  months,  such  high 
school  and  such  school,  college,  institution  having  been  rep- 
utable and  in  good  standing  in  the  judgment  of  the  department. 

(c)  For  an  applicant  who  is  a matriculant  in  a chiropractic 
college  after  September  1,  1969,  that  such  applicant  shall  be 
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required  as  a prerequisite  for  admission  to  examine  for  li- 
censure, to  complete  a 2 years’  course  of  instruction  in  a 
liberal  arts  college  or  its  equivalent,  and  a course  of  instruction 
in  a chiropractic  college  in  the  treatment  of  human  ailments, 
such  course  as  a prerequisite  to  graduation  therefrom  having 
been  not  less  than  1 32  weeks  in  duration  and  shall  have  been 
completed  within  a period  of  not  less  than  35  months,  such 
college  of  liberal  arts  and  chiropractic  college  having  been 
reputable  and  in  good  standing  in  the  judgment  of  the  De- 
partment. 

(d)  For  an  applicant  who  is  a graduate  of  a United  States 
chiropractic  college  after  the  effective  date  of  this  amendatory 
Act  of  1981,  the  college  of  the  applicant  must  be  fully  ac- 
credited by  the  Commission  on  Accreditation  of  the  Council 
on  Chiropractic  Education  or  its  successor.  Such  graduates 
shall  be  considered  to  have  met  the  minimum  requirements 
which  shall  be  in  addition  to  those  requirements  set  forth  in 
the  rules  and  regulations  promulgated  by  the  Department  of 
Registration  and  Education. 

(e)  For  an  applicant  who  is  a graduate  of  a chiropractic 
college  in  another  country;  that  such  chiropractic  college  be 
equivalent  to  the  standards  of  education  as  set  forth  for  U.S. 
chiropractic  colleges. 

3.  Midwifery.  For  the  practice  of  midwifery:  That  he  be 
a graduate  of  a college  of  midwifery  which  requires  as  a pre- 
requisite to  admission  thereto,  a one  year’s  course  of  instruc- 
tion in  a high  school  or  its  equivalent,  and  required  as  a 
prerequisite  to  graduation,  a one  year’s  course  in  such  college 
of  midwifery,  the  time  actually  spent  under  instruction  in 
Such  college  of  midwifery  to  have  been  not  less  than  1 2 months; 
such  high  school  or  equivalent  school,  and  such  college  of 
midwifery  having  been  in  good  standing  in  the  judgment  of 
the  department. 

Without  prejudice  to  licenses  heretofore  issued  under  this 
section,  no  further  licenses  shall  be  issued  under  this  section 
after  the  effective  date  of  this  amendment. 

(Amended  by  PA  80-368,  eff.  Oct.  1.  1977.  Amended  by  PA 
82-276.  eff.  Aug.  19.  1981.) 

Continuing  Education 

Continuing  education  — Recommendations  by  Examining 
Committee 

§ 5.1.  The  Department,  based  on  the  written  recommen- 
dation of  the  Examining  Committee,  shall  promulgate  man- 
datory requirements  of  continuing  education  for  persons 
licensed  pursuant  to  this  Act.  In  establishing  such  recom- 
mendations, the  Committee  shall: 

(1)  Develop  practical  and  meaningful  criteria  for  defining 
and  describing  continuing  education  requirements  which 
meet,  but  are  not  limited  to,  the  following  specifications: 

(a)  Readily  available  to  all  practicing  physicians  in  Il- 
linois without  undue  commitment  of  time  away 
from  practice  and  expense  on  the  part  of  the  prac- 
titioner. 

(b)  Compatible  with  existing  requirements  of  licensing 
agencies  in  other  states. 

(c)  Compatible  with  the  requirements  of  medical  spe- 
cialty boards  for  recertification  of  specialty  status. 

(d)  Compatible  with  the  continuing  education  require- 
ments developed  by  national  medical  specialty  so- 
cieties. 

(e)  Compatible  with  continuing  education  programs 
and  requirements  that  are  developed  in  federally 
mandated  peer  review  programs  and  as  a part  of 
Professional  Standards  Review  Organizations. 

(0  Provides  for  differing  requirements  for  licensees 
engaged  in  other  than  direct  patient  care  (example: 
educators,  researchers  and  those  engaged  in  medical 
administration). 

(g)  Provides  for  compatible  requirements  for  licensees 
in  the  federal  uniformed  services,  those  engaged  in 
formal  residency  and  fellowship  training  programs. 


and  licensees  operating  under  hospital  permit  li- 
censure. 

(2)  Conceive,  develop  and  evaluate  procedures,  materials 
and  systems  to  carry  out  the  administrative  requirements 
of  this  legislation  which  include,  but  are  not  limited  to, 
the  following: 

(a)  Procedures  for  prompt  and  fair  evaluation  of  reports 
of  educational  achievement  submitted  by  licensees. 

(b)  Requirements  and  position  descriptions  for  per- 
sonnel engaged  in  reviewing  and  evaluating  reports 
and  continuing  educational  achievements  submitted 
by  licensees. 

(c)  A data  recording  system  for  gathering,  analyzing, 
storing  and  retrieving  information  on  individual 
licensee  educational  accomplishments. 

(d)  Provision  for  licensee  to  appeal  adverse  actions  and 
temporary  exemptions  from  requirements  under 
unusual  circumstances. 

(e)  Exemption  from  legal  prosecution  of  all  persons 
responsible  for  action  taken  under  the  program. 

(f)  Establishment  of  realistic  budgeting  and  cost  re- 
quirements for  the  personnel,  and  operational  funds 
necessary  to  plan,  develop  and  operate  the  program. 

(g)  Procedures  for  surveying  and  evaluating  the  effec- 
tiveness of  the  program. 

(h)  Orderly  procedures  for  adequate  notice  to  licensee 
of  pending  action  that  may  result  in  non-renewal 
oflicense,  including  provisions  for  consultation  and 
assistance  in  time  for  him  to  meet  the  requirements 
of  this  Act. 

(i)  Provision  for  an  extension  of  license  during  any 
renewal  period  when  a compliance  audit  of  con- 
tinuing education  credits  of  any  person  licensed  un- 
der this  Act  is  undertaken.  Such  extension  shall  be 
for  a period  not  to  exceed  3 months  within  which 
such  compliance  audit  shall  be  completed.  Orderly 
procedures  shall  be  developed  by  the  Department 
for  adequate  notification  and  methods  of  deter- 
mining compliance  with  any  audit  undertaken  by 
the  Department. 

(j)  Orderly  procedures  for  establishing  requirements 
for  reinstatement  of  any  license  not  renewed  because 
the  holder  of  such  license  has  failed  to  demonstrate 
compliance  with  the  continuing  education  require- 
ments of  the  Rules  and  Regulations  promulgated 
for  the  administration  of  this  Section. 

(3)  Develop  adequate  protection  for  information  about  li- 
censee participation  in  continuing  education  as  it  pertains 
to  all  aspects  of  practice  liability  and  the  licensee’s  public 
image  and  his  relationships  with  individual  patients. 

(4)  Develop  an  advisory  panel  for  each  category  of  licensee 
to  advise  and  assist  the  department  in  developing  and 
application  of  continuing  education  criteria,  adminis- 
trative procedures  and  policy. 

(5)  Develop  procedures  for  assuring  that  the  educational 
opportunities  available  to  licensees  for  fulfilling  the  re- 
quirements of  this  act  are  of  appropriate  scope,  variety, 
depth  and  of  high  quality. 

The  Department  shall  enforce  these  requirements;  however, 
the  Department  shall  be  empowered  to  waive  enforcement 
of  these  requirements  in  localities  where  it  is  demonstrated 
that  the  absence  of  opportunities  for  such  education  would 
interfere  with  the  adequacy  of  medical  services  in  that  locality. 
Amended  by  P.A.  80-1203.  § 1.  eff.  June  30.  1978. 

Section  14.  (A)  Renewal.  The  expiration  date  and  renewal 
period  for  each  certificate  of  registration  issued  under  this 
Act,  shall  be  set  by  rule.  The  holder  of  a certificate  of  reg- 
istration may  renew  such  certificate  during  the  month  pre- 
ceding the  examination  date  thereof  by  paying  the  required 
fee.  (Amended  by  PA  82-149,  eff.  Jan.  1.  1982.) 


for  November,  1981 
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Revocation  or  Suspension  of  License,  Certificate, 
or  Permit— Probation  or  Other  Disciplinary  Action 

§ 16.  The  Department  may  revoke,  suspend,  place  on  pro- 
bationary status,  or  take  any  other  disciplinary  action  as  the 
Department  may  deem  proper  with  regard  to  the  license,  cer- 
tificate or  state  hospital  permit  of  any  person  issued  under 
this  Act  or  under  any  other  Act  in  this  State  to  practice  med- 
icine, to  practice  the  treatment  of  human  ailments  in  any 
manner  or  to  practice  midwifery,  or  may  refuse  to  grant  a 
license,  certificate  or  state  hospital  permit  under  this  Act  or 
may  grant  a license,  certificate  or  State  hospital  permit  on  a 
probationary  status  subject  to  the  limitations  of  the  probation, 
and  may  cause  any  license  or  certificate  which  has  been  the 
subject  of  formal  disciplinary  procedure  to  be  marked  ac- 
cordingly on  the  records  of  any  county  clerk  upon  any  of  the 
following  grounds: 

1 . Performance  of  an  elective  abortion  in  any  place,  locale, 
facility,  or  institution  other  than: 

(a)  a facility  licensed  pursuant  to  the  “Ambulatory  Surgical 
Treatment  Center  Act”  as  heretofore  or  hereafter  amended; 

(b)  an  institution  licensed  pursuant  to  “An  Act  relating  to 
the  inspection,  supervision,  licensing,  and  regulation  of  hos- 
pitals” approved  July  1,  1953,  as  heretofore  or  hereafter 
amended;  or 

(c)  an  ambulatory  surgical  treatment  center  or  hospitali- 
zation or  care  facility  maintained  by  the  State  or  any  agency 
thereof,  where  such  department  or  agency  has  authority  under 
law  to  establish  and  enforce  standards  for  the  ambulatory 
surgical  treatment  centers,  hospitalization,  or  care  facilities 
under  its  management  and  control;  or 

(d)  Ambulatory  surgical  treatment  centers,  hospitalization 
or  care  facilities  maintained  by  the  Federal  Government;  or 

(e)  Ambulatory  surgical  treatment  centers,  hospitalization 
or  care  facilities  maintained  by  any  university  or  college  es- 
tablished under  the  laws  of  this  State  and  supported  principally 
by  public  funds  raised  by  taxation; 

2.  Performance  of  an  abortion  procedure  in  a wilful  and 
wanton  manner  on  a woman  who  was  not  pregnant  at  the 
time  the  abortion  procedure  was  performed. 

3.  Conviction  in  this  or  another  State  of  any  crime  which 
is  a felony  under  the  laws  of  this  State  or  conviction  of  a 
felony  in  a federal  court,  unless  such  person  demonstrates  to 
the  Department  that  he  has  been  sufficiently  rehabilitated  to 
warrant  the  public  trust; 

4.  Gross  or  repeated  malpractice  resulting  in  serious  injury 
or  death  of  a patient; 

5.  Engaging  in  dishonorable,  unethical  or  unprofessional 
conduct  of  a character  likely  to  deceive,  defraud  or  harm  the 
public; 

6.  Obtaining  a fee,  either  directly  or  indirectly,  either  in 
money  or  in  the  form  of  anything  else  of  value  or  in  the  form 
of  a financial  profit  as  personal  compensation,  or  as  com- 
pensation, charge,  profit  or  gain  for  an  employer  or  for  any 
other  person  or  persons,  on  the  fraudulent  representation  that 
a manifestly  incurable  condition  of  sickness,  disease  or  injury 
of  any  person  can  be  permanently  cured; 

7.  Habitual  intemperance  in  the  use  of  ardent  spirits,  nar- 
cotics or  stimulants  to  such  an  extent  as  to  incapacitate  for 
performance  of  professional  duties; 

8.  Holding  one’s  self  out  to  treat  human  ailments  under 
any  name  other  than  his  own,  or  the  personation  of  any  other 
physician; 

9.  Employment  of  fraud,  deception  or  any  unlawful  means 
in  applying  for  or  securing  a license,  certificate,  or  state  hospital 
permit  to  practice  the  treatment  of  human  ailments  in  any 
manner,  to  practice  midwifery  or  in  passing  an  examination 
therefor,  or  wilful  and  fraudulent  violation  of  the  rules  and 
regulations  of  the  department  governing  examinations; 

10.  Holding  one’s  self  out  to  treat  human  ailments  by  mak- 
ing false  statements,  or  by  specifically  designating  any  disease, 


or  group  of  diseases  and  making  false  claims  of  one’s  skill, 
or  of  the  efficacy  or  value  of  one’s  medicine,  treatment  or 
remedy  therefor; 

1 1 . Professional  connection  or  association  with,  or  lending 
one’s  name  to,  another  for  the  illegal  practice  by  another  of 
the  treatment  of  human  ailments  as  a business,  or  professional 
connection  or  association  with  any  person,  firm,  or  corporation 
holding  himself,  themselves,  or  itself  out  in  any  manner  con- 
trary to  this  Act; 

12.  Revocation  or  suspension  of  a medical  license  in  a 
sister  state; 

1 3.  A violation  of  any  provision  of  this  Act  or  of  the  rules 
and  regulations  formulated  for  the  administration  of  this  Act; 

14.  Directly  or  indirectly  giving  to  or  receiving  from  any 
physician,  person,  firm  or  corporation  any  fee,  commission, 
rebate  or  other  form  of  compensation  for  any  professional 
services  not  actually  and  personally  rendered.  Nothing  con- 
tained in  this  subsection  prohibits  persons  holding  valid  and 
current  licenses  under  this  Act  from  practicing  medicine  in 
partnership  under  a partnership  agreement  or  in  a corporation 
authorized  by  “The  Medical  Corporation  Act”,  as  now  or 
hereafter  amended,  or  as  an  association  authorized  by  “The 
Professional  Association  Act”  as  now  or  hereafter  amended, 
or  under  “The  Professional  Corporation  Act”  as  now  or  here- 
after amended,  or  from  pooling,  sharing,  dividing  or  appor- 
tioning the  fees  and  monies  received  by  them  or  by  the 
partnership,  corporation  or  association  in  accordance  with 
the  partnership  agreement  or  the  policies  of  the  Board  of 
Directors  of  the  corporation  or  association.  Nothing  contained 
in  this  subsection  prohibits  2 or  more  corporations  authorized 
by  “The  Medical  Corporation  Act”,  as  now  or  hereafter 
amended,  from  forming  a partnership  or  joint  venture  of  such 
corporations,  and  providing  medical,  surgical  and  scientific 
research  and  knowledge  by  employees  or  these  corporations 
if  such  employees  are  licensed  under  this  Act,  or  from  pooling, 
sharing,  dividing,  or  apportioning  the  fees  and  monies  received 
by  the  partnership  or  joint  venture  in  accordance  with  the 
partnership  or  joint  venture  agreement.  Nothing  contained 
in  this  subsection  shall  abrogate  the  right  of  2 or  more  persons 
holding  valid  and  current  licenses  under  this  Act  to  receive 
adequate  compensation  for  concurrently  rendering  professional 
services  to  a patient  and  divide  a fee;  provided,  the  patient 
has  full  knowledge  of  the  division,  and,  provided,  that  the 
division  is  made  in  proportion  to  the  services  performed  and 
responsibility  assumed  by  each. 

15.  A finding  by  the  Medical  Disciplinary  Board  that  the 
registrant  after  having  his  license  placed  on  probationary  status 
violated  the  terms  of  the  probation. 

16.  Abandonment  of  a patient. 

1 7.  The  use  or  prescription  for  use  of  narcotics  or  controlled 
substances  (designated  products)  in  any  way  other  than  for 
therapeutic  purposes. 

18.  Promotion  of  the  sale  of  drugs,  devices,  appliances  or 
goods  provided  for  a patient  in  such  manner  as  to  exploit  the 
patient  for  financial  gain  of  the  physician. 

1 9.  Offering,  undertaking  or  agreeing  to  cure  or  treat  disease 
by  a secret  method,  procedure,  treatment  or  medicine,  or  the 
treating,  operating  or  prescribing  for  any  human  condition 
by  a method,  means  or  procedure  which  the  licensee  refuses 
to  divulge  upon  demand  of  the  Department  of  Registration 
and  Education. 

20.  Immoral  conduct  in  practice  as  a physician,  or  repeated 
acts  of  gross  misconduct. 

21.  Willfully  making  or  filing  false  records  or  reports  in 
his  practice  as  a physician,  including,  but  not  limited  to,  false 
records  to  support  claims  against  the  medical  assistance  pro- 
gram of  the  Department  of  Public  Aid  under  the  Public  Aid 
Code. 

22.  Willful  omission  to  file  or  record,  or  willfully  impeding 
the  filing  or  recording  or  inducing  another  person  to  omit  to 
file  or  record  medical  reports  as  required  by  law. 

23.  Solicitation  of  professional  patronage  by  any  corpo- 
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ration,  agents  or  persons,  or  profiting  from  those  representing 
themselves  to  be  agents  of  the  licensee. 

24.  Gross  and  willful  and  continued  overcharging  for 
professional  services,  including  filing  false  statement  for  col- 
lection of  fees  for  which  services  are  not  rendered,  including, 
but  not  limited  to,  filing  such  false  statements  for  collection 
of  monies  for  services  not  rendered  from  the  medical  assistance 
program  of  the  Department  of  Public  Aid  under  the  Public 
Aid  Code. 

25.  Professional  incompetence  as  manifested  by  poor 
standards  of  care  or  mental  incompetency  as  declared  by  a 
court  of  competent  jurisdiction. 

26.  Physical  illness,  including,  but  not  limited  to,  deteri- 
oration through  the  aging  process,  or  loss  of  motor  skill  which 
results  in  a physician’s  inability  to  practice  medicine  with 
reasonable  judgment,  skill  or  safety. 

All  proceedings  to  suspend,  revoke,  place  on  probationary 
status,  or  take  any  other  disciplinary  action  as  the  Department 
may  deem  proper  with  regard  to  a license  or  certificate  on 
any  of  the  foregoing  grounds,  except  the  ground  numbered  9 
(fraudulent  grounds  excepted)  must  be  commenced  within  3 
years  next  after  the  conviction  or  commission  of  any  of  the 
acts  described  therein,  except  as  otherwise  provided  by  law; 
but  the  time  during  which  the  holder  of  the  license  or  certificate 
was  without  the  State  of  Illinois  shall  not  be  included  within 
the  3 years. 

The  entry  of  any  order  or  judgment  by  any  circuit  court 
establishing  that  any  person  holding  a license  or  certificate 
under  this  Act  is  a person  in  need  of  mental  treatment  operates 
as  a suspension  of  that  license  or  certificate.  That  person  may 
resume  his  practice  only  upon  a finding  by  the  Medical  Dis- 
ciplinary Board  that  he  has  been  determined  to  be  recovered 
from  mental  illness  by  the  court  and  upon  the  Board’s  rec- 
ommendation that  he  be  permitted  to  resume  his  practice. 
Amended  by  P.A.  81-1136,  § /,  eff.  July  1,  1980;  PA  82-185, 
eft'.  Aligns I 14,  1981;  PA  82-263,  eff.  August  19,  1981. 


Advertising 

§ 16.01.  Any  person  licensed  under  this  Act  may  advertise 
the  availability  of  professional  services  in  the  public  media 
or  on  the  premises  where  such  professional  services  are  ren- 
dered. Such  advertising  shall  be  limited  to  the  following  in- 
formation: 

(1)  Publication  of  the  person’s  name,  title,  office  hours, 
address  and  telephone  number; 

(2)  Information  pertaining  to  his  areas  of  specialization, 
including  appropriate  board  certification  or  limitation  of 
professional  practice; 

(3)  Information  on  usual  and  customary  fees  for  routine 
professional  services  offered  which  such  information  shall 
include  notification  that  fees  may  be  adjusted  due  to  com- 
plications or  unforeseen  circumstances; 

(4)  Announcement  of  the  opening  of,  change  of,  absence 
from,  or  return  to  business; 

(5)  Announcement  of  additions  to  or  deletions  from 
professional  licensed  staff; 

(6)  The  issuance  of  business  or  appointment  cards. 

It  is  unlawful  for  any  person  licensed  under  this  Act  to  use 
testimonials  or  claims  of  superior  quality  of  care  to  entice 
the  public.  It  shall  be  unlawful  to  advertise  fee  comparisons 
of  available  services  with  those  of  other  persons  licensed  under 
this  Act. 

This  Act  does  not  authorize  the  advertising  of  professional 
services  which  the  offeror  of  such  services  is  not  licensed  to 
render.  Nor  shall  the  advertiser  use  statements  which  contain 
false,  fraudulent,  deceptive  or  misleading  material  or  guar- 
antees of  success,  statements  which  play  upon  the  vanity  or 
fears  of  the  public,  or  statements  which  promote  or  produce 
unfair  competition. 

Amended  by  P.A.  81-1136,  § 1,  eff.  July  1,  1980. 


Medical  Disciplinary  Board 

Illinois  State  Medical  Disciplinary  Board.  § 16.02. 

There  is  hereby  created  the  Illinois  State  Medical  Disci- 
plinary Board,  (hereinafter  referred  to  as  the  “Board”).  The 
Board  shall  consist  of  7 members,  appointed  by  the  Governor 
by  and  with  advice  and  consent  of  the  Senate.  All  shall  be 
residents  of  the  State,  not  more  than  4 of  whom  shall  be 
members  of  the  same  political  party.  Five  members  shall  be 
physicians  licensed  to  practice  medicine  in  all  of  its  branches 
in  Illinois.  One  member  shall  be  an  Illinois  physician  pos- 
sessing the  degree  of  doctor  of  osteopathy.  One  member  shall 
be  a person  licensed  in  Illinois  and  possessing  a chiropractor’s 
degree. 

a.  Of  the  members  of  the  Board  first  appointed,  two  shall 
be  appointed  for  terms  of  2 years,  two  shall  be  appointed 
for  terms  of  3 years,  and  three  shall  be  appointed  for  terms 
of  4 years.  Upon  the  expiration  of  the  term  of  any  member, 
his  successor  shall  be  appointed  for  a term  of  four  years 
by  the  Governor  by  and  with  the  advice  and  consent  of 
the  Senate.  The  Governor  shall  fill  any  vacancy  for  the 
remainder  of  the  unexpired  term  by  and  with  the  advice 
and  consent  of  the  Senate.  Upon  recommendation  of  the 
Board,  any  member  of  the  Board  may  be  removed  by  the 
Governor  for  misfeasance,  malfeasance,  or  willful  neglect 
of  duty  after  notice  and  a public  hearing  unless  such  notice 
and  hearing  shall  be  expressly  waived  in  writing.  Each 
member  shall  serve  on  the  Board  until  his  successor  is 
appointed  and  qualified.  No  member  of  the  Board  shall 
serve  more  than  two  consecutive  four  year  terms. 

In  making  appointments  the  Governor  shall  attempt  to 
insure  that  the  various  social  and  geographic  regions  of 
the  State  of  Illinois  are  properly  represented.  In  making 
the  designation  of  persons  to  act  for  the  several  professions 
represented  on  the  Board,  the  Governor  shall  give  due 
consideration  to  recommendations  by  members  of  the  re- 
spective professions  and  by  organizations  therein. 

b.  The  Board  shall  annually  elect  one  of  its  members  as 
chairman,  one  as  vice  chairman  and  one  as  secretary.  No 
officer  shall  be  elected  more  than  twice  in  succession  to 
the  same  office.  Each  officer  shall  serve  until  his  successor 
has  been  elected  and  qualified. 

c.  The  secretary  shall  keep  a record  of  the  proceedings  of  the 
Board  and  shall  be  custodian  of  all  books,  documents  and 
papers  filed  with  the  Board,  including  the  minute  book  or 
journal  of  the  Board.  The  secretary  or  other  persons  au- 
thorized by  the  Board  may  cause  copies  to  be  made  of  all 
minutes  and  other  records  and  documents  of  the  Board 
and  may  give  certificates  of  the  Board  to  the  effect  that 
such  copies  are  true  copies,  and  all  persons  dealing  with 
the  Board  may  rely  upon  such  certificates. 

d.  Four  members  of  the  Board  shall  constitute  a quorum.  A 
vacancy  in  the  membership  of  the  Board  shall  not  impair 
the  right  of  a quorum  to  exercise  all  the  rights  and  perform 
all  the  duties  of  the  Board.  Any  action  taken  by  the  Board 
under  this  Act  may  be  authorized  by  resolution  at  any 
regular  or  special  meeting  and  each  such  resolution  shall 
take  effect  immediately.  The  Board  shall  meet  at  least 
quarterly.  The  Board  is  empowered  to  adopt  all  rules  and 
regulations  necessary  and  incident  to  the  powers  granted 
to  it  under  this  Act. 

e.  Each  member,  and  member-officer,  of  the  Board  shall  re- 
ceive a per-diem  stipend  as  the  Director  of  the  Department 
of  Registration  and  Education,  hereinafter  referred  to  as 
the  Director,  shall  determine.  Each  member  shall  be  paid 
his  necessary  expenses  while  engaged  in  the  performance 
of  his  duties. 

f.  The  Director  shall,  in  conformity  with  the  “Personnel 
Code,”  as  now  or  hereafter  amended,  select  a medical 
coordinator,  who  shall  not  be  a member  of  the  Board.  The 
medical  coordinator  shall  be  a physician  licensed  to  practice 
medicine  in  all  of  its  branches,  and  the  Director  shall  set 
his  rate  of  compensation.  The  medical  coordinator  shall 
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be  the  chief  enforcement  officer  of  the  Medical  Practice 
Act  and  shall  serve  at  the  will  of  the  Board. 

The  Director  shall  employ,  in  conformity  with  the  Per- 
sonnel Code,  not  less  than  one  (1)  full  time  investigator 
for  every  5000  physicians  licensed  to  practice  medicine 
in  the  State.  Each  investigator  shall  be  a college  graduate 
with  at  least  two  years’  investigative  experience  or  one 
year  advanced  medical  education.  Upon  the  written  request 
of  the  Board,  the  Director  shall  employ,  in  conformity 
with  the  Personnel  Code,  such  other  professional,  technical, 
investigative,  and  clerical  help,  either  as  a full  or  part- 
time  basis  as  the  Board  deems  necessary  for  the  proper 
performance  of  its  duties.  All  employees  of  the  Board  shall 
be  directed  by,  and  answerable  to,  the  Board  with  respect 
to  their  duties  and  functions. 

Upon  the  specific  request  of  the  Board,  signed  by  either 
the  chairman,  vice  chairman,  or  medical  coordinator  of 
the  Board,  the  Bureau  of  Drug  Compliance,  the  Office  of 
Professional  Supervision  of  the  Department  of  Registration 
and  Education,  the  Illinois  Law  Enforcement  Commission, 
the  Illinois  Bureau  of  Investigation,  the  Illinois  Legislative 
Investigating  Commission  shall: 

( 1 ) Make  available  any  and  all  information  that  they  shall 
have  in  their  possession  regarding  a particular  case 
then  under  investigation  by  the  Board. 

Members  of  the  Board  shall  be  immune  from  suit  in  any 
action  based  upon  any  disciplinary  proceedings  of  other 
acts  performed  in  good  faith  as  members  of  the  Board. 

Added  by  P.A.  79-1130,  § /,  eff.  Nov.  21.  1975. 


Medical  Examining  Committee 
Section  16.03.  There  is  hereby  created  a Medical  Practice 
Examining  Committee  (hereinafter  referred  to  as  the  “Com- 
mittee”). The  Committee  shall  be  composed  of  7 persons,  5 
of  whom  shall  be  reputable  physicians  licensed  to  practice 
medicine  and  surgery  in  this  State  possessing  the  degree  of 
doctor  of  medicine,  one  person  shall  be  a reputable  licensed 
physician  possessing  the  degree  of  doctor  of  osteopathy,  and 
one  person  shall  be  a reputable  licensed  physician  possessing 
the  degree  of  doctor  of  chiropractic.  Of  the  5 members  holding 
the  degree  of  doctor  of  medicine,  one  shall  be  a full-time 
teacher  of  professional  rank  in  one  of  the  clinical  departments 
of  the  University  of  Illinois  College  of  Medicine,  or  of  the 
Southern  Illinois  University  School  of  Medicine.  For  the  pur- 
pose of  preparing  questions  and  rating  papers  on  practice 
peculiar  to  any  school,  graduates  of  which  may  be  candidates 
for  registration  or  license,  the  Director  may  designate  addi- 
tional examiners  whenever  occasion  may  require. 

The  Committee  shall  receive  the  same  compensation  as 
the  members  of  the  Illinois  State  Medical  Disciplinary  Board, 
which  compensation  shall  be  paid  out  of  the  Illinois  State 
Medical  Disciplinary  Fund. 

(Added  by  PA  82-633.  eff.  Sept.  24.  1981.) 

Suspension  or  revocation  of  license  or  certificate— Investi- 
gation—Notice— Hearing.]  § 17.01.  Upon  the  motion  of  either 
the  Department  or  the  Board  or  upon  the  verified  complaint 
in  writing  of  any  person  setting  forth  facts  which  if  proven 
would  constitute  grounds  for  suspension  or  revocation  under 
Section  16  of  this  Act,  the  Board  shall  investigate  the  actions 
of  any  person,  so  accused  who  holds  or  represents  that  he 
holds  a license  or  certificate.  Such  person  is  hereinafter  called 
the  accused. 

The  Department  shall,  before  suspending,  revoking,  placing 
on  probationary  status,  or  taking  any  other  disciplinary  action 
as  the  Department  may  deem  proper  with  regard  to  any  license 
or  certificate,  at  least  30  days  prior  to  the  date  set  for  the 
hearing,  notify  the  accused  in  writing  of  any  charges  made 
and  the  time  and  place  for  a hearing  of  the  charges  before 
the  Board,  direct  him  to  file  his  written  answer  thereto  to  the 
Board  under  oath  within  20  days  after  the  service  on  him  of 
such  notice  and  inform  him  that  if  he  fails  to  file  such  answer 


default  will  be  taken  against  him  and  his  license  or  certificate 
may  be  suspended,  revoked,  placed  on  probationary  status, 
or  have  other  disciplinary  action,  including  limiting  the  scope, 
nature  or  extent  of  his  practice,  as  the  Department  may  deem 
proper  taken  with  regard  thereto. 

Where  a physician  has  been  found,  upon  complaint  and 
investigation  of  the  Department,  and  after  hearing,  to  have 
performed  an  abortion  procedure  in  a wilful  and  wanton 
manner  upon  a woman  who  was  not  pregnant  at  the  time 
such  abortion  procedure  was  performed,  the  Department  shall 
automatically  revoke  the  license  of  such  physician  to  practice 
medicine  in  Illinois. 

Such  written  notice  and  any  notice  in  such  proceedings 
thereafter  may  be  served  by  delivery  of  the  same  personally 
to  the  accused  person,  or  by  mailing  the  same  by  registered 
or  certified  mail  to  the  address  last  theretofore  specified  by 
the  accused  in  his  last  notification  to  the  Department. 
Amended  bv  P.A.  81-302.  § 1.  eff  Jan.  1.  1980;  PA  82-263. 
eff.  August  19.  1981. 

Hearings  by  board— Continuance— Failure  to  file  answer— 
Disciplinary  action—  Temporary  suspension  of  license  without 
hearing.]  § 17.02.  At  the  time  and  place  fixed  in  the  notice, 
the  Board  provided  for  in  this  Act  shall  proceed  to  hear  the 
charges  and  both  the  accused  person  and  the  complainant 
shall  be  accorded  ample  opportunity  to  present  in  person,  or 
by  counsel,  such  statements,  testimony,  evidence  and  argument 
as  may  be  pertinent  to  the  charges  or  to  any  defense  thereto. 
The  Board  may  continue  such  hearing  from  time  to  time.  If 
the  Board  is  not  sitting  at  the  time  and  place  fixed  in  the 
notice  or  at  the  time  and  place  to  which  the  hearing  has  been 
continued,  the  Department  shall  continue  such  hearing  for  a 
period  not  to  exceed  30  days. 

In  case  the  accused  person,  after  receiving  notice,  fails  to 
file  an  answer,  his  license  or  certificate  may  in  the  discretion 
of  the  Director,  having  received  first  the  recommendation  of 
the  Board,  be  suspended,  revoked,  placed  on  probationary 
status,  or  the  Director  may  take  whatever  disciplinary  action 
as  he  may  deem  proper,  including  limiting  the  scope,  nature, 
or  extent  of  said  person’s  practice,  without  a hearing,  if  the 
act  or  acts  charged  constitute  sufficient  grounds  for  such  action 
under  this  Act. 

The  Board  has  the  authority  to  recommend  to  the  Director 
that  probation  be  granted  or  that  other  disciplinary  action, 
including  the  limitation  of  the  scope,  nature  or  extent  of  a 
person’s  practice,  be  taken  as  it  deems  proper.  If  disciplinary 
action  other  than  suspension  or  revocation  is  taken,  the  Board 
may  recommend  that  the  Director  impose  reasonable  limi- 
tations and  requirements  upon  the  accused  registrant  to  insure 
compliance  with  terms  of  the  probation  or  other  disciplinary 
action  including,  but  not  limited  to,  regular  reporting  by  the 
accused  to  the  Department  of  his  actions,  placing  himself 
under  the  care  of  a qualified  physician  for  treatment,  or  limiting 
his  practice  in  such  manner  as  the  Director  may  require. 

The  Director  may  temporarily  suspend  the  license  of  a 
physician  without  a hearing,  simultaneously  with  the  insti- 
tution of  proceedings  for  a hearing  provided  under  this  Section 
if  the  Director  finds  that  evidence  in  his  possession  indicates 
that  a physician’s  continuation  in  practice  would  constitute 
an  immediate  danger  to  the  public.  In  the  event  that  the 
Director  suspends,  temporarily,  the  license  of  a physician 
without  a hearing,  a hearing  by  the  Board  must  be  held  within 
15  days  after  such  suspension  has  occurred. 

Amended  by  P.A.  79-1130.  § /,  eff.  Aug.  1.  1975. 

Subpoena  of  witnesses— Administration  of  oath.]  § 17.03 
The  Board  or  Department  has  power  to  subpoena  and  bring 
before  it  any  person  in  this  State  and  to  take  testimony  either 
orally  or  by  deposition,  or  both,  with  the  same  fees  and  mileage 
and  in  the  same  manner  as  is  prescribed  by  law  for  judicial 
procedure  in  civil  cases. 

The  Director,  Assistant  Director,  Superintendent  of  Reg- 
istration and  any  member  of  the  Board  each  have  power  to 
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administer  oaths  at  any  hearing  which  the  Board  or  Depart- 
ment is  authorized  by  law  to  conduct. 

Amended  by  P.A.  79-1130,  § 1,  eff.  Aug.  1,  1975. 

Attendance  of  witnesses  and  production  of  books  and  papers .] 
§ 17.04  Any  circuit  court  upon  the  application  of  the  accused 
person  or  complainant  or  of  the  Department  or  Board,  may 
order  the  attendance  of  witnesses  and  the  production  of  rel- 
evant books  and  papers  before  the  Board  in  any  hearing  relative 
to  the  application  for  or  refusal,  recall,  suspension  or  revocation 
of  a license  or  certificate.  The  court  may  compel  obedience 
to  its  order  by  proceedings  for  contempt. 

Amended  by  P.A.  79-1130,  § 1,  eff.  Aug.  1,  1975. 

Record  of  proceedings.]  § 17.05  The  Department,  at  its  ex- 
pense, shall  provide  a stenographer  to  take  down  the  testimony 
and  preserve  a record  of  all  proceedings  at  the  hearing  of  any 
case  wherein  a license  or  certificate  may  be  revoked,  suspended, 
placed  on  probationary  status,  or  other  disciplinary  action 
taken  with  regard  thereto.  The  notice  of  hearing,  complaint 
and  all  other  documents  in  the  nature  of  pleadings  and  written 
motions  filed  in  the  proceedings,  the  transcript  of  testimony, 
the  report  of  the  Committee  and  the  orders  of  the  Department 
constitute  the  record  of  such  proceedings.  The  Department 
shall  furnish  a transcript  of  such  record  to  any  person  interested 
in  such  hearing  upon  payment  therefor  of  one  dollar  per  page 
for  each  original  transcript  and  50<t  per  page  for  each  carbon 
copy  thereof  ordered  with  the  original;  except  that  the  charge 
for  any  part  of  such  transcript  ordered  and  paid  for  previous 
to  the  writing  of  the  original  record  thereof  shall  be  50<t  per 
page  for  each  carbon  copy. 

Amended  bv  P A.  77-2829,  § 34,  eff.  Dec.  22,  1972;  P.A.  78- 
255,  § 61,  eff.  Oct.  1,  1973. 

Report  of  findings  and  recommendations— Motion  for  Re- 
hearing— Certificate  of  order  of  revocation,  suspension,  or  other 
disciplinary  action.]  § 17.06.  The  Board  shall  present  to  the 
Director  a written  report  of  its  findings  and  recommendations. 
A copy  of  such  report  shall  be  served  upon  the  accused  person, 
either  personally  or  by  registered  or  certified  mail.  Within  20 
days  after  such  service,  the  accused  person  may  present  to 
the  Department  his  motion  in  writing  for  a rehearing,  which 
written  motion  shall  specify  the  particular  ground  therefor. 
If  the  accused  person  orders  and  pays  for  a transcript  of  the 
record  as  provided  in  Section  17.05,  the  time  elapsing  there- 
after and  before  such  transcript  is  ready  for  delivery  to  him 
shall  not  be  counted  as  part  of  such  20  days. 

At  the  expiration  of  the  time  allowed  for  filing  a motion 
for  rehearing  the  Director  may  take  the  action  recommended 
by  the  Board.  Upon  the  suspension,  revocation,  placement 
on  probationary  status,  or  the  taking  of  any  other  disciplinary 
action,  including  the  limiting  of  the  scope,  nature,  or  extent 
of  one’s  practice,  deemed  proper  by  the  department,  with 
regard  to  the  license,  certificate  or  state  hospital  permit,  the 
accused  shall  surrender  his  license  or  certificate  to  the  De- 
partment, if  ordered  to  do  so  by  the  Department,  and  upon 
his  failure  or  refusal  so  to  do,  the  Department  may  seize  the 
same. 

Each  certificate  of  order  of  revocation,  suspension,  or  other 
disciplinary  action  shall  contain  a brief,  concise  statement  of 
the  ground  or  grounds  upon  which  the  Department’s  action 
is  based,  as  well  as  the  specific  terms  and  conditions  of  such 
action.  This  document  shall  be  retained  as  a permanent  record 
by  the  Board  and  the  Director. 

In  those  instances  where  an  order  of  revocation,  suspension, 
or  other  disciplinary  action  has  been  rendered  by  virtue  of  a 
physician’s  physical  illness,  including,  but  not  limited  to  de- 
terioration through  the  aging  process,  or  loss  of  motor  skill 
which  results  in  a physician’s  inability  to  practice  medicine 
with  reasonable  judgment,  skill,  or  safety,  the  Department 
shall  only  permit  this  document,  the  the  record  of  the  hearing 
incident  thereto,  to  be  observed,  inspected,  viewed,  or  copied 


pursuant  to  court  order. 

Amended  by  P.A.  79-1130,  § I,  eff.  Aug.  1,  1975. 

Restoration  of  license  or  certificate.]  § 17.07  At  any  time 
after  the  suspension,  revocation,  placing  on  probationary  sta- 
tus, or  taking  disciplinary  action  with  regard  to  any  license 
or  certificate,  the  Department  may  restore  it  to  the  accused 
person,  or  take  any  other  action  to  reinstate  the  license  to 
good  standing,  without  examination,  upon  the  written  rec- 
ommendation of  the  Board. 

Amended  by  P.A.  79-1130,  § 1,  eff.  Aug.  1,  1975. 

Review  under  Administrative  Review  Act—  Venue.]  § 17.08 
All  final  administrative  decisions  of  the  Department  are  subject 
to  judicial  review  pursuant  to  the  provisions  of  the  “Admin- 
istrative Review  Act”,  approved  May  8,  1945,  and  all 
amendments  and  modifications  thereof,  and  the  rules  adopted 
pursuant  thereto.  The  term  “administrative  decision”  is  de- 
fined as  in  Section  1 of  the  “Administrative  Review  Act”. 

Such  proceedings  for  judicial  review  shall  be  commenced 
in  the  Circuit  Court  of  the  County  in  which  the  party  applying 
for  review  resides;  but  if  such  party  is  not  a resident  of  this 
State,  the  venue  shall  be  in  Sangamon  County. 

The  Department  shall  not  be  required  to  certify  any  record 
to  the  Court  or  file  any  answer  in  Court  or  otherwise  appear 
in  any  Court  in  a Judicial  review  proceeding,  unless  there  is 
filed  in  the  Court  with  the  complaint  a receipt  from  the  De- 
partment acknowledging  payment  of  the  costs  of  furnishing 
and  certifying  the  record  which  costs  shall  be  computed  at 
the  rate  of  20  cents  per  page  of  such  record.  Exhibits  shall 
be  certified  without  cost.  Failure  on  the  part  of  the  Plaintiff 
to  file  such  receipt  in  Court  shall  be  grounds  for  dismissal  of 
the  action.  During  the  pendency  and  hearing  of  any  and  all 
Judicial  proceedings  incident  to  such  disciplinary  action  the 
sanctions  imposed  upon  the  accused  by  the  Department  shall 
remain  in  full  force  and  effect. 

Amended  by  P.A.  79-1130.  § 1,  eff.  Aug.  1,  1975. 

Order  of  revocation  or  suspension  as  prima  facie  evidence.] 
§ 17.09  An  order  of  revocation,  suspension,  placing  the  license 
on  probationary  status,  or  other  formal  disciplinary  action  as 
the  Department  may  deem  proper,  or  a certified  copy  thereof, 
over  the  seal  of  the  Department  and  purporting  to  be  signed 
by  the  Director,  is  prima  facie  proof  that: 

1.  Such  signature  is  the  genuine  signature  of  the  Director; 

2.  The  Director  is  duly  appointed  and  qualified;  and 

3.  The  Board  and  the  members  thereof  are  qualified. 

Such  proof  may  be  rebutted. 

Amended  by  P.A.  79-1130.  § /,  eff.  Aug.  1,  1975. 

Action  and  report  of  board— Reasons  of  disagreement  by 
Director—  Necessity  for  exercise  of  powers—  Re-examination 
or  re-hearing.]  § 17.10 

None  of  the  disciplinary  functions,  powers  and  duties 
enumerated  in  this  Act  shall  be  exercised  by  the  Department 
except  upon  the  action  and  report  in  writing  of  the  Board. 

In  all  instances,  under  this  Act,  in  which  the  Board  has 
rendered  a recommendation  to  the  Director  with  respect  to 
a particular  physician,  the  Director  shall,  in  the  event  that 
he  disagrees  with  or  takes  action  contrary  to  the  recommen- 
dation of  the  Board,  file  with  the  Board  and  the  Secretary  of 
State  his  specific  written  reasons  of  disagreement  with  the 
Board.  Such  reasons  shall  be  filed  within  30  days  of  the  oc- 
currence of  the  Director’s  contrary  position  having  been  taken. 

The  action  and  report  in  writing  of  a majority  of  the  Board 
designated  is  sufficient  authority  upon  which  the  Director 
may  act. 

Whenever  the  Director  is  satisfied  that  substantial  justice 
has  not  been  done  either  in  an  examination,  or  in  a formal 
disciplinary  action,  or  refusal  to  restore  a license  or  certificate, 
he  may  order  a re-examination  or  re-hearing  by  the  same  or 
other  examiners. 

Amended  by  P.A.  79-1130,  § /,  eff.  Aug.  1,  1975. 
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Confidentiality  of  information  received  at  hearings .]  § 17.11 
In  all  hearings  conducted  under  this  Act,  information  received, 
pursuant  to  law,  relating  to  any  information  acquired  by  a 
physician  in  attending  any  patient  in  a professional  character, 
necessary  to  enable  him  professionally  to  serve  such  patient, 
shall  be  deemed  strictly  confidential  and  shall  only  be  made 
available  either  as  part  of  the  record  of  such  hearing  or  oth- 
erwise; (1)  when  such  record  is  required,  in  its  entirety,  for 
purposes  of  judicial  review  pursuant  to  this  Act;  or  (2)  upon 
the  express,  written  consent  of  the  patient,  or  in  the  case  of 
his  death  or  disability,  of  his  personal  representative. 

Added  by  P.A.  79-1130,  § 1,  eff.  Aug.  1,  1975. 

Liability  for  disciplinary  action  without  reasonable  basis  in 
fact.]  § 17.12  In  the  event  that  the  Department’s  order  of 
revocation,  suspension,  placing  the  licensee  on  probationary 
status,  or  other  order  of  formal  disciplinary  action  is  without 
any  reasonable  basis  in  fact  of  any  kind,  then  the  State  of 
Illinois  shall  be  liable  to  the  injured  physician  for  those  special 
damages  he  has  suffered  as  a direct  result  of  such  order. 
Added  by  P.A.  79-1130.  § 1.  eff.  Aug.  1.  1975. 


Report  of  violations—  Immunity  from  liability— Assistance 
in  medical  competency  examinations— Hearing  officers.]  § 
17. 13  Any  physician  licensed  under  this  Act,  the  Illinois  State 
Medical  Society,  the  Illinois  Osteopathic  Association,  the 
Chiropractic  Association,  or  any  component  societies  of  any 
of  these  three  groups,  and  any  other  person,  may  report  to 
the  Board  any  information  such  physician,  association,  society, 
or  person  may  have  which  appears  to  show  that  a physician 
is  or  may  be  in  violation  of  any  of  the  provisions  of  Section 
16  of  the  Medical  Practice  Act.  Any  such  physician,  associ- 
ation, society  or  person,  participating  in  good  faith  in  the 
making  of  a report,  under  this  Act,  shall  have  immunity  from 
any  liability,  civil,  criminal,  or  that  otherwise  might  result 
by  reason  of  such  actions.  For  the  purpose  of  any  proceedings, 
civil  or  criminal,  the  good  faith  of  any  such  physician,  as- 
sociation, society  or  persons  shall  be  presumed.  The  Board 


may  request  the  Illinois  State  Medical  Society,  the  Illinois 
Osteopathic  Association,  or  the  Illinois  Chiropractic  Asso- 
ciation both  to  assist  the  Board  in  preparing  for  or  conducting 
any  medical  competency  examination  as  the  Board  may  deem 
appropriate.  The  Board  shall  retain  and  use  such  hearing  of- 
ficers as  it  deems  necessary. 

Amended  by  P.A.  80-965.  § /,  eff.  Sept.  22,  1977. 

Punishment  for  doing  certain  acts  without  license.]  § 24.  If 
any  person  holds  himself  out  to  the  public  as  being  engaged 
in  the  diagnosis  or  treatment  of  ailments  of  human  beings; 
or  suggests,  recommends  or  prescribes  any  form  of  treatment 
for  the  palliation,  relief  or  cure  of  any  physical  or  mental 
ailment  of  any  person  with  the  intention  of  receiving  therefore, 
either  directly  or  indirectly,  any  fee,  gift,  or  compensation 
whatsoever;  or  diagnosticates  or  attempts  to  diagnosticate, 
operate  upon,  profess  to  heal,  prescribe  for,  or  otherwise  treat 
any  ailment,  or  supposed  ailment,  of  another;  or  maintains 
an  office  for  examination  or  treatment  of  persons  afflicted, 
or  alleged  or  supposed  to  be  afflicted,  by  any  ailment;  or 
attaches  the  title  Doctor,  Physician,  Surgeon,  M.D.  or  any 
other  word  or  abbreviation  to  his  name,  indicating  that  he 
is  engaged  in  the  treatment  of  human  ailments  as  a business; 
and  does  not  possess  a valid  license  issued  by  the  authority 
of  this  State  to  practice  the  treatment  of  human  ailments  in 
any  manner,  he  shall  be  sentenced  as  provided  in  Section 
35.1. 

Amended  by  P.A.  77-2708.  § 1.  eff.  Jan.  1.  1973. 

§41.  Releases  from  liability  as  condition  of  medical  treatment 
is  against  public  policy.  Any  contract  or  agreement  signed  by 
any  person  prior  to  or  as  a condition  of  such  person  receiving 
medical  treatment  in  any  form,  which  releases  from  liability 
any  physician,  hospital  or  other  health  care  provider  for  any 
malfeasance,  misfeasance  or  nonfeasance  in  the  course  of  ad- 
ministering any  medical  treatment  or  service  is  void  and 
against  the  public  policy  of  the  State  of  Illinois. 

Added  by  P.A.  82-280.  eff.  July  1.  1982. 


DEPARTMENT  OF  REHABILITATION  SERVICES 


623  East  Admas  Street 
Springfield,  IL  62706 
Robert  W.  Granzeier,  Acting  Director 


The  Department  of  Rehabilitation  Services  is  a statutory 
agency  which  determines  medical  eligibility  for  applicants  for 
cash  benefits  under  Social  Security  Disability  Insurance,  Sup- 
plemental Security  Income,  provides  rehabilitation  services 
and  operates  residential/educational/rehabilitation  facilities 
for  disabled  adults  and  children  of  or  near  public  school  age 
who  cannot  be  appropriately  served  by  community  resources. 
Clients  who  have  a vocational  goal  are  provided  appropriate 


quality  rehabilitation  services  including  evaluation,  education, 
training,  guidance,  counseling,  job  placement  and  other  med- 
ical and  support  services.  For  eligible  persons,  the  Department 
provides  Home  Services  to  severely  disabled  persons  under 
the  age  of  60  who  do  not  have  a vocational  goal  but  who  are 
at  risk  of  being  institutionalized  on  a long-term  basis.  All 
services  are  provided  directly  or  indirectly  by  the  Department. 


ILLINOIS  HEALTH  FINANCE  AUTHORITY 


Marlin  J.  Koldyke,  Chicago,  Chairman  Gregory  A.  Hasty,  Peoria 
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Medical  Legal  Information 

The  purpose  of  this  section  is  to  present  to  the  Illinois  medical  community  a general  view  of  certain  medical-legal  principles 
and  relationships  which  many  physicians  may  encounter  in  the  ordinary  practice  of  their  profession.  Because  this  article  is 
intended  to  provide  information  of  a general  nature  only,  specific  problems  should  be  discussed  with  one’s  individual  attorney. 
While  this  presentation  is  not  all-inclusive,  it  will  afford  an  insight  into  the  more  common  considerations.  It  should  not  be 
construed  as  presenting  legal  opinion,  rather  general  considerations.  Information  is  intended  to  be  illustrative  only  and  does  not 
establish  nor  imply  a standard  of  care. 


ISMS  LEGAL  SERVICES 


The  Illinois  State  Medical  Society  retains,  on  a continuing 
basis,  a corporate  counsel  to  whom  the  Society  refers  legal 
questions  affecting  the  membership  as  a whole.  ISMS  also 
answers  specific  inquiries,  through  the  Board  ofTrustees,  made 
by  the  component  county  medical  societies  when  they  are  of 
general  interest  to  the  medical  community.  Although  the  Il- 


linois State  Medical  Society  does  not  provide  personal  legal 
advice  to  individual  members,  the  Society  does  believe  the 
following  information  will  help  further  each  physician’s 
awareness  of  certain  basic  legal  principles  and  concepts  vital 
to  his  practice.  For  personal  legal  services,  members  are  en- 
couraged to  retain  an  attorney. 


THE  PHYSICIAN-PATIENT  RELATIONSHIP 


Contractual  Relationship 

In  most  instances  the  physician-patient  relationship  is  a 
voluntary,  contractual  one.  Accordingly,  physicians  are  re- 
quired to  accept  only  those  patients  they  elect  to  treat.  The 
professional  services  rendered  on  behalf  of  particular  patients 
and  the  fees  compensating  the  physician  for  those  services 
are  to  be  agreed  between  the  physician  and  the  patient.  When- 
ever possible,  the  physician  should  discuss  his  fee  with  the 
patient  in  advance  of  treatment. 

While  the  physician/patient  relationship  is  mutually  elective, 
once  the  physician  has  undertaken  the  treatment  of  a particular 
patient,  he  is  under  a legal  duty,  subject  to  certain  exceptions 
discussed  below,  to  continue  his  attendance  so  long  as  the 
case  requires  attention. 

A physician  may  legally  terminate  his  attendance  of  a par- 
ticular case  in  several  ways: 

1.  The  contract  between  the  physician  and  the  patient  ex- 


pressly limits  the  scope  of  treatment; 

2.  The  patient  may  discharge  the  physician; 

3.  The  relationship  may  end  by  mutual  consent; 

4.  The  physician  may  legally  terminate  his  services  if  the 
patient  breaks  the  contract.  In  any  such  instance,  personal 
counsel  should  be  consulted. 

When  the  physician  has  a reasonable  basis  to  terminate  his 
care  of  the  patient,  he  must  provide  the  patient  with  sufficient, 
reasonable  written  notice  of  his  intention  to  withdraw  so  as 
to  enable  the  patient  to  secure  another  physician.  This  notice 
should  be  in  writing  and  briefly  explain  to  the  patient  the 
reason  for  the  intended  termination.  If  the  patient  returns  to 
the  attending  physician,  and  has  been  unable  to  procure  other 
medical  assistance,  the  attending  physician  should  not  refuse 
continued  treatment  until  a replacement  has  been  secured. 
Upon  request,  the  physician  should  make  copies  of  his  records 
of  the  care  he  rendered  to  the  patient  available  to  a new 
physician  selected  by  the  patient. 


PATIENT 

Illinois  law  provides  that  hospitals  in  the  state  shall,  upon 
the  written  demand  of  any  discharged  patient,  permit  that 
patient,  the  patient’s  physician  or  authorized  attorney  to  ex- 
amine and  make  copies  of  his  medical  records.  These  dis- 
closure provisions  do  not  apply  in  the  case  of  a psychiatrist- 
patient  relationship,  except  as  provided  by  the  Illinois  Mental 
Health  Code.  With  respect  to  the  physician’s  office  records, 
the  statute  was  amended  in  1976  to  provide  that  every  phy- 
sician shall,  upon  the  demand  of  any  patient  who  has  been 
treated  by  him,  permit  the  patient’s  attorney  or  physician 


RECORDS 

who  is  currently  treating  him  to  examine  and  copy  all  medical 
records  in  connection  with  the  treatment  of  the  patient.  Psy- 
chiatric records  are  excluded,  except  when  ordered  by  a Court 
and  as  provided  by  the  Illinois  Mental  Health  Code.  The 
physician  to  whom  the  request  is  directed  must  respond  within 
a reasonable  time  and  shall  be  reimbursed  by  the  patient  or 
his  representative  for  all  reasonable  costs  resulting  from  ex- 
amining or  duplicating  the  physician’s  records. 

Physicians  should  be  cognizant  of  legal  requirements  for 
confidentiality  of  alcohol  and  drug  abuse  patient  records. 


NEGLIGENCE  LIABILITY  OF  PHYSICIANS 


Illinois  law  requires  physicians  and  surgeons  to  exercise 
that  degree  of  reasonable  skill  as  is  used  in  ordinary  good 
practice.  The  failure  to  exercise  such  skill  can  result  in  liability 
if  the  patient  is  thereby  injured. 


In  recent  years,  in  part  through  the  adoption  of  new  laws, 
but  primarily  through  court  decisions,  professional  liability 
has  been  significantly  expanded.  A recent  ruling  of  the  Illinois 
Supreme  Court,  for  example,  extended  liability  in  a certain 
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circumstance  for  birth  defects  suffered  by  a child  as  a con- 
sequence of  an  injury  its  mother  suffered  eight  years  before 
the  child  was  conceived.  The  Court  reasoned  that  the  defendant 
hospital  and  doctor  should  have  known  that  the  harm  caused 
the  mother  could  have  resulted  in  injury  to  the  child  born 
many  years  later.  This  case  establishes  a “chain  of  account- 
ability” which  dramatically  increases  exposure  to  liability  and 
underscores  the  fact  that  the  problems  associated  with  medical 
malpractice  continue  to  jeopardize  the  delivery  of  quality 
medical  care. 

The  physician  is  liable  for  his  own  negligent  acts  and  the 
negligent  acts  of  all  employees  subject  to  his  control  or  su- 
pervision while  acting  within  the  scope  of  their  employment. 
In  the  case  of  a partnership,  he  also  may  be  liable  for  the 
negligent  acts  of  his  partners. 

Today  there  is  simply  no  existing  alternative  to  carrying 
adequate  liability  insurance.  However,  insurance  coverage  is 
not  a panacea  for  expanded  liability.  Each  physician  must 
undertake  affirmative  efforts  to  reduce  the  risks  associated 
with  the  rendering  of  health  care  services. 

The  American  Medical  Association  published  a pamphlet 
entitled  “Professional  Liability  and  the  Physician.”  Twenty 
guidelines  for  preventing  malpractice  actions  are  set  forth  in 
that  pamphlet: 

1 . The  physician  must  care  for  every  patient  with  scrupulous 
attention  given  to  the  requirements  of  good  medical  practice. 

2.  The  physician  must  know  and  exercise  his  legal  duty  to 
the  patient. 

3.  The  physician  must  avoid  destructive  and  unethical 
criticism  of  the  work  of  other  physicians. 

4.  The  physician  must  keep  records  which  clearly  show 
what  was  done  and  when  it  was  done  and  which  demonstrate 
that  the  care  given  met  fully  the  standards  of  good  care  as 
practiced  in  the  community  or  in  similar  communities.  Ifany 
patient  discontinues  treatment  before  he  should,  or  fails  to 
follow  instructions,  the  records  should  show  it;  a good  method 
is  to  preserve  a carbon  copy  of  the  physician’s  letter  advising 
the  patient  against  the  unwise  course. 

5.  A physician  must  avoid  making  any  statement  which 
constitutes,  or  might  be  construed  as  constituting,  an  admission 
of  fault  on  his  part.  He  should  instruct  employees  to  make 
no  such  statements. 

6.  The  physician  must  exercise  tact  as  well  as  professional 
ability  in  handling  his  patients,  and  should  insist  on  a profes- 
sional consultation  if  the  patient  is  not  doing  well,  if  the 
patient  is  unhappy  and  complaining,  or  if  the  family’s  attitude 
indicates  dissatisfaction. 

7.  The  physician  must  refrain  from  over-optimistic  prog- 
noses. 

8.  The  physician  must  advise  his  patients  of  any  intended 
absences  from  practice  and  recommend,  or  make  available, 
a qualified  substitute.  The  patient  must  not  be  abandoned. 

9.  The  physician  must  unfailingly  secure  a consent,  in 
writing,  for  medical  and  surgical  procedures  and  for  autopsy. 


10.  The  physician  must  carefully  select  and  supervise  as- 
sistants and  employees  and  take  great  care  in  delegating  duties 
to  them. 

1 1.  The  physician  should  limit  his  practice  to  those  fields 
which  are  well  within  his  qualifications. 

12.  The  physician  must  frequently  check  the  condition  of 
his  equipment  and  make  use  of  every  available  safety  in- 
stallation. 

13.  The  physician  should  make  every  effort  to  reach  an 
understanding  with  his  patient  in  the  matter  of  fees,  preferably 
in  advance  of  treatment. 

14.  The  physician  must  realize  that  it  is  dangerous  to  di- 
agnose or  prescribe  by  telephone. 

15.  The  physician  should  not  sterilize  a patient  solely  for 
the  patient’s  convenience,  except  after  a complete  explanation 
of  the  procedure  and  its  risks  and  possible  complications.  He 
must  also  first  obtain  a signed  consent  from  the  patient  and 
from  the  patient’s  spouse,  if  the  patient  is  married.  Eugenic 
sterilization  should  be  performed  only  in  conformity  with  the 
law  of  the  state,  if  any.  Sterilization  for  therapeutic  purposes 
may  be  performed  lawfully  with  the  consent  of  the  patient 
and  preferably  with  the  consent  of  the  patient’s  spouse,  if  the 
patient  is  married. 

16.  Except  in  an  actual  emergency  situation  which  makes 
it  impossible  to  avoid  doing  so,  a male  physician  should  not 
examine  a female  patient  unless  an  assistant  or  nurse,  or  a 
member  of  the  patient’s  family  is  present. 

17.  The  physician  should  exhaust  all  reasonable  methods 
of  securing  a diagnosis  before  embarking  upon  a therapeutic 
course. 

18.  The  physician  should  use  conservative  and  less  dan- 
gerous methods  of  diagnosis  and  treatment  wherever  possible, 
in  preference  to  highly  toxic  agents  or  dangerous  surgical 
procedures. 

19.  The  physician  should  read  the  manufacturer’s  brochure 
accompanying  a toxic  agent  to  be  used  for  diagnostic  or  ther- 
apeutic purposes  and,  in  addition,  should  ascertain  the  cus- 
tomary dosage  or  usage  in ‘his  area. 

20.  The  physician  should  be  aware  of  all  the  known  toxic 
reactions  to  any  drug  he  uses,  together  with  the  proper  methods 
for  treating  such  reactions. 

In  addition  to  these  general  guidelines  to  good  medical 
practice,  the  physician  should  keep  current  and  be  in  com- 
pliance with  hospital  regulations  and  standards  enforced  by 
governmental  agencies,  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  and  the  bylaws  of  his  hospital  and  its 
medical  staff.  The  physician  has  the  responsibility  to  maintain 
good  records  of  his  care  of  his  patients,  to  recommend  con- 
sultation when  the  advice  of  a specialist  is  indicated,  and  to 
keep  his  patients  informed  of  the  progress  of  their  care.  The 
physician,  as  a member  of  an  organized  hospital  medical  staff, 
also  has  the  duty  to  participate  in,  and  submit  to,  peer  review 
for  purposes  of  monitoring  his  professional  credentials  and 
performance  and  for  evaluating  the  quality  and  appropriate- 
ness of  the  patient  care  he  delivers. 


LIMITS  ON  LIABILITY-SPECIAL  SITUATIONS 


Under  the  “Good  Samaritan”  amendment  to  the  Medical 
Practice  Act,  physicians  who  in  good  faith  provide  emergency 
care  without  fee  to  a person,  shall  not,  as  a result  of  acts  or 
omissions,  except  willful  or  wanton  misconduct,  be  liable  for 
civil  damages. 

The  Medical  Practice  Act  further  provides  that  any  phy- 


sician, serving  on  any  medical  audit  or  peer  review  committee, 
shall  not  be  liable  for  civil  damages  as  a result  of  his  acts,  or 
omissions,  or  decisions  in  connection  with  his  duties  on  such 
committee,  except  those  acts,  omissions  or  decisions  which 
involve  willful  or  wanton  misconduct. 
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ILLINOIS  CONTROLLED  SUBSTANCES  ACT 


Under  the  Illinois  Controlled  Substances  Act,  physicians 
who  prescribe  or  dispense  various  controlled  substances  are 
required  to  register  with  the  Illinois  Department  of  Registration 
and  Education.  Physicians  who  dispense  “designated  prod- 
ucts,” must  comply  with  state  law  requiring  the  triplicate 
prescription  form,  whereby  the  dispensing  physician  must 


submit  copies  of  the  triplicate  prescription  to  the  Illinois 
Department  of  Registration  and  Education  in  the  same  manner 
as  a pharmacist  fulfilling  that  prescription.  Categories  of  drugs 
under  which  registration  is  required  are  almost  identical  to 
those  established  by  the  Federal  DEA.  Registration  must  be 
renewed  annually. 


AUTOPSY 


The  Illinois  Revised  Statutes  specifically  detail  the  conditions 
under  which  a physician  may  perform  an  autopsy.  Essentially, 
an  autopsy  may  be  performed  provided: 

1 . The  physician  has  a written  authorization  from  the  de- 
cedent to  do  so;  or 

2.  The  physician  has  a written  authorization  from  a sur- 
viving relative  who  has  the  right  to  determine  the  method 
for  disposing  of  the  body  or  a next  of  kin  or  other  person 
who  has  such  right  (a  “surviving  relative”  means  the 
spouse,  an  adult  child,  the  parent,  or  an  adult  brother 
or  sister  of  the  decedent);  or 

3.  The  physician  has  a telegraphic  or  telephonic  authori- 
zation from  a surviving  relative  who  has  the  right  to 
determine  the  method  for  disposing  of  the  body  or  a 
next  of  kin  or  other  person  who  has  such  right.  This  last 
provision  is  conditioned,  however,  upon  the  requirement 
that  the  telegraphic  or  telephonic  authorization  is  ver- 
ified, in  writing,  by  at  least  two  persons  who  were  present 
at  the  time  and  place  the  authorization  was  received. 

Illinois  law  specifically  provides  that  where  two  or  more 
persons  have  equal  right  to  determine  the  method  for  disposing 


of  the  body,  the  authorization  of  only  one  such  person  shall 
be  necessary,  unless,  before  the  autopsy  is  performed,  any 
others  having  such  equal  right  shall  object  in  writing  or,  if 
not  physically  present  in  the  community  where  the  autopsy 
is  to  be  performed,  by  telephonic  or  telegraphic  communi- 
cation to  the  physician  by  whom  the  autopsy  is  to  be  per- 
formed. 

While  authorization  may  be  given  to  a physician  or  hospital 
administrator  or  his  duly  authorized  representative,  only  a 
physician  shall  perform  the  autopsy.  The  authorized  personnel 
of  a hospital  or  other  qualified  personnel  selected  by  a phy- 
sician may  assist  a physician  performing  an  autopsy. 

The  term  “written  authorization,”  provided  for  above, 
means  any  printed,  typed  or  handwritten  communication 
signed  by  the  person  granting  the  authorization. 

In  order  to  avoid  the  possibility  of  liability,  autopsies  should 
only  be  performed  when  ordered  by  the  coroner  or  upon  the 
appropriate  written  consent  of  the  next  of  kin  as  specified 
above.  (The  coroner  may  order  an  autopsy  directly  against 
the  wishes  of  the  next  of  kin).  Cooperation  should  be  forth- 
coming in  cases  under  the  coroner’s  jurisdiction. 


CONSENT  OF  MINORS  TO  MEDICAL  TREATMENT 


1.  Situations  Where  Consent  Need  Not  Be  Obtained  For 
Treatment  of  a Minor:  Where  a hospital  or  a physician  renders 
emergency  treatment  or  first  aid  (or  a licensed  dentist  renders 
emergency  dental  treatment)  to  a minor,  consent  of  the  minor’s 
parent  or  legal  guardian  need  not  be  obtained  if,  in  the  sole 
opinion  of  the  physician,  dentist  or  hospital,  the  obtaining  of 
consent  is  not  reasonably  feasible  under  the  circumstances 
without  adversely  affecting  the  condition  of  such  minor’s 
health. 

2.  Parental  Consent  for  Treatment  of  a Minor  Child  When 
Parent  is  Also  a Minor:  Illinois  law  provides  that  any  parent, 
including  a parent  who  is  a minor,  may  consent  to  the  per- 
formance upon  his  or  her  child  of  a medical  or  surgical  pro- 
cedure by  a physician  licensed  to  practice  medicine  and  surgery 
or  a dental  procedure  by  a licensed  dentist.  The  consent  of 
such  parent  is  not  voidable  because  of  his  or  her  minority, 
and  Illinois  law  specifically  provides  that  this  parent,  who  is 
a minor,  is  deemed  to  have  the  same  legal  capacity  to  act 
and  shall  have  the  same  powers  and  obligations  as  has  a 
person  of  legal  age. 

The  consent  to  the  performance  of  a medical  or  surgical 
procedure,  by  a physician  licensed  to  practice  medicine  and 
surgery,  which  is  executed  by  a married  person  who  is  a minor 
or  by  a pregnant  woman  who  is  a minor,  or  a person  age  18 
or  older,  is  not  voidable  because  of  such  minority  and  Illinois 
law  further  provides  that  for  such  purpose,  such  married  per- 
son, who  is  a minor,  or  such  pregnant  woman,  who  is  a minor, 
or  a person  age  1 8 or  older,  is  deemed  to  have  the  same  legal 
capacity  to  act  and  has  the  same  powers  and  obligations  as 
has  a person  who  has  attained  majority  (age  18  or  older). 


3.  Birth  Control  Services  for  Minors:  Birth  control  services 
and  information  may  be  rendered  by  doctors  licensed  in  Illinois 
to  practice  medicine  in  all  of  its  branches  to  any  minor  who 
meets  any  of  the  following  criteria:  is  married;  is  a parent;  is 
pregnant;  has  the  consent  of  parent  or  legal  guardian;  as  to 
whom  the  failure  to  provide  such  services  would  create  a 
serious  health  hazard;  or  is  referred  for  such  services  by  a 
physician,  clergyman  or  a planned  parenthood  agency. 

4.  Venereal  Disease,  Drug  Use  and  Alcoholemia— Consent 
to  Treatment  By  Minor:  Notwithstanding  any  other  provision 
of  law,  a minor  12  years  of  age  or  older  who  may  have  come 
into  contact  with  any  venereal  disease  or  suffers  from  the  use 
of  depressant  or  stimulant  drugs,  as  defined  in  the  Drug  Abuse 
Control  Act,  or  narcotic  drugs,  as  defined  in  the  Uniform 
Narcotic  Drug  Act,  or  may  be  determined  to  be  an  alcoholic 
or  an  intoxicated  person,  as  defined  in  the  Alcoholism  and 
Intoxication  Treatment  Act,  may  give  consent  to  the  furnishing 
of  medical  care  or  counseling  related  to  the  diagnosis  or  treat- 
ment of  such  disease.  Each  incident  of  such  venereal  disease 
shall  be  reported  to  the  State  Department  of  Public  Health 
or  the  local  board  of  health  in  accordance  with  regulations 
adopted  pursuant  to  statute  or  ordinance.  The  consent  of  the 
parent,  parents,  or  legal  guardian  of  such  minor  shall  not  be 
necessary  to  authorize  medical  care  or  counseling  related  to 
the  diagnosis  or  treatment  of  such  disease  or  drug  or  narcotic 
use  or  alcohol  consumption.  The  consent  of  the  minor  shall 
be  valid  and  binding  as  if  the  minor  had  achieved  his  or  her 
majority.  Such  consent  shall  not  be  voidable,  nor  subject  to 
later  disaffirmance,  because  of  minority. 

Anyone  involved  in  the  furnishing  of  medical  care  or  coun- 


for  November,  1981 


369 


Medical-Legal 


Medical-Legal 


seling  related  to  the  diagnosis  or  treatment  of  such  minor’s 
disease  or  drug,  narcotic  or  alcohol  use  shall,  upon  the  minor’s 
consent,  make  reasonable  efforts,  to  involve  the  family  of 
such  minor  in  his  or  her  treatment,  if  the  person  furnishing 
such  treatment  believes  that  the  involvement  of  the  family 
will  not  be  detrimental  to  the  progress  and  care  of  such  minor. 
Reasonable  effort  shall  be  extended  to  assist  the  minor  in 
accepting  the  involvement  of  his  or  her  family  in  the  care 
and  treatment  being  given. 

5.  Notification  of  Parents  of  Minor  Treated  for  Alcohol 
Abuse:  However  in  any  instance  in  which  a minor  above  the 
age  of  12  years  is  being  treated  for  alcohol  use  the  person 
furnishing  such  treatment  shall  notify  the  parent  or  guardian 
of  such  minor  following  the  second  treatment  of  such  alcohol 
use  unless  in  that  person’s  professional  judgment  such  no- 
tification would  jeopardize  the  course  of  treatment  being  pur- 
sued. In  no  case,  however,  shall  a period  of  more  than  three 
months  elapse  without  the  parent  or  guardian  of  said  minor 
being  notified  of  the  treatment  afforded. 


6.  Notification  of  Parents  of  Minor  Treated  for  Venereal 
Disease  or  Chemical  Abuse:  Any  physician  who  provides 
diagnosis  or  treatment  or  any  licensed  clinical  psychologist 
or  professionally  trained  social  worker  with  a master’s  degree 
or  any  addiction  aid  or  addiction  specialist  employed  by  the 
Dangerous  Drugs  Commission  or  by  units  of  local  government 
or  by  agencies  or  organizations  operating  drug  abuse  programs 
funded  or  licensed  by  the  Federal  Government  or  the  State 
of  Illinois  or  any  qualified  person  employed  by  or  associated 
with  any  public  or  private  alcoholism  program  licensed  by 
the  State  of  Illinois  who  provides  counseling  to  a minor  patient 
who  has  come  into  contact  with  any  venereal  disease  or  suffers 
from  the  use  of  any  drug  or  narcotic  or  from  alcohol  con- 
sumption referred  to  in  the  section  immediately  preceding 
may,  but  shall  not  be  obligated  to,  inform  the  parent,  parents, 
or  guardian  of  any  such  minor  as  to  the  treatment  given  or 
needed. 


UNEMPLOYMENT  COMPENSATION 


The  Illinois  Unemployment  Compensation  law  mandates 
coverage  by  physicians  who  employ  only  one  person.  If  phy- 
sicians have  specific  questions  regarding  the  applicability  of 


unemployment  compensation  to  their  employees,  they  should 
consult  the  Illinois  Department  of  Labor,  Division  of  Un- 
employment Compensation,  or  their  attorney. 


BLOOD  LABELING 


The  Illinois  Blood  Labeling  Act  contains  three  requirements 
of  particular  importance  to  the  medical  profession: 

1.  No  person  may  administer  blood  by  transfusion  in  Il- 
linois unless  the  container  of  such  blood  is  labeled  in  con- 
formity with  regulations  developed  and  specified  by  the  Illinois 
Department  of  Public  Health; 

2.  When  blood  is  administered  by  transfusion  in  Illinois, 
the  identification  number  of  the  unit  of  blood  must  be  recorded 
in  the  patient’s  medical  record  and  the  label  on  the  container 
of  blood  may  not  be  removed  before  or  during  the  admin- 
istration of  that  blood  by  transfusion; 


3.  As  of  July  1,  1973,  no  blood  (which  has  been  initially 
acquired  by  purchase)  may  be  administered  by  transfusion 
in  Illinois  unless: 

a.  The  physician  in  charge  of  the  treatment  of  the  patient 
to  whom  the  blood  is  to  be  administered  has  directed 
that  such  purchased  blood  be  administered  to  that  pa- 
tient; and 

b.  The  physician  in  charge  of  the  treatment  of  the  patient 
has  specified  in  the  patient’s  medical  record  his  reason 
for  such  action. 


IMMUNIZATION 


In  1973,  the  Illinois  General  Assembly  eliminated  a listing 
of  specific  diseases  against  which  there  must  be  immunization 
and  transferred  responsibility  for  determination  of  these  to 
the  Illinois  Department  of  Public  Health.  Thus,  the  director 
will  promulgate  regulations,  which  may  change  from  time  to 


time,  as  to  those  diseases  against  which  children  will  be  im- 
munized. This  affects  the  School  Code  and  the  Communicable 
Disease  Act.  A comprehensive  treatment  of  immunization 
requirements  was  published  in  the  September,  1980,  IMJ. 


MEDICAL  CORPORATIONS 


Until  1963,  when  the  Illinois  General  Assembly  passed  the 
Medical  Corporation  Act,  physicians  were  not  able  to  avail 
themselves  of  the  legal  advantages  of  doing  business  as  a 
corporation.  A primary  reason  for  forbidding  the  use  of  the 
corporate  form  for  doctors  was  that  the  personal  assets  of  the 
officers,  directors  and  stockholders  are  generally  beyond  the 
reach  of  creditors,  including  persons  who  acquire  a legal  claim 
against  the  corporation  after  suffering  injury  resulting  from 
the  actions  of  the  agents  of  the  corporation.  Because  the  public 
wished  to  insure  itself  of  the  best  medical  care,  the  law  would 
not  permit  doctors  to  insulate  themselves  from  personal 


malpractice  liability  by  the  use  of  a “corporate  shield.”  How- 
ever, the  corporation  can  be  sued  as  the  employer  and  the 
individual  doctor-employee  can  also  be  sued. 

The  corporate  form  does,  however,  present  certain  advan- 
tages, particularly  in  the  area  of  taxation.  There  has  never 
been  a compelling  reason  to  deny  these  benefits  to  doctors 
and  other  professionals. 

Under  the  Illinois  law,  all  the  shareholders,  officers  and 
directors  of  a medical  corporation  must  be  licensed  physicians. 
In  the  case  of  a professional  services  corporation  also  au- 
thorized under  current  Illinois  law,  the  secretary  of  the  cor- 
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poration  need  not  be  a physician. 

The  corporation  must  register  with  the  Illinois  Department 
of  Registration  and  Education  under  whose  auspices  it  is 
permitted  to  operate,  in  addition  to  the  requirements  of  filing 


with  the  office  of  the  Secretary  of  State.  This  law  explicitly 
denies  physicians  working  within  a corporation  the  right  to 
insulate  their  personal  assets  from  malpractice  liability. 


MDs  EXCLUDED  FROM  ‘CERTIFICATE  OF  NEED’  CONTROLS 


Plans  to  build,  expand,  move  or  sell  a hospital,  nursing 
home  or  surgicenter  require  approval  of  the  State  Health 
Facilities  Planning  Board. 

A provision  in  the  original  legislation  which  would  have 
brought  physicians’  offices  and  clinics  under  “certificate  of 
need”  regulation  was  withdrawn  because  of  vigorous  ISMS 
opposition.  At  the  federal  level,  renewed  efforts  are  underway 
to  bring  all  outpatient  facilities,  including  the  doctor’s  office, 
under  the  provisions  of  the  law. 

This  law  covers  construction  or  modification  plans  involving 
an  expenditure  of  more  than  $ 1 50,000,  or  a substantial  change 
in  services  or  bed  capacity. 

Under  Public  Law  93-641,  local  Health  Services  Agencies 
are  to  hold  public  hearings  on  all  applications  for  construction 
or  expansion  of  facilities  before  submitting  a recommendation 
to  the  state  Health  Planning  Board  for  final  action. 

The  state  agency  is  required  to  study:  (1)  area  size;  (2) 


population  and  growth  potential;  (3)  number  of  existing  and 
planned  facilities  offering  similar  services;  (4)  utilization  of 
existing  facilities;  (5)  availability  of  alternative  facilities  and 
services;  and,  (6)  availability  of  necessary  personnel. 

Undoubtedly,  the  role  of  health  planning  agencies  will  ex- 
pand and  the  physician  will  feel  the  effects  and  influence  of 
regulations  promulgated  by  these  organizations.  While  the 
private  practice  of  medicine  is  as  yet  relatively  “free”  of  the 
jurisdiction  of  these  agencies,  the  decisions  of  the  Board  are 
already  reaching  out  to  limit  the  purchase  of  new  equipment 
and  the  development  of  new  services  by  hospitals  and  other 
institutions  in  which  the  doctor  performs  many  of  his  profes- 
sional services.  It  is  reasonable  to  expect  that  with  the  current 
government  emphases  on  cost  containment  in  health  care, 
the  physician’s  practice  can  and  will  be  affected.  Therefore, 
it  is  in  each  physician’s  best  interest  to  monitor  these  de- 
velopments closely  in  the  months  and  years  ahead. 


CURRENT  DEVELOPMENTS  IN  HEALTH  LAW 


The  current  health  scene  is  shaped,  at  least  in  part,  by  the 
adoption  of  a multiplicity  of  new  laws  and  regulations,  by 
court  decisions  and  by  the  methods  employed  by  the  many 
agencies  functioning  at  all  levels  of  government.  For  example, 
the  Federal  Trade  Commission  continues  its  aggressive  in- 
vestigations of  the  health  field,  even  though  a Supreme  Court 
decision  diluted  their  efforts  to  eliminate  the  use  of  a Relative 
Value  Scale  in  setting  fees  for  anesthesiologists. 

Unfortunately,  litigation  based  in  medical  malpractice  is 
increasing  once  again,  stimulated  by  recent  court  decisions 
which  expand  liability  for  doctors  and  hospitals.  One  set  of 
decisions  by  the  Illinois  Supreme  Court  gave  new  impetus  to 
the  practice  of  apportioning  “fault”  among  joint-tortfeasors. 
It  heightened  the  prospect  of  hospitals  and  doctors  suing  each 
other  in  third  party  lawsuits  in  order  to  distribute  the  re- 
sponsibility for  settlements  and  judgments  arising  out  of  neg- 


ligence lawsuits  based  on  the  degree  of  liability  attributed  to 
each  named  co-defendant.  The  added  stress  and  costs  will 
not  be  absorbed  easily  by  the  health  field.  Another  recent 
Illinois  Supreme  Court  decision  ruled  that  radiation  (used  in 
therapy)  is  a product,  not  a professional  service,  and,  as  such, 
shall  be  governed  by  the  legal  doctrine  of  strict  liability.  This 
decision  places  a higher  standard  of  care  on  doctors  and  hos- 
pitals in  the  circumstances  surrounding  the  administration  of 
radiation  therapy.  There  will  exist  a kind  of  “presumption” 
of  negligence  in  any  case  resulting  in  an  injury  to  a patient 
who  has  received  radiation. 

In  response  to  these  and  earlier  developments  in  the  field 
of  health  law,  the  Illinois  State  Medical  Society,  through  its 
Board  of  Trustees,  addresses  specific  issues  and  attempts  to 
take  action  to  obviate  or  minimize  negative  impact  on  phy- 
sicians or  the  profession. 


ILLINOIS  LAW 


In  a complex,  technology-oriented  society,  with  an  ever- 
increasing  degree  of  sophistication  among  consumers,  and  a 
burgeoning  bureaucracy,  laws  and  regulations  have  been  put 
into  place  to  protect  the  public  good.  While  restrictive  laws 
are  regarded  as  impositions  by  some,  they  are  a fact  of  life. 
Some  laws,  of  course,  are  viewed  differently  by  different  peo- 
ple. And  some  laws  are  considered  by  some  to  be  unjust, 
discriminatory,  or  inequitable.  Generally,  however,  most 
people  recognize  the  need  to  have  an  orderly  system  under 
which  the  affairs  of  society  are  conducted. 

With  respect  to  the  practice  of  medicine,  many  sections  of 
the  statutes  refer  to  items  controlling  or  describing  activities 
of  a physician.  Others  limit  the  public.  Further  references 
govern  various  health  care  situations  in  society.  All  physicians 
are  impacted  upon  by  the  statutes,  and  by  the  Rules  and 
Regulations,  if  any,  implementing  them.  It  is  important  that 
there  be  knowledge  of  these  laws.  It  is  just  as  important  that 
physicians  have  a personal  attorney  to  assist  in  assuring  com- 
pliance with  the  statutes. 

By  reference  to  the  volumes  codifying  Illinois  law,  one  can 


generally  identify  if  any  particular  statute  applies  to  oneself 
in  a given  situation.  To  help  ISMS  members  find  these,  the 
three  volumes  of  Illinois  Revised  Statutes  (1979)  have  been 
researched.  While  it  would  be  impossible  to  reprint  all  per- 
tinent parts  of  the  laws,  an  index  has  been  developed.  This 
sets  forth  the  chapter  and  statute  section,  and  the  title  of  the 
Act  or  section.  Using  this  and  referencing  the  statutes  (available 
in  all  libraries,  attorneys’  offices,  as  well  as  other  locations), 
one  can  read  what  the  law  says  on  the  subject  contained 
therein. 

Rather  than  attempting  to  lump  the  statutes  into  subject 
groupings,  a straight  run  through  has  been  accomplished. 
Groupings  would  result  in  duplication  and  possible  misin- 
terpretations. While  the  listing  is  as  complete  as  possible,  it 
is  possible  that  some  items  could  have  been  overlooked. 
Notification  of  omission,  to  IMJ,  would  be  appreciated.  No 
interpretation  is  intended  or  implied;  every  physician  should 
consult  an  attorney  to  determine  application  to  individual 
situations. 
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Index  of  Statutes  Relating  to  Medicine 

Refer  to  Illinois  Revised  Statutes,  1979 


CHAPTER  8-ANIMALS 

Section  363:  Report  of  bite  by  dog  or  other  animal 


Sections  5301-5314:  Cancer  and  Tumor  Relief  Act 
Sections  5351-5353:  Public  Non-Sectarian  Hospitals  Act 


CHAPTER  10- ARBITRATION  AND  AWARDS 

Sections  201-214:  Health  Care  Arbitration  Act  (An  Act 
in  relation  to  arbitration  in  health  care 
malpractice  cases,  . . . ) 

CHAPTER  15'/2  — AVIATION 

Section  22.42  (4):  Regulation  of  airmen 

CHAPTER  23 -CHARITIES  AND  PUBLIC  WELFARE 

Public  Aid  Code  generally 
Section  5-5:  Medical  Assistance-Medical  Services 
Section  5-9:  Choice  of  Medical  Dispensers 
Section  6-5:  General  Assistance-Medical  Practitioners 
Section  12-4.25  to  12-4.27:  Denial,  suspension  or  term- 
ination of  eligibility  to  par- 
ticipate as  vendor  of  goods 
or  services. 

TB  Sanitarium  Districts  generally  (Section  170 Iff) 
Abused  and  Neglected  Child  Reporting  Act  generally 
(Section  205 1 et  seq.) 

Section  2054-2054.1 : Persons  required  to  report 
Section  2055:  Temporary  protective  custody 
Section  2059:  Immunity  from  liability 
Section  2402-2404:  Psychiatric  examination  (of  persons 
charged  with  sexual  crimes  against 
children). 

Controlled  Substances  Addicts  Act  generally  (Section 
350  Iff) 

Section  3505:  Examination  (by  a physician) 
Department  of  Children  and  Family  Services  generally 
(Section  5001) 

Section  5005a:  Reimbursable  services 
Sections  5091-5094:  Advisory  Committee  on  Medical 
Costs  and  Utilization  of  Services 
Act 


CHAPTER  31 -CORONERS 

Sections  10-10.7:  Inquest  (Autopsy,  etc.) 

Sections  41-45:  Autopsy 

CHAPTER  32-CORPORATIONS 

Section  157.3-1:  Medical  corporations 
Section  157.3-2:  Professional  Service  Corporations 
Sections  551-562H:  Hospital  Service  Corporations  Act 
Sections  563-594.2:  Medical  Service  Plan  Act 
Sections  595-624:  Voluntary  Health  Services  Plans  Act 
Sections  631-648:  Medical  Corporation  Act 


CHAPTER  34-COUNTIES 

Section  419:  Public  health 
Section  419.1:  Emergency  Ambulance  Service 
Section  419.2:  Contracts  with  Community  Mental  Health 
Board 

Section  429.17:  Clinics  for  alcoholics 
Sections  5001-5005:  Boards  of  Health  Act 
Sections  501 1-5029:  County  Hospitals  Governing  Com- 
mission Act 

Sections  5101-5140:  County  Tuberculosis  Sanitariums 
Act 

Sections  5201-5216:  TB  Sanitarium  Districts  Act 


CHAPTER  37-COURTS 

Section  706-4:  Psychiatric  Departments  (Probation) 

CHAPTER  38-CRIMINAL  LAW  AND  PROCEDURE 

Section  4-3:  Mental  state 
Section  6-2:  Insanity 

Sections  22-50  to  22-55:  Hypodermic  Syringes  and 
Needles  Act 

Section  24-3.1(4-6):  Unlawful  possession  of  firearms 
Sections  60-1  to  60-11:  Antitrust  Act 
Sections  81-1  to  81-4:  Intoxicating  Compounds  Act 
Sections  81-11  to  81-19:  Abortion  Law  (1973) 

Sections  81-21  to  81-35:  Abortion  Law  (1975) 

Sections  81-51  to  81-55:  Abortion  Parental  Consent  Act 
Sections  83-4  and  83-8:  Firearms  owners 
Sections  105-1.01  to  105.10:  Sexually  Dangerous  Persons 
Act 

Sections  115-6:  Appointment  of  Trial  Psychiatrist 
Sections  156-1:  Production  of  witnesses 
Section  206-3.2:  Notification  of  Treatment  of  Firearm 
Injury  or  Injury  in  Commission  of  or 
Received  from  Criminal  Offense 
Sections  1003-8-5  to  1003-8-6:  Transfer  to  and  Return 

from  Department  of 
Mental  Health  (Code  of 
Corrections) 

Sections  1003-10-5  to  1003-10-6:  ditto  (Juvenile  Code) 
Sections  1005-1-8:  Defendant  in  need  of  Mental  Treat- 
ment 

Sections  1005-2-1  to  1005-2-4:  Fitness  (for  trial  or  sen- 
tencing) 

CHAPTER  40-DOMESTIC  RELATIONS 

Section  204-206:  Medical  examination  (for  marriage  li- 
cense) 

Section  401:  Dissolution  of  marriage 
Section  605-606:  Investigations  and  reports  (child  cus- 
tody) 

Section  1020:  Insane  person’s  right  secured 
Section  1355:  Examination  (Paternity  Act) 

Sections  1401-1407:  Blood  tests  to  determine  paternity 

CHAPTER  46-ELECTIONS 

Section  19-3:  Absentee  voter  form  for  physical  incapacity 

CHAPTER  48 -EMPLOYMENT 

Section  137.5-1:  Liability  (of  employers)  for  providing 
emergency  medical  or  first  aid  care- 
exclusions 

Section  138.8:  (Workmen’s  Compensation)  Amount  of 
compensation;  medical,  surgical  and  hos- 
pital services 

Section  138.12:  Physical  examinations  (and  records) 
Section  138.16:  Hospital  records 
Section  138.19(c):  Appointment  of  examining  physician 
Section  17 2d- 17 2g:  Medical  examinations  of  employees 
and  applicants 

Section  172.47:  (Occupational  Diseases)  Physical  ex- 
aminations—Autopsy 
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Section  172.51:  Hospital  Records 

Section  172.54(c):  Appointment  of  examining  physician 

Section  372:  “Hospital”  defined 

CHAPTER  51 -EVIDENCE 

Section  3.01:  Records  of  coroner’s  medical  examiner 
Section  3.02:  Coroner’s  protocol  or  autopsy  report 
Section  3.03:  Subpoena  of  persons  preparing  coroner’s 
report  or  records 

Section  5.1:  Physician-patient  relationship  (confiden- 
tiality) 

Section  6 1:  Payment  or  offer  to  provide  or  pay  for  medical, 
etc.  services— Effect— Admissibility  as  evi- 
dence. 

Sections  71-73:  An  Act  relating  to  inspection  of  hospital 
and  physician  records 

Sections  101-105:  An  Act  providing  for  the  confidential 
nature  of  medical  studies  . . . and 
committees  of  accredited  hospitals 

CHAPTER  53 -FEES  AND  SALARIES 

Section  65:  Fees  of  witnesses,  per  diem  and  mileage 

CHAPTER  55 -FERRIES 

Section  18:  Order  of  crossing  (physician  priority) 

CHAPTER  56 Vi  — FOOD  AND  DRUGS 

Section  129.22:  Personnel  — Physical  examination  (Milk 
Processing  Act) 

Section  308:  Medical  Certificate  (Meat  and  Poultry  Act- 
employees) 

Section  501  to  526:  Food,  Drug  and  Cosmetic  Act  (es- 
pecially sections  502.4,  503.12, 
503.13,  503.14  [substitution],  514, 
515,  516  [prescriptions]  517) 
Sections  601-606:  Choke-Saving  Methods  Act 
Sections  701-719:  Cannabis  Control  Act 
Sections  1100-1602:  Controlled  Substances  Act 
Sections  1701-1706:  Intergovernmental  Drug  Laws  En- 
forcement Act 

Sections  1801-1804:  Laetrile 
Sections  1901-1906:  Chymopapain 

CHAPTER  65  — HABEAS  CORPUS 

Section  14:  Examination  in  case  of  sickness,  etc. 

CHAPTER  70 -INJURIES 

Section  1-2.2:  Wrongful  Death  Act 

CHAPTER  73-INSURANCE 

Sections  964-982:  Accident  and  Health  Insurance  (Phys- 
ical examinations,  claims,  denials  of 
benefits) 

Sections  1065.201  to  1065.221:  Medical  Injury  Insurance 

Reparations  Commission 
and  J.U.A. 

Sections  1065.300  to  1065.315:  Patients  Compensation 

Fund 

CHAPTER  75-JAILS  AND  JAILERS 

Section  19:  Medical  aid  furnished 

CHAPTER  78 -JURORS 

Section  4:  Exemptions 


CHAPTER  82-LIENS 

Section  97-101:  Hospital  Liens 
Sections  101.1-101.6:  Physicians’  Liens 

CHAPTER  83-LIMITATIONS 

Section  15:  Personal  injuries 

Section  15.1:  Loss  of  consortium  — Injuries  to  person  of 
another 

Section  16:  Oral  contracts 

Section  17:  Writings— New  contract 

Section  22:  Exceptions  as  to  minors,  etc. 

Section  22.1:  Tort  or  breach  of  contract  actions  arising 
from  patient  care 

CHAPTER  85 -LOCAL  GOVERNMENT 

Sections  6-101  to  6-109:  Medical,  Hospital  and  Public 
Health  activities 

Sections  921-930:  Medical  Service  Facility  Act 

CHAPTER  91  '/2  — MENTAL  HEALTH 

Sections  1-100  to  6-107:  Mental  Health  and  Develop- 
mental Disabilities  Code 
Sections  50-1  to  50-5:  Compact  on  Mental  Health 
Sections  50-21  to  50-22:  Compact  on  Mentally  Disordered 
Persons 

Section  100-5.1:  Prescription  of  drugs  in  institutions 
Section  100-10:  Prevention  of  alcoholism 
Section  100-33.2:  Psychopharmacology  training  for  De- 
partment physicians 

Sections  120.1  to  120.29:  Dangerous  Drug  Abuse  Act 
Sections  501  to  521:  Alcoholism  and  Intoxication  Treat- 
ment Act 

Sections  801-817:  Confidentiality  Act 

CHAPTER  95V2  — MOTOR  VEHICLES 

Section  6-103:  What  persons  shall  not  be  licensed  or 
granted  permits 

Sections  506-1  to  506-14:  Drivers  License  Medical  Re- 
view Act 

CHAPTER  lOO'A- NUISANCES 

Section  15:  Selling,  etc.,  controlled  substances 

CHAPTER  106‘/2-PARTNERSHIP 

Sections  101-110:  Professional  Associations 

CHAPTER  110— CIVIL  PRACTICE  ACT 

Section  34:  Prayer  for  relief  (personal  injury  ad  damnum) 
Section  38:  Counterclaims 
Section  41:  Untrue  statements 

Section  58.2a:  Release  from  liability  as  condition  of 
medical  treatment 
Section  62:  Subpoenas 

Section  68.4:  Deduction  of  compensated  items  from 
awards  in  medical  liability  cases 
Section  100:  Examination  of  Litigant,  Physical  or  Mental 

CHAPTER  110 A — PRACTICE  RULES 

Section  201:  General  discovery  provisions 
Section  21 5:  Physical  and  Mental  Examination  of  Parties 
and  Other  Persons 

Section  237:  Compelling  appearance  of  witnesses 
Sections  751-770:  Attorney  Registration  and  Disciplinary 
Commission 

CHAPTER  llOG -PROBATE 

Sections  301-311:  Uniform  Anatomical  Gift  Act 
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CHAPTER  111 -PROFESSIONS  AND  OCCUPATIONS 

Section  1427:  Medical  examinations  (boxing,  wrestling) 
Section  1430:  Referees,  physicians,  etc.  (athletic  exhi- 
bitions) 

Sections  2202-2255:  Dental  Practice  Act 
Sections  3401-3437:  Nurse  Practice  Act 
Sections  3801-3833:  Optometry  Practice  Act 
Sections  4001-4053:  Pharmacy  Practice  Act 
Sections  4201-4231:  Physical  Therapy  Practice  Act 
Medical  Practice  Act  generally  (Sections  4401-4477) 
Section  4404:  Emergency  care  of  injured-exemption  from 
liability 

Section  4412:  Continuing  education 
Section  4433:  Revocation  of  license— grounds 
Section  4434:  Listing  of  names,  title,  etc.  (advertising) 
Sections  4435-4452:  Medical  Disciplinary  Board 
Sections  4501-4503:  Consent  (by  minors) 

Sections  4504-4505:  Venereal  disease— drug  use— alco- 
holism—consent  to  treatment  by 
minors— Notification  of  parents 
Section  4751-4769:  Physicians  Assistants  Act 
Sections  4901-4942:  Podiatry  Practice  Act 
Section  5301-5329:  Psychologist  Registration  Act 
Section  6301-6325:  Social  Workers  Registratiop  Act 

CHAPTER  lll*/2- PUBLIC  HEALTH  AND  SAFETY 

Section  17:  Power  and  duties  of  public  health  officers 
Section  22.1:  Rheumatic  fever  and  rheumatic  heart  dis- 
ease—Distribution  of  prophylactic  medi- 
cines 

Section  22. 1 1-22.12:  Prevention  of  certain  communicable 
diseases 

Section  22.31-22.33.01:  Chronic  renal  disease  treatment 
Section  22a-22b:  Anti-polio  vaccine 
Sections  73-1  to  73-29:  Vital  Records  Act 
Sections  86-87:  Emergency  Medical  Treatment  Act 
Sections  87a-87c:  Emergency  Medical  Technicians  Li- 
ability Act 

Sections  87-1  to  87-9:  Rape  Victims  Emergency  Treat- 
ment Act 

Sections  142-157:  Hospital  Licensing  Act 

Sections  157-8.1  to  157-8.16:  Ambulatory  Surgical 

Treatment  Center  Act 
Section  157-1 1:  Hospital  X-Ray  or  Roentgen  Photographs 
(retention) 

Sections  194  to  200:  Radiation  Installations  Act 
Sections  211  to  229:  Radiation  Protection  Act 
Section  600:  (Blood)  Donors-Age-Involuntary  Donations 
Sections  601-101  to  611-103:  Blood  Bank  Act 
Section  622-103:  Clinical  laboratory  or  laboratory 
Sections  626-101  to  626-104:  Qualifications,  clinical  lab- 
oratory director 

Section  702:  Registration  (Laser  systems) 

Sections  2101-2113:  Prevention  of  Developmental  Dis- 
ability Act 

Sections  2301-2317:  Alcoholism  Treatment  Licensing  Act 
Sections  2601-2611:  High  Blood  Pressure  Control  Act 
Sections  2701-2707:  Governor’s  Council  on  Health  and 
Physical  Fitness 

Section  2802.06:  Physician  (Home  Health  Agency  Li- 
censing Act) 

Sections  2901-2905:  Hemophilia  Care  Act 
Sections  4101-4114:  Pre-Hospital  Emergency  Medical 
Services  Act 

Section  4651:  Birth  Control  Services  for  Minors 
Sections  4702-4708:  Prevention  of  Blindness  of  Newly 
Born  Infants 

Sections  4801-4803:  Syphilis 
Sections  4903-4905:  Phenylketonuria 
Sections  5101-5103 ; Liability  relating  to  use  of  human 
blood,  organs  or  tissue 


Section  5201:  Liability  and  rights  of  persons  refusing 
abortion 

Sections  5301-5314:  Right  of  Conscience  Act 

CHAPTER  114:  RAILROADS  AND  WAREHOUSES 

Section  159:  Surgeon  to  instruct  trainmen 

CHAPTER  116 -RECORDS 

Sections  59  to  64:  Uniform  Preservation  of  Private  Busi- 
ness Records  Act 

CHAPTER  121>/2 -SALES 

Sections  157.21a  to  157.21c:  Fraudulent  Advertising 
Sections  341-343:  Examinations  and  Glasses  (limits  ad- 
vertising) 

Sections  501-533:  Retail  Installment  Sales  Act 
Section  502.2:  Services 


CHAPTER  122 -SCHOOLS 

Section  24-5:  Physical  fitness  (teachers) 

Section  27-8. 1:  Physical  examination  and  Immunization 
(pupils) 


CHAPTER  126-SLANDER  AND  LIBEL 

Section  21:  Communicable  Disease  Reports  (Immunity) 


CHAPTER  127-STATE  GOVERNMENT 

Section  6.04:  Psychiatric  Advisory  Council 
Section  6.06:  Advisory  Board  on  Cancer  Control;  Ad- 
visory Hospital  Council;  Advisory  Board 
on  Necropsy  Service;  Tuberculosis  Advi- 
sory Committee 

Section  53:  Powers  of  Department  of  Mental  Health  and 
Developmental  Disabilities 

Section  55.01:  Right,  Powers  and  Duties  of  State  Board 
of  Health 

Section  55. 13:  Acquisition  and  distribution  of  drugs  and 
medicine  (Public  Health) 

Section  55.31:  General  hospitals,  standards 
Section  55.36:  Report  on  hepatitis  viruses 
Section  60:  Powers  conferred  for  laws  regulating  profes- 
sions (Registration  and  Education) 

Section  60a:  Examining  Committee  (medical) 

Sections  60c-60n:  Revocation  procedures  (licenses) 


CHAPTER  144 -UNIVERSITIES 

Section  54. 1 1:  An  Act  requiring  teaching  of  general  prac- 
tice in  medical  schools 
Section  67.1:  Services  for  Crippled  Children 
Section  178- 180:  Manpower  planning  and  analysis  (health 
education) 

Section  1451-1459:  Family  Practice  Residency  Programs 
Act 

Sections  1551-1554:  Use  of  bodies  of  deceased  to  promote 
medical  science 


This  tabulation  refers  only  to  general  sections  of  the  statutes, 
in  most  instances.  For  reference  to  more  specific  items,  one 
could  consult  the  Index  to  the  Statutes  (Volume  4). 
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Joint  Commission  on  Accreditation  of  Hospitals 
Medical  Staff  Standards 


Principle 

There  shall  be  a single  organized  medical  staff  that  has  the 
overall  responsibility  for  the  quality  of  all  medical  care  provided 
to  patients,  and  for  the  ethical  conduct  and  professional  practices 
of  its  members,  as  well  as  for  accounting  therefore  to  the  gov- 
erning body. 

Standard  I:  The  medical  staff  shall  assure  that  each 

member  is  qualified  for  membership,  and 
shall  strive  to  maintain  the  optimal  level  of 
professional  performance  of  its  members 
through  the  appointment/reappointment 
procedure,  the  specific  delineation  of  clinical 
privileges,  and  the  periodic  in-depth  reap- 
praisal of  each  staff  member.  (Interpretative 
information  accompanying  this  standard  de- 
tails provisions  for  qualifications,  method  of 
selection,  privilege  delineation  and  staff  reap- 
pointment/reappraisal.) 

Standard  II:  The  medical  staff  shall  be  organized  to  ac- 

complish its  required  functions.  (Interpre- 
tative information  accompanying  this 
standard  details  provisions  for  medical  staff 
categorization,  e.g.,  active,  associate,  courtesy, 
consulting,  and  honorary  staff;  provisional 
and  temporary  status,  medical  staff  officers, 
executive  committee  and  departments.) 

Standard  III:  The  medical  staff  shall  develop  and  adopt 


bylaws,  rules  and  regulations  to  establish  a 
framework  of  self-government  and  a means 
of  accountability  to  the  governing  body. 

Standard  IV:  The  medical  staff  shall  provide  mechanisms 
for  the  regular  review,  evaluation,  and  mon- 
itoring of  medical  staff  practice  and  functions. 
Such  mechanisms  shall  be  designed  to  main- 
tain high  professional  standards  of  care. 
(Interpretative  information  accompanying 
this  standard  details  provisions  for  tissue  re- 
view, pharmacy  and  therapeutics  and  medical 
record  functions,  blood  utilization  and  anti- 
biotic usage  review  and  other  staff  functions.) 

Standard  V:  The  medical  staff  shall  participate  in  a pro- 

gram of  continuing  education. 

The  Joint  Commission  on  Accreditation  of  Hospitals  re- 
cently revised  the  Accreditation  Manual  for  Hospitals.  A copy 
of  the  revised  manual  has  been  sent  to  each  accredited  Illinois 
hospital.  The  medical  staff  standards  are  given  extensive 
interpretation,  which  is  not  included  herein,  but  should  be 
obtained  from  the  revised  manual  for  a full  understanding. 
The  new  manual  also  includes  extensive  revisions  in  several 
other  sections,  which  impact  on  medical  staff  activities,  and 
should  be  examined. 

In  significant  part,  this  section  is  reprinted  by  permission 
from  the  “JCAH  Accreditation  Manual  for  Hospitals,”  1982 
edition,  pages  93-109. 
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D 
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Abstracts  of  Board  Actions 

(Continued  fron  page  280) 


ICCME 

Following  an  in  depth  study  of  the  structural  relationship  of  ISMS  and  the  Illinois  Council  on 
Continuing  Medical  Education  (ICCME),  the  Board  reaffirmed  the  present  relationship  between 
ISMS  and  ICCME,  but  approved  several  revisions  in  that  relationship: 

1 . ICCME  will  remain  a separate  corporate  entity  and  continue  the  current  method 
of  appointing  members  to  its  Board  of  Directors. 

2.  The  staff  functions  of  ICCME  will  be  transferred  to  a Division  of  Education 
within  the  staff  structure  of  ISMS.  The  director  of  that  division  would  be  an 
appropriately  qualified  professional  educator.  The  ICCME  Board  would  act 
as  a consulting  committee  in  the  selection  of  a suitable  candidate,  but  personnel 
decisions  and  other  administrative  matters  would  remain  within  the  purview 
of  the  ISMS  Executive  Administrator.  The  ICCME  Board  also  would  continue 
to  direct  division  functions  relating  to  ICCME. 

3.  ICCME  activity  under  the  new  structure  would  be  funded  from  AMA-ERF, 
membership  dues  from  ISMS  and  such  other  funds  as  can  be  received  from 
grants. 

The  Board  deferred  action  on  recommendations  from  the  Committee  on  CME  Accreditation 
regarding  the  second  draft  of  the  Essentials  for  the  Accreditation  of  Sponsors  of  Continuing  Medical 
Education  adopted  by  the  Accreditation  Council  for  Continuing  Medical  Education.  Also  deferred 
was  action  on  a recommendation  that  the  Committee  be  allowed  to  grant  “probational”  accre- 
ditation to  CME  sponsors  which  had  been  granted  “provisional”  status  earlier  rather  than  be 
forced  to  either  grant  full  accreditation  or  non-accreditation. 

POLICY  REVISIONS 

Upon  recommendation  of  its  Policy  Committee,  the  Board  agreed  to  submit  resolutions  to  the 
Flouse  of  Delegates  to  revise  ISMS  policies  on  “Physicians,”  and  “ISMS  Candidates  for  AMA 
Positions.”  The  Board  also  voted  to  retain  policies  on  “Freedom  of  Choice,”  “Professional  Li- 
ability,” “Prolonging  Human  Life,”  “Medical  Testimony,”  and  “Electromyoneurographic  Pro- 
cedures and  Examinations.”  Deletion  of  the  Society’s  policy  on  “Birth  Certificates”  will  be 
recommended  to  the  House. 

Based  upon  actions  at  the  last  House  meeting,  the  Board  adopted  the  following  policies  for 
publication  in  the  policy  manual: 

Health  Systems  Agencies  (Res.  36-A81) 

The  Illinois  State  Medical  Society  supports  legislative  activity  by  the  American 
Medical  Association  repealing  the  Federal  Health  Planning  Act,  Public  Law  93- 
641  and  Public  Law  96-79  as  amended.  As  an  interim  policy,  ISMS  will  seek 
legislative  amendment  in  Congress  or  an  administrative  exemption  removing 
those  portions  of  the  Health  Planning  Act  which  impose  penalties  on  states  not 
in  compliance  with  Federal  SHPDA  designated  criteria. 

Hospices  (Res.  12-A81) 

A hospice  is  a centrally  administered  program  of  palliative  and  supportive 
services  providing  medical,  social,  psychological  and  spiritual  care  for  terminally 
ill  persons  and  their  families.  Services  are  provided  by  a medically-supervised, 
interdisciplinary  team  of  professionals  and  volunteers.  Care  is  offered  24  hours 
a day,  seven  days  a week,  through  either  inpatient  settings,  home  care  or  a com- 
bination of  both.  Bereavement  counseling  is  provided  for  the  survivors. 

IDPA  Drug  Manual  (Res.  44-A81) 

ISMS  approves  the  concept  that  pharmaceutical  products  for  inclusion  in  the 
IDPA  Drug  Manual  be  based  on  therapeutic  effectiveness  rather  than  cost.  While 
ISMS  members  will  continue  to  be  cost  conscious  in  all  aspects  of  medical  care, 
this  care  must  be  based  upon  therapeutic  considerations  and  bioequivalence. 
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Anaphylactic  Reactions  to  Insect  Stings  (Res.  2-A81) 

ISMS  favors  development  of  mechanisms  to  allow  the  availability  of  epinephrine, 
through  appropriately  trained  persons,  upon  the  prescription  of  a physician. 
Cardiopulmonary  Resuscitation  (Resolution  27-A81) 

ISMS  encourages  basic  cardiac  life  support  training  in  Illinois  high  schools. 
Reimbursement  for  Treating  Medicaid  Patients  (Res.  40-41-A81) 

The  Illinois  State  Medical  Society  approves  in  principle  the  concept  of  amending 
appropriate  state  and  federal  laws  to  provide  physicians  with  the  option  of  taking 
state  and  federal  income  tax  credits  or  deductions  in  lieu  of  direct  reimbursement 
for  the  treatment  of  public  aid  recipients. 

55  M.P.H.  Speed  Limit  (Res.  34-A81) 

The  Illinois  State  Medical  Society  opposes  an  increase  in  the  55  mile-per-hour 
speed  limit. 


The  Board  added  the  following  language  to  the  Society’s  policy  on  “Medical  Education  — 
Schools”:  “ISMS  supports  the  concept  that  Illinois  medical  students,  whose  medical  education 
is  supported  by  Illinois  tax  money,  be  encouraged  to  remain  in  Illinois  to  practice.”  Editorial 
changes  in  the  preamble  of  the  policy  manual  and  the  policy  on  “Mental  Health”  also  were 
adopted.  A proposed  revision  in  policy  on  “Expert  Witnesses”  was  referred  to  the  Medical  Legal 
Council  and  a policy  statement  on  “Utilization  Review,  Commercial”  was  referred  to  legal  counsel 
for  further  study. 


FINANCIAL  MATTERS 

Upon  the  recommendation  of  its  Finance  Committee,  the  Board  accepted  a proposal  by  Ernst 
and  Whinney  to  conduct  a study  which  would:  (1)  Analyze  the  Society’s  financial  situation  in 
context  of  its  current  five-year  dues  plan;  (2)  Guide  ISMS  in  developing  its  reserve  funds;  and 
(3)  Determine  the  need  for  a dues  increase.  The  accounting  firm  agreed  to  conduct  the  study  at 
no  charge  to  the  Society.  Ernst  and  Whinney  currently  serves  as  auditors  for  ISMIE  and  ISMIS. 

In  other  financial  matters,  the  Board: 

1.  Agreed  to  transfer  $217,278  from  the  contingency  fund  to  the  operating  fund 
to  offset  expenses  incurred  in  the  Society’s  defense  of  the  Wilk  case. 

2.  Approved  41  changes  in  dues  status,  including  23  exemptions  for  cause,  eight 
transfers  to  emeritus  and  10  transfers  to  retired. 

3.  Eliminated  the  mandatory  5%  employee  contribution  to  the  pension  plan. 

4.  Authorized  retention  of  a new  ISMS  staff  member  to  oversee  an  expanded 
marketing  program  to  increase  the  number  of  ISMS,  ISMIE,  and  IMPAC 
members.  Costs  for  the  new  employee  will  be  shared  by  ISMS  and  ISMIS, 
although  retention  of  a suitable  individual  and  administrative  authority  will 
remain  the  responsibility  of  the  ISMS  Executive  Administrator. 

LEGISLATION 

The  Board  approved  a stand  of  no  opposition  to  legislation  mandating  the  use  of  motorcycle 
helmets.  Draft  legislation  on  rural  and  urban  health  initiatives,  insurance  reimbursement  for 
emergency  medical  care,  and  revisions  in  the  Nurse  Practice  Act  was  referred  to  appropriate 
ISMS  Councils  for  further  study.  The  Board  also  agreed  to  submit  to  the  House  of  Delegates  a 
resolution  directing  ISMS  to  amend  current  policy  to  allow  ISMS  to  seek  legislation  which  would 
provide  for  the  following  legal  definition  of  death: 

A determination  of  death  is  a medical  diagnosis  which  must  be  made  in  accordance 
with  accepted  medical  standards  by  a physician  licensed  to  practice  medicine  in 
all  its  branches,  which  may  be  made  when  an  individual  has  sustained  either:  (1) 
Irreversible  cessation  of  circulatory  and  respiratory  functions,  or  (2)  Irreversible 
cessation  of  all  functions  of  the  entire  brain,  including  the  brain  stem. 
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HEALTH  PLANNING 

The  Board  voted  to  submit  two  resolutions  to  the  House  of  Delegates  concerning  health  planning. 
The  first  would  direct  the  Board  to  investigate  potential  for  state  planning  legislation  in  the  event 
the  federal  planning  law  is  not  renewed  and  make  recommendations  about  what  would  constitute 
acceptable  and  unacceptable  elements  of  a state  planning  program.  The  second  resolution  would 
urge  legislators  and  planning  officials  to  separate  planning  functions  from  health  regulatory  functions 
in  accordance  with  the  definition  of  health  planning  in  the  AMA  statement  on  Voluntary  Health 
Planning. 

IDPA  DRUG  MANUAL 

The  Board  approved  the  following  drugs  for  inclusion  in  the  IDPA  Drug  Manual:  Zomax, 
Ascendin,  RID,  Liban  Spray,  Albuterol  Inhalor,  Nubain,  Ludiomil,  and  Capoten  (prior  approval 
only).  IDPA  recently  informed  ISMS  that  the  Department,  rather  than  the  Society’s  Committee 
on  Drugs  and  Therapeutics,  will  grant  special  approval  for  use  of  drugs  not  appearing  in  the 
IDPA  Drug  Manual. 

HMOs 

The  Board  will  recommend  to  the  House  of  Delegates  a resolution  supporting  development  of 
public  education  materials  delineating  the  positive  aspects  of  existing  modes  of  medical  treatment. 
The  Board  action  is  coupled  with  a recommendation  to  not  adopt  Resolution  16-A81  which 
would  have  directed  ISMS  to  actively  oppose  establishment  of  HMOs  and  IPAs.  An  audio-visual 
presentation  explaining  the  differences  between  HMOs  and  fee-for-service  practice  was  presented 
to  the  Board  and  approved  for  showing  at  the  Leadership  Conference  being  held  in  conjunction 
with  the  HOD  Interim  Session. 

PHYSICIAN  LIABILITY  FOR  STATE  SERVICE 

At  the  Board’s  direction,  representatives  of  ISMS  will  meet  with  the  Governor’s  aides  to  urge 
the  Administration  to  seek  legislation  to  broaden  the  State  Employees  Indemnification  Act  to 
include  individuals  appointed  to  state  boards,  commissions  and  committees.  ISMS  will  express 
its  reluctance  to  nominate  physicians  for  state  bodies  unless  adequate  protection  from  liability 
can  be  assured. 

The  Board  action  stems  from  the  Illinois  attorney  general’s  recent  opinion  that  the  state  cannot 
indemnify  or  defend  a physician  who  is  being  sued  as  the  result  of  his  action  as  an  IDPH  consultant 
in  an  investigation  of  a hospital’s  activities.  Since  ISMS  had  recommended  the  physician  for 
appointment  as  the  consultant,  the  Board  agreed  to  provide  up  to  $5,000  in  legal  fee  assistance 
to  the  physician. 

STAFF  REORGANIZATION 

The  Board  of  Trustees  was  informed  of  the  revised  structure  of  the  ISMS  staff  which  is  being 
changed  effective  January  1 . The  new  organization  will  offer  several  important  advantages,  including 
a more  pyramidical  structure,  increased  delegation  of  responsibility  and  increased  upward  mobility 
for  employees.  The  new  structure  also  is  being  designed  to  allow  a distinction  between  “admin- 
istration” of  ISMS  and  “management”  of  the  Society’s  programs  and  activities.  A revised  or- 
ganizational chart  will  appear  in  an  upcoming  issue  of  IMJ. 

OTHER  ACTIONS 

In  other  actions  during  its  meeting,  the  Board  of  Trustees: 

1 . Appointed  a study  committee  to  examine  options  available  when  the  lease  on 
the  Society’s  office  space  expires  in  November,  1984. 

2.  Approved  the  nominations  of:  Dr.  John  Masterson,  former  dean  of  the  Loyola 
Medical  School,  for  the  AMA’s  Distinguished  Service  Award;  and  W.  Clement 
Stone  for  the  AMA  Citation  of  a Layman  for  Distinguished  Service. 

3.  Encouraged  county  medical  societies  to  process  pending  membership  appli- 
cations on  a timely  basis. 
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4.  Authorized  ISMS  to  join  the  Illinois  Hospital  Association  in  filing  an  amicus 
curiae  (friend-of-the-court)  brief  in  a case  before  the  Supreme  Court  addressing 
the  issue  of  patient  confidentiality.  The  case  involves  a Madison  County  states 
attorney  seeking  to  examine  local  IDPH  patient  records  on  venereal  disease 
treatments  in  an  effort  to  discover  potential  witnesses  against  an  IDPH  employee 
accused  of  molesting  female  patients.  Total  ISMS  expenditures  in  the  action 
are  expected  to  be  $200. 

5.  Postponed  a planned  symposium  on  allied  health  as  part  of  the  ISMS  Leadership 
Conference,  Nov.  5-7,  due  to  a conflict  with  the  annual  meeting  of  the  Illinois 
Nurses  Association.  The  Board  also  agreed  to  co-sponsor  with  INA  a program 
on  communications  between  physicians  and  nurses,  subject  to  INA  approval. 

6.  Authorized  development  of  a pilot  five-minute  publjc  service  radio  program 
to  be  distributed  to  Illinois  stations.  The  program  would  be  moderated  by  the 
ISMS  president  and  would  focus  on  social,  economic  and  medical  issues  af- 
fecting patients. 

7.  Approved  advertising  rate  hikes  of  10%  for  black  and  white  and  5%  for  color 
ads  for  the  Illinois  Medical  Journal.  Rates  for  classified  ads  and  subscriptions 
were  held  constant. 

8.  Endorsed  an  IDPH  pilot  program  to  test  the  effectiveness  of  a “tickler  card” 
system  to  insure  that  children  receive  required  immunizations. 

9.  Encouraged  workmen’s  compensation  insurance  carriers  to  utilize  county  peer 
review  systems  to  review  physician  services  rather  than  establishing  a new 
layer  of  arbitration  panels.  The  Illinois  Department  of  Personnel  will  be  en- 
couraged to  also  use  appropriate  county  medical  societies  for  specialist  review 
when  state  employees  are  involved.  ISMS  will  assist  insurers  in  efforts  to 
educate  physicians  about  the  rehabilitation  of  insured  workers  and  methods 
of  facilitating  the  employee’s  return  to  the  workplace. 
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1000  Elmhurst  Rd.  at 
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1982 

Travel  Programs 
Sponsored  by  ISMS 

The  following  ISMS-sponsored  travel  pro- 
grams have  been  scheduled  for  1982:  Feb. 
13-22-Ski  Holiday  in  Innsbruck;  March  6- 
1 3-Mexician  Rivera  on  the  Love  Boat;  May 
15-25-Nile  River  Cruise;  Aug.  24-Sept.  2- 
Canadian  Rockies  Adventure. 

Reservations  cannot  be  accepted  unless 
they  are  submitted  on  the  official  form 
printed  in  promotional  brochures  which  are 
mailed  to  all  ISMS  and  Auxiliary  members. 
Individuals  outside  a member’s  immediate 
family  will  be  placed  on  standby  status  until 
all  ISMS  members  have  had  reasonable  time 
to  make  reservations.  Promotional  expenses 
connected  with  these  programs  are  paid  by 
the  tour  operator.  Contact  ISMS  head- 
quarters for  additional  information. 
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IMPAC 


Illinois  State  Medical  Society 
Political  Action  Committee 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 


“We  admit  that  we  are  political,  admit  it 
openly,  unreservedly.  We  are  nothing  for  the 
odium  that  is  bound  up  with  the  work  in  the 
eyes  of  certain  fools  . . . The  friend  of 
humanity  cannot  recognize  a distinction 
between  what  is  political  and  what  is  not. 
There  is  nothing  that  is  not  political. 
Everything  is  political.” 

Setembrini 
The  Magic  Mountain 
By  Thomas  Mann 


Contributions  are  not  limited  to  the  suggested  amount  Neither  the  Illinois  State  Medical  Society  nor  the  AMA  will  favor  or  disadvantage  anyone  based  upon  the 
amounts  of  or  failure  to  make  pac  contributions  Contributions  are  subject  to  the  limitations  of  FEC  regulations.  Sections  1 10.1.  1 10.2,  10.5.  (Federal  Regulations 

require  this  notice  ) IMPAC  reports  are  filed  with  the  State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections.  1020  South 
Spring  Street.  Springfield.  Illinois.  02704.  Voluntary  membership  contributions  support  political  action  committee  membership  In  IMPAC  for  candidates  for  pubHc 
office  In  Hllnols  and  candidates  for  federal  office  elsewhere  through  AMPAC. 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 

Northern  Illinois  Office 
T.  J.  PANDAK,  J.  C.  KUNCHES, 

L.  R.  GANNON,  and  W.  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 


Medical  Student  Section  in  Action 


Enrichment  Years 


The  concept  of  an  enrichment  year  is  not  new. 
However,  in  Illinois,  it  is  still  unusual.  A growing 
number  of  students  feel  dissatisfied  with  their 
experiences  in  the  pre-clinical  sciences.  Many 
students  feel  that  these  years  are  treated  only  as 
preparation  for  the  National  Board  Exam,  Part 
I,  with  little  emphasis  on  integrating  information. 
Post-sophomore  programs  offer  medical  students 
an  opportunity  to  spend  a year  with  a clinical 
faculty  (pathology,  medicine,  etc.).  This  gives 
them  an  early  foothold  in  literature  and  allows 
the  information  from  preclinical  years  to  form  a 
cohesive  framework  for  differential  diagnosis.  The 
benefits  of  such  programs  are  not  limited  to  the 
students. 

The  school  also  benefits.  Typically,  a well-run 
post-sophomore  program  infuses  its  students  with 
an  enthusiasm  for  medicine  that  spreads  very 
quickly.  Coupled  with  the  evidence  that  these 
students  are  significantly  more  prepared  for  their 
clinical  years,  the  school  becomes  more  com- 
petitive for  placement  in  prestigious  residencies. 
In  two  ways,  then,  the  school’s  reputation  is  im- 
proved—initially,  by  better  residency  placement 
and  secondly,  by  an  enrichment  program  that 
entices  better  students  to  that  school. 

The  staff  of  the  school  benefits  on  several  ac- 
counts as  well.  The  interaction  of  students  and 
instructors  in  the  post-sophomore  year  allows 
continuity  of  teaching  with  a one-on-one  ap- 
proach. Weaknesses  can  be  strengthened  and 
strengths  can  be  challenged  to  become  stronger. 
Often,  attending  physicians  working  in  these  pro- 
grams report  that  they  enjoy  the  challenge  of  stu- 
dent discussions  stemming  from  current 
literature.  The  clinical  staff  benefits  as  well.  They 
find  it  refreshing  to  speak  with  students  who  have 


read  and  are  able  to  use  the  information  of  re- 
searchers on  a wide  variety  of  topics.  It  is  not 
unusual  for  post-sophomore  students  to  be  treated 
as  residents  in  their  interactions  on  the  floors. 

It  is  clear  though,  that  the  greatest  benefit  of 
an  enrichment  program  is  the  individual  student. 
The  awareness  of  how  much  there  is  to  know  and 
how  little  one  knows  allows  a student  to  judge 
his  or  her  capabilities.  The  structure  of  the  year 
allows  the  student  to  pursue  ideas  of  interest, 
understand  previously  cloudy  concepts  and  hear 
experts  on  a wide  variety  of  topics.  Most  re- 
warding however,  is  the  opportunity  to  learn  to 
keep  current  with  the  literature.  It  is  a frightening 
experience  to  see  a doctor  who  hasn’t  turned  the 
pages  of  a journal  in  years.  Understanding  current 
problems  in  the  literature  as  well  as  studying  clas- 
sic papers  in  any  area  provides  a necessary 
professional  framework.  And  it  is  easier  to  keep 
up,  once  the  journals  and  authors  have  become 
familiar. 

Clearly,  these  programs  can  have  a positive 
long-range  effect  on  our  profession.  Taking  a year 
during  medical  training  allows  the  physician  in 
later  years  to  be  self-motivated  in  continuing  ed- 
ucation. It  is  worth  the  time  of  every  medical 
student  who  is  interested  in  this  to  seek  out  such 
a program  or  to  urge  his  or  her  own  clinical  de- 
partments to  offer  them.  As  students  have  already 
discovered,  even  on  bad  days,  one  can’t  help  but 
learn— the  educational  potential  is  so  great. 

Linda  Tetzlaff,  Secretary/Editor 
ISMS/MSS 

Linda  Tetzlaff  is  currently  doing  a Post-Sopho- 
more Program  with  the  Department  of  Pathology, 
Rush- Presbyterian- St.  Luke’s  Hospital. 


I his  article  represents  the  opinion  of  its  author  only,  and  is  not  intended  to  reflect  the  opinions  or  policies  of  the  Illinois  State  Medical  Society  or  the  ISMS  Medical 
Student  Section. 
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ARE  YOU  USING 
YESTERDAYS  METHODS 
TO  CONTROL 
YOUR  PRACTICE  TODAY? 


The  Annson  Patient  Medical 
Billing  System  has  revolutionized 
medical  accounting  procedures  and 
record  keeping.  Total  control  of  your 
practice — with  all  its  increasingly 
complex  details — is  within  your 
grasp. 


The  Annson  System  is  a 
computer  program  package 
specifically  adapted  to  the  medical 
profession.  When  used  with  the 
efficient  IBM  5120  Computing 
System,  it  simplifies  daily  handling 
of  ledgers  and  payments,  gives 
instant  access  to  patient  information, 
prints  cumbersome  insurance  forms 


and  more.  Which  all  adds  up  to  an 
increased  cash  flow  . . . among 
other  things. 

“Other  things”?  Let  us  show 
you  the  potential  of  the  Annson 
Patient  Medical  Billing  System  as 
applied  to  your  practice  ...  for 
total  control. 

Annson  Corporation 
4350  Oakton  Skokie,  IL  60076 
673-1184 


IMIMSOINIS 
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GIVES  YOU  TOTAL 
CONTROL  NOW 
AND  TOMORROW 


A RATIONAL  ALTERNATIVE 
FOR  STEREO  EQUIPMENT  BUYERS 


There' s a good  reason  why  this 
advertisement  is  markedly  different  from 
most  of  our  competitors’ . We  believe  anyone 
planning  to  invest  in  a fine  audio  system 
should  be  approached  in  a calm,  reasoned 
and  unpressured  manner.  It's  our  way  of 
showing  respect  for  our  customers,  our 
products  and  our  service. 

At  first  glance,  our  stores  appear  to 
be  much  the  same  as  anyone  else’s. 
However,  you'll  find  appearances 
are  deceiving  if  you  talk  with 
our  people.  Every  salesper- 
son working  for  Audio  Con- 
sultants has  enough  technical 
knowledge  to  troubleshoot 
audio  equipment,  install  it, 
and  explain  how  it  works.  So 
the  person  you  talk  with  isn't 
just  selling  manufacturers' 
promises.  He’s  using  his 
knowledge  and  experience  to 
help  you  obtain  the  best  pos- 
sible system  — whether  it’s 
for  your  home  or  place  of 
business.  In  fact,  if  you're 
interested  in  any  custom  de- 
sign work  or  installation,  we 
can  help  you  with  that,  too. 

As  you  look  around, 
you’ll  see  that  the 
brands  we  carry  are 
the  very  finest  on  the  market  today.  Names 
such  as  Apt,  Bang  & Olufsen,  Crown, 
Dahlquist,  Dual,  Magnepan,  McIntosh, 
Tandberg,  Thorens,  Threshold,  Yamaha, 
and  many  others.  We  make  our  own 
evaluations  because  we  believe  if  we  can't 
personally  recommend  something,  we 


simply  don’t  offer  it.  Our  criteria  are  based 
on  our  own  tests  which  are  continuously 
updated  as  new  models  and  brands  are  intro- 
duced. 

We  also  have  a fine  selection  of  used 
equipment  at  both  stores.  Everything  is 
honestly  labeled  and  warranted  so  you  know 


exactly  what  you’re  getting. 

All  equipment,  both  new  and  used,  can 
be  purchased  via  a number  of  convenient 
payment  plans. 

hould  you  buy  from  us,  and  we  hope 
you  do,  your  equipment  will  be 
backed  by  one  of  the  finest  service 
departments  in  the  area.  To  give  you  an  idea 
of  how  important  we  consider  this  aspect  of 
our  business,  we  employ  as  many  people  to 
inspect,  test  and  service  systems  as  we  do  to 


sell  them.  We  also  maintain  complete  and 
up-to-date  testing  equipment  and  an 
extensive  inventory  of  parts. 

Before  we  sell  anything,  we'll  unpack 
it  and  give  it  a thorough  check  to  make  sure 
it  performs  exactly  according  to  the 
manufacturer's  specifications.  And  when  we 
install  a system  in  your  home,  we  make  sure 
once  again  that  everything  is  properly 
adjusted.  We'll  even  help  you  place  your 
system  so  you  get  the  best  sound  possible. 

Naturally,  we  guarantee  everything 
we  sell.  For  example,  on  all  our 
systems  there’s  an  automatic 
three-year  guarantee  on  both  parts  and  labor 
— plus  an  extra  two  years  of  guaranteed 
parts  replacement.  And  if  your  component 
should  have  to  remain  in  our  service 
department  for  more  than  five  days,  we'll 
lend  you  a substitute. 

Many  of  our  customers  buy  a system 
with  the  intention  of  upgrading  it  in  the 
future.  For  this  reason,  we  offer  a Speaker 


Exchange.  This  means  if  you  decide  to  buy  a 
better  pair  of  speakers,  we'll  give  you  the 
full  price  you  paid  for  the  original  ones  when 
you  trade  up.  However,  there  are  two 
conditions:  you  must  complete  the  exchange 
within  a year  of  your  purchase,  and  you  can 
do  it  only  once. 

Now  let's  talk  prices.  If  our 

advertising  fails  to  give  you  the 
impression  of  a fire  sale  or 
truckload  bonanza,  it’s  simply  because  our 


prices  are  competitive  all  year  round.  It's 
also  because  we’re  trying  to  offer  our 
customers  a good  deal  more  than  just 
equipment.  So  you  won’t  find  any 
screaming  headlines,  day-glo  banners  or 
dancing  bears.  Instead,  at  Audio  Consultants 
you'll  get  straight  answers,  honest  help  and 
a fair  price. 

inally  it  goes  without  saying,  we 
would  like  very  much  to  have  your 
business.  But  just  as  importantly, 
we  want  you  to  be  satisfied.  This  means  that 
after  the  sale  we  want  you  to  have  complete 
peace  of  mind  — without  worries,  doubts  or 
uncertainties.  We  want  you  to  know  we 
really  care  about  you  as  a customer  — 
whether  the  system  you  buy  costs  $500  or 
$5000.  That's  why  if  your  buy  something 
from  us  and  decide  you  don’t  want  it,  bring 
it  back.  We’ll  refund  your  money.  All  of  it. 

Because  at  Audio  Consultants,  no  sale 
is  final  until  you're  satisfied. 


auDio  consuLTanTS 

the  finest  in  stereo 

1014  Davis  Street,  Evanston,  Illinois  60201  757  N.  Milwaukee  Ave.,  Libertyville,  Illinois  60048 

Phone  864-9565  Phone  362-5594 

If  you  wish  to  be  on  our  mailing  list,  send  your  name  and  address  to  the  store  nearest  you. 


An  excellent  system  at  a reasonable  price.  $995 


This  is  just  one  example  of  how 
we  put  quality  components  into  a 
balanced  system . We  can  also 
put  together  a system  designed 
especially  for  your  needs,  you 
music,  your  listening  area,  and 
your  budget. 


The  Harman/Kardon  570i 

provides  45  watts  per  channel, 
low  distortion  and  a wide  array  of 
features  not  usually  found  on 
units  in  its  price  range. 

The  Boston  Acoustics  A 100 
speakers  combine  deep  bass, 
wide  dispersion  and  good  stereo 
imaging  for  musical  accuracy  at 
an  affordable  price. 

The  Dual  508  single  play, 
semi-automatic  turntable  with 
its  ultra-low  mass  tone  arm 
coupled  with  Signet’s  TK5e 
cartridge  is  our  preferred 
selection  for  this  system. 
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Illinois  Society,  American  Association 

of  Medical  Assistants 


National  Convention 


Illinois  Society  representatives  attended  the 
25th  annual  national  convention  of  AAMA  at 
Milwaukee,  Wisconsin  in  September.  That  gath- 
ering was  intended  to  evaluate  the  progress  of 
AAMA  over  the  last  25  years  and  reaffirm  that 
the  association’s  founding  goals  were  still  attain- 
able. 

Robert  R.  Hartman,  M.D.,  of  Jacksonville,  Il- 
linois, was  elected  to  the  national  physicians’  ad- 
visory board.  John  L.  Wright,  M.D.  and  Dr. 
Hartman  were  honored  at  a reception  sponsored 
by  the  Illinois  Society.  Dr.  Wright  has  completed 
his  term  of  office  as  physician  advisor  for  the 
national  organization. 

As  an  Illinois  State  Medical  Society  liaison,  Dr. 
Hartman  anticipates  a renewed  commitment  on 
the  part  of  AAMA  members  and  physician-ad- 
visors.  Illinois  Society  seeks  recognition  from  Il- 
linois physicians  and  acknowledgment  of  the 
value  of  AAMA  membership  for  their  health  care 
personnel. 

National  officers  in  attendance  from  Illinois 
included  Luella  Mitchell,  CMA,  vice-speaker  of 
the  AAMA  House  of  Delegates.  Ina  L.  Yenerich, 
RT,CMA-AC,  executive  director,  AAMA,  re- 
ported on  the  current  status  of  AAMA  activities. 
Cissy  Egly,  CMA,  coordinated  the  25th  Anni- 
versary convention  events.  Vivian  Kraft,  CMA- 
AC,  served  on  the  national  convention  credential 
committee,  and  Jean  Fouts,  LPN,  chaired  the 
committee  for  the  election  of  Dr.  Hartman  and 
the  reception  honoring  Dr.  Wright  and  Dr.  Hart- 
man. 

Further  information  regarding  AAMA  may  be 
obtained  by  contacting  Mary  Lu  Ostrowski, 
CMA,  president,  Illinois  Society,  1 704  East  Jack- 
son  Street,  Bloomington,  Illinois,  61701,  or  Mari 


Lakadat,  chairman,  Public  Relations  Committee, 
c/o  William  Sawyer,  M.D.,  107  East  Chestnut 
Street,  Bloomington,  Illinois  61701. 


Think  Snow!! 

COLORADO 

CONDOS 

BEAVER  CREEK 
VAIL 

Two,  three  and  four  bedroom 
condo  rentals  available  for  the  '81- 
'82  ski  season.  World  class  skiing! 
Beaver  Creek,  Colorado,  10  min. 
west  of  Vail.  (Pre-construction  sales 
prices  also  available.) 

312/969-7708 

312/969-7714 
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OBITUARIES 


*Bugsch,  Ludvik  A.,  Chicago,  died  September  22, 
1981,  at  the  age  of  68.  Dr.  Bugsch  was  a 1940 
graduate  of  medical  school  in  Czechoslovakia. 
**Burt,  Elliott,  Peoria,  died  September  7,  1981 
at  the  age  of  78.  Dr.  Burt  was  a 1929  graduate 
of  the  Northwestern  University  Medical  School. 
**Cassidy,  George  P.,  Waukegan,  died  July  10, 
1981,  at  the  age  of  93.  Dr.  Cassidy  was  a 1926 
graduate  of  the  University  of  Health  Sciences, 
Chicago  Medical  School. 

**Cassidy,  Raymond  M.,  Oak  Park,  died  July  5, 
1981  at  the  age  of  80.  Dr.  Cassidy  was  a 1929 
graduate  of  Rush  Medical  College. 

*Ciulini,  Fausto,  Chicago,  died  August  29,  1981 
at  the  age  of  71.  Dr.  Ciulini  was  a 1938  graduate 
of  the  Chicago  Medical  School. 

*Chrisos,  Sam  S.,  Chicago,  died  September  7, 
1981,  at  the  age  of  67.  Dr.  Chrisos  was  a 1940 
graduate  of  Rush  Medical  College. 

**Coombs,  Arthur  J.,  Chicago,  died  July  1 , 1981, 
at  the  age  of  85.  Dr.  Coombs  was  a 1926  graduate 
of  Rush  Medical  College. 

Felix,  E.  Robert,  died  September  9,  1981,  at  the 
age  of  53. 

**Fischer,  Jacob  Warren,  Oak  Park,  died  Sep- 
tember 5,  1 98 1 , at  the  age  of  82.  Dr.  Fischer  was 
a 1925  graduate  of  the  University  of  Illinois  Col- 
lege of  Medicine. 

*France,  George  W.,  Bloomington,  died  August 
19,  1981,  at  the  age  of  65.  Dr.  France  was  a 1943 
graduate  of  the  Northwestern  University  Medical 
School. 

*Goldfarb,  Irwin,  died  September,  1981,  at  the 
age  of  54.  Dr.  Goldfarb  was  a 1952  graduate  of 
the  University  of  Illinois  College  of  Medicine. 
*Houda,  Leonard  J.,  River  Forest,  died  August 
29,  1 98 1 , at  the  age  of  74.  Dr.  Houda  was  a 1 933 
graduate  of  the  Chicago  Medical  School. 

*Kohut,  Heinz,  Chicago,  died  October  8,  1981, 
at  the  age  of  68.  Dr.  Kohut  was  a 1938  graduate 
of  a medical  school  in  Wien,  Germany. 

Kolski,  Bob  Peter,  Niles,  died  July  19,  1981,  at 
the  age  of  5 1 . 


*Mousakeotis,  Theodore  C.,  Chicago,  died  Oc- 
tober 12,  1 98 1 , at  the  age  of  74.  Dr.  Mousakeotis 
was  a 1935  graduate  of  the  University  of  Illinois 
College  of  Medicine. 

*Neece,  I.  Keeth,  Decatur,  died  August  28,  1981, 
at  the  age  of  63.  Dr.  Neece  was  a 1943  graduate 
of  the  St.  Louis  University  School  of  Medicine. 
*Palka,  Leonard  J.,  Cicero,  died  September  23, 
1981,  at  the  age  of  62.  Dr.  Palka  was  a 1943 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

*Purcell,  Matthew  J.,  Chicago,  died  September 
6,  1981  at  the  age  of  67.  Dr.  Purcell  was  a 1939 
graduate  of  the  Loyola  University  Stritch  School 
of  Medicine. 

*Russo,  Michael  J.,  Champaign,  died  October  7, 
1981,  at  the  age  of  54.  Dr.  Russo  was  a 1954 
graduate  of  the  Georgetown  University  School  of 
Medicine. 

*Serota,  Herman  M.,  Chicago,  died  September 
5,  1981,  at  the  age  of  67.  Dr.  Serota  was  a 1938 
graduate  of  the  Loyola  University  Stritch  School 
of  Medicine. 

*Valenti,  Dan  A.,  Oak  Park,  died  September  28, 
1981,  at  the  age  of  68.  Dr.  Valenti  was  a 1943 
graduate  of  the  University  of  Illinois  College  of 
Medicine. 

Weber,  Frank  C.,  Vincennes,  Indiana,  died  Aug- 
ust 24,  1981,  at  the  age  of  77. 

*Wieneke,  Carter  H.,  Chicago,  died  September 
4,  1981,  at  the  age  of  65.  Dr.  Wieneke  was  a 1943 
graduate  of  the  Northwestern  University  Medical 
School. 

*Wrork,  Donald  H.,  Rockford,  died  September 
13,  1981,  at  the  age  of  7 1 . Dr.  Wrork  was  a 1 934 
graduate  of  the  Northwestern  University  Medical 
School. 

*Zmigrodski,  Theodore  F.,  Chicago,  died  Sep- 
tember 20,  1981,  at  the  age  of  67.  Dr.  Zmigrodski 
was  a 1941  graduate  of  the  Loyola  University 
Stritch  School  of  Medicine. 

* Indicates  ISMS  Member 

** Indicates  Member  of  the  ISMS  Fifty  Year  Club 
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Pulse  of  the  ISMS  Auxiliary 


From  the  Desk  of  the  President 

AMAA  Confluence 

By  Bonnie  Keegan,  ISMSA  President 


As  I prepare  this  article  I am  attending  the 
AM  A Auxiliary  1981  Leadership  Confluence  at 
the  Drake  Hotel,  Chicago.  The  Confluence  is  de- 
signed to  assist  in  preparing  county  presidents- 
elect  nationwide  for  future  leadership.  These  are 
our  dues  dollars  being  returned  to  the  grass-roots, 
the  county. 

The  seminars  presented  were:  Parliamentary 
Procedure;  Speeches:  The  Preparation  and  De- 
livery; Building  a Winning  Team  (Motivation); 
Coalitions:  Building,  Managing  and  Reaching 
Out;  Public  Relations:  How  to  Influence;  Com- 
mittees: How  To  Make  Them  Work;  All  You 
Need  To  Know  About  Being  a Leader;  “Help! 
I’m  the  Parent  of  a Teenager;”  Life  Stress  Man- 
agement Without  Substances;  Substance  Abuse; 
Home  and  Street  Safety;  The  Aging  Population 
and  The  Family  of  the  Impaired  Physician. 

To  give  everyone  in  the  state  an  opportunity 
to  study  the  subject  matter  at  their  discretion,  all 
the  seminars  were  taped  and  are  available  through 
the  Auxiliary  office:  104  E.  Broadway,  Room  5, 
Monmouth  IL  61462.  A summary  of  each  sem- 
inar will  appear  in  the  quarterly  PULSE  issue. 

Marie  Kisiel,  Ph.D.,  professor  of  humanities, 
Roosevelt  University,  Chicago,  discussed  “How 
to  Become  a Leader.”  She  quoted  Henry  Ford: 
“The  question,  ‘Who  ought  to  be  boss?’  is  like 
asking  ‘Who  ought  to  be  the  tenor  in  the  quartet?’ 
Obviously,  the  man  who  can  sing  tenor.”  She 
also  stated,  “There  is  no  one  right  way  to  become 
a leader.  It  is  best,  therefore,  to  understand  your 
own  leadership  traits  and  qualities,  and  determine 
how  you  can  develop  those  characteristics  that 
will  make  you  an  even  more  successful  leader.” 
Dr.  Kisiel  proceeded  to  describe  leadership  styles 
and  skills.  We  all  gained  a greater  insight  into 
the  leadership  roles  in  our  Auxiliary. 


SPECIAL  NOTE:  ISMS  Auxiliary  also  pro- 
vides leadership  seminars  for  ALL  county  leaders 
or  potential  leaders  (at  no  cost  to  the  auxilian). 
County  presidents,  please  encourage  your  county 
officers  to  attend  future  seminars. 


— 

MICHAEL  REESE 
HEALTH  PLAN 

has  an  opening  for  a full-time 
board-eligible  or  certified 

INTERNIST 

with  or  without  subspecialty  interest.  The 
position  entails  both  out-patient  and  hos- 
pital practice  as  well  as  medical  student 
and  house  staff  teaching. 


Remuneration  is  high  and  competitive  with 
academic  and  private  practice  markets. 
Fringe  benefits,  vacation,  and  meeting 
times  generous.  If  interested,  please  con- 
tact Dr.  Stephen  Contro,  Medical  Direc- 
tor. 


MICHAEL  REESE  HEALTH  PLAN 


3055  COTTAGE  GROVE 
CHICAGO  60616 
Phono  (312)  791-2852 


Equal  opportunity  employer  m/I 
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Thoughts  on  Health  Care  Economics 

By  David  J.  Palmer,  M.D./  Chicago 


Diminishing  government  bureaucracy,  budget 
reconciliation,  and  tax  cuts  have  been  hallmarks 
of  the  present  administration.  Approximately  $2 
billion  of  the  multi-billion  dollar  budget  bill 
slashing  for  1982  is  slated  for  health  spending. 
This  is  primarily  in  Medicaid  and  Public  Health 
Service  programs.  According  to  AM  News,  hos- 
pitals and  their  staffing,  residencies,  and  finally 
the  general  public  will  feel  repercussions. 

Although  the  Reagan  administration  proposed 
to  establish  a 5%  cap  on  growth  of  the  Medicaid 
program,  Congress  instead  adopted  an  ageement 
( Internal  Medicine  News , 9/81)  that  provides  for 
a 3%  cut  in  anticipated  Medicaid  matching  funds 
to  each  state  in  1982,  a 4%  cut  in  1983,  and  a 
4.5%  cut  in  1984,  resulting  in  a $1  billion  cut  per 
year.  A state  could  lower  its  amount  of  reduction 
if  it  had  a qualified  hospital  cost  review  program 
at  the  bill’s  enactment,  if  state  unemployment 
rate  exceeds  150%  of  the  national  average,  if  it 
holds  the  rate  of  medical  cost  increase  below  a 
designated  target,  or  if  it  demonstrates  recoveries 
from  fraud  and  abuse  control  activities  equal  to 
1%  of  federal  Medicaid  payments. 

HHS  requirements  for  PSRO  performance  as- 
sessment would  assist  HHS  in  terminating  up  to 
30%  of  PSRO’s  functioning  in  May,  1981  (in- 
cluding those  terminated  as  of  September,  1981) 
by  September,  1982,  {AM  News,  8/81)  forcing  the 
states  to  contract  with  PSRO’s  to  conduct  medical 
reviews.  According  to  IMJ , the  Act  provides  that 
the  Secretary  of  HHS  will  be  permitted  to  waive 
freedom  of  choice  for  Medicaid  beneficiaries  of 
health  care  services  under  specified  circumstan- 
ces. States  like  Illinois  may  implement  case  man- 
agement or  specialty  physician  arrangements,  and 
can  restrict  Medicare/  Medicaid  beneficiaries  to 
a single  primary  care  physician  if  specific  re- 
quirements are  met. 

Illinois  is  anticipating  the  above-noted  criteria, 
and  we,  as  residents,  should  be  aware  of  them. 
Currently,  legislation  and  law-suits  are  pending 
on  Medicaid  reimbursement  policies  which  would 
affect  hospital  welfare  charges  for  inpatient,  clin- 
ical and  emergency  room/outpatient  services  (AM 
News).  Of  particular  concern  is  whether  provi- 
sions of  these  services  will  result  in  obligatory 
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scaling— either  by  condensing  the  size  and  salaries 
of  housestaffs,  or  by  altering  the  quality  of  avail- 
able health  care  to  indigents— which  would  also 
adversely  affect  the  educational  experience  of  res- 
idents, and  possibly  the  attractiveness  of  Illinois 
teaching  programs.  Many  major  teaching  centers 
in  Chicago  have  had  a 10-14%  budget  cut,  ac- 
cording to  the  Chicago  Tribune,  from  dwindled 
Medicaid  reimbursements.  That  story  alleged  that 
some  hospitals  no  longer  serve  public  assistance 
patients  unless  lives  are  threatened,  or  are  com- 
pelled to  transfer  patients  to  an  over-burdened 
Cook  County  Hospital  which  could  lose  approx- 
imately $16  million  under  expected  cuts.  And 
Cook  County  Hospital  cannot  remain  solvent 
forever. 

The  budget  bill  includes  legislation  to  consol- 
idate 20  categorical  programs  into  four  block 
grants— maternal  and  child  health,  preventive 
health  and  health  services,  primary  care,  and  al- 
cohol, drug  abuse  and  mental  health— leaving  ten 
separate  federally-operated  categorical  programs 
and  cutting  spending  by  25%  over  three  years. 
The  law  requires  each  state  to  tell  how  it  intends 
to  spend  its  block  grant  funds  with  an  ear  for 
citizen  input.  Attempts  to  appropriate  funds  to 
specific  areas  necessary  and  important  to  resident 
patient  care  and  training  are  mandatory  at  this 
level.  Organized  support  from  those  hospitals 
with  residency  training  programs,  especially  in 
indigent  areas,  must  echo  a resounding,  unified 
voice  so  they  may  receive  just  remuneration  for 
their  debt-ridden  services. 

Medical  school  capitation  funds  were  termi- 
nated creating  a $40  million  loss  to  receivers.  The 
rising  cost  of  tuition,  as  high  as  $26,000  for  out- 
of-state  residents  at  one  state  school,  (The  New 
Physician,  9/8 1)  effectively  could  screen  the  more 
financially  able  medical  school  applicant.  Once 
accepted,  the  prospective  student  may  find  a large 
facility  with  little  ancillary  assistance.  Of  note, 
approximately  7%  of  the  nation’s  work  force  is 
employed  in  the  health  field  (U.S.  News  & World 
Report , 8/81).  Faced  with  budget  restraints,  hos- 
pitals in  the  Chicago  area,  alone,  may  lay  off  1 300 
employees  creating  greater  unemployment  and 
ancillary  deficits  (AM  News,  8/81).  As  the  hy- 
(Continued  on  page  393) 
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Screening  for  Asymptomatic  Bacteruria 
In  a Disadvantaged  School  Population 


By  Eugene  F.  Diamond,  M.D.,  Diane  Leyland,  R.N.,  M.S. 
and  Margaret  Novy,  R.N.,  M.S./Maywood 


The  entire  seventh  grade  population  of  a suburban  Chicago  school  district,  con- 
sisting of  147  males  and  167  females,  was  screened  by  a dipstrip  to  detect  nitrite, 
glucose,  and  protein.  Where  one  or  more  of  the  dipstick  tests  was  positive,  urine 
cultures  were  performed  on  clean  voided  specimens.  A child  whose  urine  culture 
showed  a colony  count  of  greater  than  100,000  colonies/ml  was  diagnosed  as 
having  asymptomatic  bacteruria.  5.4%  of  the  female  students  were  found  to  have 
asymptomatic  bacteruria.  None  of  the  male  students  were  so  diagnosed. 


While  bacteruria  in  a school  girl  seldom  leads 
to  end  stage  renal  failure  or  hypertension,  it  is 
not  an  entirely  benign  condition.  Asymptomatic 
bacteruria  may  be  the  first  clue  to  the  existence 
of  underlying  anatomic  abnormalities.  In  others, 
it  may  signal  the  onset  of  recurrent  symptomatic 
infections  and  a susceptibility  to  urinary  tract 
infections  during  pregnancy.1 

Some  investigators  in  the  United  Kingdom  and 
Sweden2  4 have  questioned  the  need  for  the  treat- 
ment of  children  with  asymptomatic  bacteruria 
and  have  cast  doubt  on  the  value  of  screening 
large  school  populations. 


DIANE  LEYLAND,  R.N.,  M.S.,  is  a family  nurse  practitioner 
affiliated  with  the  Posen-Robbins  School  Health  Corporation 
in  Posen,  Illinois.  A graduate  of  the  Ul  Medical  Center  master 
of  science  in  nursing  program,  Ms.  Leyland  formerly  served  as 
a teaching  assistant  in  the  Rush-Presbyterian-St.  Luke's  Medical 
Center  program  for  Community  Health  Nursing.  She  has  also 
worked  as  a public  health  nurse. 

MARGARET  E.  NOVY,  R.N.,  M.S.,  is  a pediatric  nurse  prac- 
titioner affiliated  with  the  University  of  Illinois  Medical  Center 
Craniofacial  Anomaly  Clinic.  She  is  a member  of  the  Intra- 
Divisional  Council  of  Primary  Health  Care  Nurse  Practitioners 
and  several  other  professional  groups. 

EUGENE  DIAMOND,  M.D.,  is  a board  certified  pediatrician 
in  private  practice.  A professor  of  pediatrics  at  the  Loyola 
University  Stritch  School  of  Medicine  and  visiting  professor  at 
Rush  Medical  College,  Dr.  Diamond  is  medical  director  of  the 
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Method 

The  population  which  was  screened  in  this 
study  was  an  entire  seventh  grade  pupil  popu- 
lation. Permission  was  solicited  from  patients  and 
specimens  were  collected  during  gymnasium  class 
periods  using  the  methods  recommended  by 
Kunin.2  A total  of  314  students  participated,  of 
whom  147  were  males  and  167  were  females.  All 
students  ranged  in  age  from  12-14  years.  All 
specimens  were  tested,  initially,  with  a dipstrip 
used  to  detect  nitrite,  glucose,  and  protein.  All 
students  who  had  a positive  finding  in  any  or  all 
of  the  areas  of  dipstick  detection  had  cultures 
done  on  two  clean  voided  specimens. 

Results 

Among  the  specimens  provided  by  the  male 
students,  there  were  no  positive  tests  for  either 
nitrite  or  glucose.  Three  of  the  specimens  were 
positive  for  protein  but  none  of  the  students 
proved  to  have  significant  bacteruria  on  either 
of  two  clean  voided  specimens  examined  sub- 
sequently by  culture.  Growth  on  culture  ranged 
from  10,000-25,000  colonies/ml  among  speci- 
mens obtained.  One  student  who  was  found  to 
have  a persistent  heavy  proteinuria  was  diagnosed 
on  subsequent  evaluation  as  having  orthostatic 
albuminuria.  The  other  two  male  students  had 
only  transient  proteinuria  for  which  no  cause  was 
found. 
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Among  the  specimens  voided  by  female  stu- 
dents, one  was  positive  for  glucose  (in  a known 
juvenile-onset  diabetic)  and  fifteen  were  positive 
for  protein  on  dipstick.  Two  were  positive  for 
nitrite  only  and  one  was  positive  for  nitrite  and 
protein.  Eight  of  the  female  students  were  found 
to  have  a significant  bacteruria  as  demonstrated 
by  colony  counts  over  100,000  colonies/ml  on 
two  subsequent  clean  voided  cultured  specimens. 
Six  of  the  patients  who  had  a growth  of  more 
than  100,000  colonies/ml  had  shown  a positive 
reaction  only  to  protein.  On  the  dipstick,  one  had 
been  positive  for  nitrite  and  protein  and  one  had 
been  positive  for  nitrite  only.  All  eight  female 
students  denied  sexual  activity;  however,  two 
were  found  to  be  pregnant  while  undergoing  ther- 
apy. 

Incidence  of  Asymptomatic  Bacteruria 

The  overall  prevalence  of  asymptomatic  bac- 
teruria in  the  seventh  grade  student  population 
was  2.5%.  The  prevalence  among  female  seventh 
grade  students  was  5.4%  and  the  prevalence 
among  the  male  students  was  0. 

Discussion 

The  results  of  this  screening  showed  a higher 
than  expected  incidence  of  asymptomatic  bac- 
teruria among  school  girls  while  confirming  its 
relative  rarity  among  males  of  the  same  age.  Most 
studies6  7 have  detected  1%  - 2%  of  school  girls 
as  having  asymptomatic  bacteruria.  This  study 
involved  the  screening  of  a relatively  older  junior 
high  school  population  who  were  drawn  largely 
from  a disadvantaged  population.  Dodge,  et.  al.,s 
found  an  emergence  of  4.6%  in  females,  by  the 
age  of  1 2,  on  repeated  screening.  The  community 
of  Robbins  in  southwest  Cook  County,  Illinois 
has  a population  which  is  98%  black.  Its  residents 
have  the  lowest  mean  income  in  the  State  of  Il- 
linois and  the  highest  percentage  of  residents  re- 
ceiving public  assistance.  The  Posen-Robbins 
School  Health  Project,  funded  by  the  Robert 
Wood  Johnson  Foundation,  was  located  in  this 
community  because  of  multiple  demographic 
parameters  indicating  severe  poverty  and  unsat- 
isfactory living  conditions.  These  children  had 
not  had  access  to  pediatric  care  in  the  past.  It  has 
been  suggested9  that  this  type  of  population  might 
yield  a higher  percentage  of  positive  results  in 
screening. 

The  results  of  this  study  indicated  that  the 
nitrite  indicator  strip  was  less  accurate  than  the 
detection  of  proteinuria  when  used  as  a screening 
method  for  asymptomatic  bacteruria.  Previous 
studies10  " have  arrived  at  the  opposite  conclu- 
sion. 


It  has  been  suggested12  that  the  treatment  of 
asymptomatic  infection  may  precipitate  symp- 
tomatic infection  by  different  bacterial  species  to 
which  the  host  has  not  developed  “tolerance.” 
This  has  not  been  the  experience,  thus  far,  among 
girls  found  to  have  asymptomatic  bacteruria  in 
this  study.  All  positive  cultures  among  the  eight 
girls  with  asymptomatic  bacteruria  in  this  study 
grew  out  escherichia  coli.  During  a six-month 
period  of  follow-up  subsequent  to  a three  week 
course  of  sulfisoxazole,  four  of  the  patients  have 
had  sterile  cultures.  The  other  four  patients  have 
had  persistent  or  recurrent  bacteruria  due  to  E. 
Coli.  It  is  not  known  whether  the  strains  of  E. 
Coli  causing  the  infection  have  changed.  All  pa- 
tients have  remained  asymptomatic,  none  de- 
veloped symptomatic  urosepsis.  Compliance  was 
ascertained  by  testimony  from  patients  and/or 
caretakers.  It  has  been  quite  difficult  to  achieve 
satisfactory  compliance  in  extended  therapeutic 
programs  because  of  the  lack  of  symptomatology 
and  the  unwillingness  of  some  patients  and  par- 
ents to  accept  the  need  for  therapy.  This  tendency 
has  been  reported  by  others.13  The  four  patients 
with  persistent  or  recurrent  infection  have  shown 
no  radiographic  evidence  of  reflux  or  obstructive 
uropathy. 

Summary 

A total  of  3 1 4 seventh  grade  students  in  the 
Posen-Robbins  School  Health  Project  were 
screened  for  asymptomatic  bacteruria.  A multiple 
dipstick  detection  method  was  used  for  nitrite, 
glucose,  and  protein.  Where  one  or  more  of  the 
dipstick  tests  was  positive,  urine  cultures  were 
performed  on  clean  voided  specimens.  A child 
whose  urine  culture  showed  a colony  count  of 
greater  than  100,000  colonies/ml  was  defined  as 
having  asymptomatic  bacteruria.  5.4%  of  the  fe- 
male students  were  found  to  have  asymptomatic 
bacteruria.  None  of  the  male  students  had 
asymptomatic  bacteruria.  The  percentage  of 
school  girls  in  this  age  group  who  demonstrated 
infection  was  higher  than  previously  reported. 
The  school  population  screened  in  this  study  was 
from  a poverty  area  disadvantaged  by  most  de- 
mographic parameters  M 
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Housestaff  News 

(Continued  from  page  390) 

pothetical  student  embarks  further,  his  basic  sci- 
ence lecture  core  may  include  Medicare/Medicaid 
policies,  cost  containment,  and  medical  industrial 
free  market  economics.  The  last  already  accounts 
for  10%  of  the  nation’s  output,  according  to  U.S. 
News  & World  Report  (8/17/81).  As  the  student 
encounters  the  clinical  years,  he  may  discover  a 
“hands-off”  approach  to  a predominantly  private 
patient  population  and  observe  an  overworked, 
inadequately-sized  housestaff.  Continuity  of  pa- 
tient care  may  be  hampered  by  forced  transfer 
to  another  institution— if  yet  extant.  Of  course, 
the  scenario  would  be  incomplete  without  head- 
lines regarding  the  impending  dissolution  of  So- 
cial Security  trust  funds,  loss  of  drug  abuse  and 
other  assistance  programs,  abolition  of  CETA  jobs 
in  mental  health  facilities,  and  fraud  perpetrated 
by  financial  crises,  as  projected  by  Health/P  AC, 
a New  York  Health  Advocacy  organization. 
Clearly,  medicine  will  face  change  in  the  coming 
months.  ISMS  must  do  what  it  can  to  assure  high 
quality  medical  care  for  the  people  of  our  state. 

This  article  represents  the  opinion  of  its  author  only,  and  is 
not  intended  to  reflect  the  opinions  or  policies  of  the  Illinois 
State  Medical  Society  or  the  ISMS  Resident  Physician  Section. 
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Case  Reports 


Left  Atrial  Myxoma 

Kanoo  M.  Patel,  M.D.,  FRCP(c),  FCCP,  FACP/Granite  City 

A case  of  left  atrial  myxoma  is  presented.  The  difficulty  of  a correct  diagnosis  of 
myxoma  is  discussed  in  terms  of  the  patient’s  presenting  symptoms.  The  importance  of 
immediate  surgical  treatment  is  emphasized. 


Myxomas,  primary  neoplasms 
probably  derived  from  connective 
tissue,  may  be  found  in  any  cham- 
ber of  the  heart  and  constitute  half 
of  all  cardiac  tumors,  but  neverthe- 
less are  rare  lesions. 1 Only  5%  of  the 
tumors  arise  in  the  ventricles.2  They 
may  resemble  an  organized  mural 
thrombus  and  symptoms  may 
include  cardiac  murmurs  that 
change  with  alteration  of  body  posi- 
tion. These  tumors  occur  at  any  age, 
but  most  often  in  women  and 
approximately  five  times  more  often 
in  the  left  atrium.3  This  report  de- 
scribes the  diagnosis  and  successful 
treatment  of  a patient  who  pre- 
sented with  acute  left-sided  heart 
failure  that  was  due  to  myxoma  of 
the  left  atrium. 

Case  Report 

A 40-year-old  woman  was  seen 
complaining  of  “a  rattling  in  the 
lungs”  of  six  weeks  duration, 
increasing  shortness  of  breath,  or- 
thopnea and  paroxysmal  nocturnal 
dyspnea.  After  moderate  exertion 
she  suffered  localized  retrosternal 
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chest  pain  that  was  most  significant 
during  deep  inspiration. 

The  patient’s  medical  history 
included  a partial  hysterectomy  one 
year  earlier,  but  was  otherwise  un- 
remarkable. She  had  no  history  or 
evidence  of  rheumatic  fever,  heart 
murmur,  hypertension,  asthma, 
pneumonia,  diabetes  or  liver  dis- 
ease. She  did  not  use  oral  con- 
traceptives or  other  medications  and 
neither  smoked  cigarettes  nor  con- 
sumed alcohol. 

On  initial  physical  examination, 
bilateral  basal  rales  that  extended  to 
the  lower  axilla  were  heard  on  in- 
spiration and  expiration.  A grade  4/ 
6 hollow  systolic  heart  murmur  was 
heard  at  the  apex  but  decreased  in 
intensity  during  late  systole,  indi- 
cating a possible  S3  gallop  or  mid- 
diastolic rumble.  The  pulmonary 
second  sound  was  slightly  accentu- 
ated although  blood  pressure  was 
normal.  There  was  intermittent 
weakness  of  both  femoral  pulses. 

The  patient  was  admitted  to  the 
hospital  for  further  evaluation.  Her 
erythrocyte  sedimentation  rate 
(Westergen)  was  elevated  (45)  but 
other  routine  hematology  and 
chemistry  laboratory  studies  were 
all  within  normal  limits.  Her  electro- 
cardiogram revealed  sinus  tachycar- 
dia with  left  axis  deviations  and 
findings  suggestive  of  either  right 
ventricular  hypertrophy  or  non- 
specific ST  changes. 

The  chest  X-ray  showed  the  pa- 
tient’s heart  to  be  of  normal  size 


with  interstitial  pulmonary  edema. 
A repeat  X-ray  one  week  after  ad- 
mission revealed  mild  cardiomegaly 
and  a slightly  enlarged  left  atrium 
and  right  ventricle.  The  patient  was 
administered  digitalis  and  diuretics. 
Her  condition  improved  somewhat 
but  she  continued  to  have  rales  and 
to  suffer  from  mild  to  moderate 
shortness  of  breath.  Her  heart  fail- 
ure and  murmur  persisted. 

A phonocardiogram,  right  and  left 
cardiac  catheterization  and  coronary 
angiogram  were  ordered.  The  find- 
ings revealed  marked  pulmonary 
hypertension  and  elevated  left  atrial 
pressure.  Direct  pressure  measure- 
ments in  the  left  atrium  and  ventri- 
cle indicated  presence  of  a severe 
obstruction  between  the  left  atrium 
and  ventricle.  Left  atrial  angiogra- 
phy revealed  a mildly  enlarged  left 
atrium  and  a n^id-to-low  atrial  filling 
defect  which”  was  indicative  of  a tu- 
mor mass.  Based  upon  these  find- 
ings, diagnosis  of  left  atrial  myxoma 
was  considered  and  the  patient  was 
scheduled  for  cardiac  surgery.  Be- 
fore surgery,  diagnosis  of  atrial 
myxoma  was  confirmed  by  echocar- 
diograms. 

At  surgery,  a left  atrial  myxoma 
was  excised.  The  maximum  diame- 
ter of  the  myxoma  was  2.5cms,  in- 
volved the  interatrial  septum  and 
filled  about  75%  of  the  left  atrium. 
The  patient  has  been  clinically 
asymptomatic  with  respect  to  her 
cardiorespiratory  status  in  the  four 
and  one  half  years  since  surgery. 
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She  has  had  no  signs  or  symptoms 
or  recurrent  tumor. 

Comment 

Untreated  myxoma  will  almost  al- 
ways lead  to  death  and  timely  diag- 
nosis of  this  uncommon  disease  is 
most  important.  Goodwin’s3  clinical 
review  of  45  patients  with  proven 
left  atrial  myxoma  provides  a most 
useful  insight  into  the  diagnostic 
features  for  those  of  us  who  are  un- 
likely to  see  enough  cases  to  define  a 
specific  diagnostic  pattern. 

Before  cardiac  catheterization,  a 
provisional  diagnosis  of  mitral  valve 
disease  with  pulmonary  edema  was 
made.  Bacterial  endocarditis  in- 
volving the  mitral  valve  and  mitral 
valve  disease  must  be  considered  in 
the  diagnosis  of  atrial  myxoma. 
Many  of  the  features  common  to 
atrial  myxoma  are  also  common  to 
these  differential  diagnoses,  e.g., 
elevated  ESR,  variable  murmurs, 
dyspnea.4  A diagnosis  of  atrial 
myxoma  should  always  be  consid- 
ered for  middle-aged  patients  (espe- 


cially women)  who  have  un- 
explained heart  failure  and  any  con- 
stitutional effects  with  a recent  and 
rapid  development  and  who  do  not 
have  a history  of  rheumatic  heart 
disease.  The  patient  described  in 
this  report  presented  with  some  of 
these  classical  features  of  atrial 
myxoma.  Echocardiography5  6 can 
provide  an  accurate  and  safe  non- 
invasive  diagnosis  and  should  be 
considered  for  any  patient  with  the 
described  symptoms. 

Since  systemic  embolization  has 
been  reported  to  occur  in  40%  of  the 
patients  with  left  atrial  myxomas,4  it 
is  important  that  treatment  (sur- 
gery) be  instituted  without  delay. 
For  those  patients  who  make  it  to 
surgery  and  survive  the  surgery,  the 
prognosis  is  very  good.  Although 
tumor  recurrence  is  rare,7  regular 
follow-up  is  advisable.  ◄ 
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Arsenical  Neuropathy 

By  George  Wesbey,  M.D.  and  Arthur  Kunis,  M.D./ 

San  Francisco  and  Chicago 

Since  the  time  of  Hippocrates,  the  benevolent  and  malevolent  actions  of  arsenic 
have  given  this  element  a legendary  character.  It  once  enjoyed  a reputation  as  a 
tonic,  being  consumed  by  the  mountaineers  in  the  Austrian  Alps  in  order  to  increase 
strength  and  endurance. 1 Its  medicinal  uses  were  included  in  the  therapy  of  syphilis, 
leukemia,  psoriasis,  and  asthma.  Forensic  medicine  developed  around  the  sinister 
uses  of  arsenic,  exemplified  by  the  mass  homicide  practiced  by  the  Borgias’s  in 
the  1 5th  century.2  The  element 's  name  is  derived  from  the  Greek  word  “arsenikon  ” 
(“potent”),  and  its  tastelessness  further  enhanced  arsenic’s  popularity  as  a poison 2 
Arsenic  as  a homicidal  instrument  has  declined  with  the  ready  availability  of  chem- 
ical identification.  Accidental  and  suicidal  intoxication  has  similarly  declined,  to 
the  extent  that  from  1949-1967,  only  140  cases  of  all  forms  of  arsenic  poisoning 
were  reported  to  the  National  Poison  Control  Center ,4  This  case  report  re-affrms 
arsenic’s  modern  day  neuropathic  presence. 


A 79-year-old  woman  presented 
with  an  unsteady  gait  and  a “pins 
and  needles”  sensation  in  her  hands 
of  six  months’  duration.  Her  legs  and 
feet  had  been  markedly  swollen  for 
four  weeks.  She  complained  of  per- 
sistent dropping  of  objects  due  to 
numbness  in  her  hands.  The  pares- 
thesias were  often  painful  and  burn- 
ing in  nature.  Her  only  past  history 
was  bilateral  cataract  extractions. 
There  was  no  history  of  any  alcohol 
use,  diabetes,  or  gastrointestinal 
symptoms. 


Physical  exam  on  hospitalization 
revealed  the  following  abnormalities. 
There  was  a warm,  erythematous 
pitting  edema  of  the  legs  and  feet. 
Sensory  perception  to  pinprick  and 
light  touch  was  significantly  dimin- 
ished in  the  hands  and  feet.  Hyper- 
pathia  was  present  on  gentle  stroking 
of  the  feet.  The  muscle  stretch  re- 
flexes were  absent  in  the  ankles  and 
quadriceps.  The  gait  was  weak  and 
ataxic.  Muscle  strength  in  all  ex- 
tremities was  diminished,  especially 
distally.  Fine  motor  co-ordination  in 


the  hands  was  poor. 

An  SMA-12,  CBC,  electrolytes, 
urine  analysis,  chest  X-ray,  and  EKG 
were  unremarkable.  A platelet  count, 
reticulocyte  count,  serum  B,2,  serum 
folate,  serum  protein  electrophoresis, 
multiple  blood  sugars,  auto-antibody 
panel,  T4,  and  serum  iron  and  iron 
binding  capacity  were  all  normal.  A 
bone  marrow  aspirate  and  biopsy 
was  normal.  Cranial  computed  tom- 
ography revealed  ventricular  dilation 
and  cortical  atrophy  consistent  with 
the  patient’s  age.  An  EMG  and  nerve 
conduction  testing  showed  very  se- 
vere slowing  in  all  six  nerves  ex- 
amined in  the  extremities,  felt  to  be 
compatible  with  a severe  polyneu- 
ropathy. A 24  hour  heavy  metal 
screen  of  the  urine  revealed  normal 
lead  and  mercury  levels.  However, 
an  elevated  arsenic  level  (by  Gutzeit 
analysis)  of  166/ig/Lwas  found  (lab- 
oratory’s normal  range  less  than 
100Mg/L).  There  was  no  consump- 
tion of  seafood  preceding  the  urine 
arsenic  analysis.  She  refused  further 
evaluation  after  improvement  in 
ambulation. 
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Patient  was  re-admitted  two 
months  later  with  the  same  sensory 
complaints  and  an  inability  to  walk. 
The  leg  rash  and  edema  were  worse, 
with  some  hyperpigmentation.  Neu- 
rologic exam  showed  the  same  pre- 
vious findings,  plus  a bilateral  foot 
drop.  Belligerent  and  sometimes 
paranoid  behavior  were  noted.  Rou- 
tine laboratory  data  were  normal. 
Gutzeit  analysis  of  hair  clippings  for 
arsenic  was  abnormal.  The  level  was 
25(Vg/100grams  of  hair  (laboratory 
normal  range  less  than  65^g/100 
grams  of  hair).  Insufficient  quantities 
of  nails  were  available  for  analysis. 
A 24-hour  urinary  arsenic  level  had 
normalized  to  24ju/L.  The  patient  was 
started  on  penicillamine,  having  re- 
fused BAL  injections.  Outpatient 
compliance  with  the  drug  was  var- 
iable. Nonetheless,  a repeat  analysis 
of  hair  clippings  six  weeks  later 
showed  a normal  level  of  arsenic  at 
less  than  1 Oyu/ 100  grams  of  hair.  The 
urine  arsenic  over  24  hours  also  had 
further  declined,  to  a level  less  than 
10/u/L.  Clinically,  her  gait  and  par- 
esthesias has  also  improved.  Despite 
epidiemiologic  and  law  enforcement 
investigation,  the  source  of  arsenic 
was  never  discovered. 


Sources  of  Arsenic 

Arsenic  is  an  ubiquitous  element. 
It  is  the  14th  most  abundant  trace 
element  in  sea  water,  ranks  18th  in 
the  universe,  20th  in  the  earth’s  crust, 
and  12th  in  the  human  body.5  In  only 
three  of  148  sampled  U.S.  municipal 
water  supplies  was  arsenic  definitely 
absent.5  Industrial  exposure  to  in- 
organic arsenic  is  vast,  with  the  Na- 
tional Institute  of  Occupational 
Safety  and  Health  estimating  that 
1 ,500,000  workers  in  this  country  are 
potentially  exposed.6  Examples  of 
industrial  exposure  are  lead  and 
copper  smelting,  textile  printing, 
herbicide  and  insecticide  manufac- 
turers, paint  producers,  and  wood 
preservatives.6  Arsenic  can  be  found 
in  high  concentrations  in  foods,  es- 
pecially seafoods.  The  U.S.  govern- 
ment allows  up  to  2.6  ppm  of  arsenic 
in  food,  and  it  is  estimated  that  daily 
human  consumption  averages 
90CUg.5  Famous  epidemics  of  arsen- 
ism  have  been  attributed  to  arsenic 
contaminated  wine  and  bread,7  and 
beer.8 


Chemistry  and  Toxicology 

Arsenic  is  referred  to  as  a metalloid 
due  to  its  atypical  position  in  the 
periodic  table  for  a true  metal.  Most 
inorganic  arsenic  can  be  considered 
salts  of  arsenic  trioxide(As203).7 
Generally,  the  inorganic  form  is 
more  toxic  than  organic  arsenic,9  and 
the  trivalent  form  (As+3)  more  toxic 
than  pentavalent  arsenic  (As+5).10 
Trivalent  arsenic  reversibly  com- 
bines with  the  essential  sulfhydryl 
groups  of  intracellular  enzyme  sys- 
tems, especially  pyruvate  oxidase.910 
Arsenic  is  excreted  via  the  urine, 
feces,  and  deposition  in  hair  and 
nails.51 1 

Clinical  Presentation 

Acute  arsenic  intoxication  is  char- 
acterized by  nausea,  vomiting,  ab- 
dominal pain,  watery  diarrhea,  and 
oropharyngeal  burning.  Death  from 
circulatory  collapse  may  rapidly  en- 
sue.12 

Repeated  ingestion  of  small  doses 
of  arsenic  results  in  chronic  intoxi- 
cation. It  is  often  a diagnostic  prob- 
lem, due  to  the  insidious  onset  of 
non-specific  symptoms.13 14  The  di- 
agnosis should  be  suspected  in 
someone  who  presents  with  com- 
binations of  neuropathy,715  skin 
rash,101215  gastrointestinal  com- 
plaints,1012 and  hematologic  dis- 
turbances.1416  Renal,  hepatic,  and 
cardiovascular  manifestations  have 
also  been  reported.  A wealth  of  ep- 
idiemiologic data  implicate  arsenic 
as  an  occupational  carcinogen,  es- 
pecially in  association  with  respira- 
tory cancer.6  Our  patient’s  ankle 
edema  and  erythematous  dermatitis 
with  areas  of  hyperpigmentation  are 
a few  of  the  recognized  dermatologic 
manifestations  of  chronic  arsen- 
ism.10-12-15  Other  classical  manifes- 
tations in  the  skin  include  hyper- 
keratosis of  the  palms  and  soles,10 
Mee’s  lines  (transverse  white  stria- 
tions  in  the  nails),15  and  “raindrop” 
pigmentation.10 

The  clinical  diagnosis  of  a sensory 
and  motor  neuropathy  in  this  patient 
was  evidenced  by  the  numbness, 
painful  paresthesias,  gait  disorder, 
muscle  weakness,  decreased  sensory 
perception,  and  absent  muscle 
stretch  reflexes.  The  severe  nature  of 
the  neuropathy  was  confirmed  elec- 
trophysiologically.  For  example,  the 
markedly  slowed  peroneal  motor, 


conduction  velocity  of  this  patient 
(25m/sec)  was  identical  to  the  mean 
peroneal  motor  velocity  described  in 
eight  patients  with  arsenical  neuro- 
pathy.10 Her  distal  weakness7  and 
“stocking-glove”  sensory  loss718  are 
usual  findings  in  arsenic’s  neuropa- 
thy, which  usually  afflicts  both  motor 
and  sensory  nerve  fibers.10  Hyperpa- 
thia  is  typical,  with  references  in  the 
literature  to  “walking  on  fire”  due  to 
the  “tender-foot  ale”  in  the  Manch- 
ester arsenic-contaminated  beer  ep- 
idemic of  1900. 19  Both  the  foot 
drop1819  and  loss  of  lower  limb 
reflexes10  in  this  patient  are  also  a 
feature  of  arsenical  neuropathy.  Re- 
covery from  neuropathy  is  often 
quite  slow  and  incomplete,  lasting 
up  to  eight  years  in  some  cases.20 

Arsenic’s  toxicity  is  not  confined 
to  the  peripheral  nervous  system. 
Possible  central  nervous  system  tox- 
icity existed  in  this  patient,  with  her 
agitation,  paranoid  delusions,  and 
mental  irritability,  all  of  which  have 
been  associated  with  chronic  arsen- 
ism. 122146 

Laboratory  Diagnosis 

Toxicological  analysis  for  arsenic 
in  the  urine,  hair,  and  nails  is  nec- 
essary to  confirm  the  clinical  sus- 
picion of  arsenic  intoxication. 
Several  studies  have  surveyed  “non- 
exposed”  populations  to  determine 
normal  levels  of  urinary  arsenic. 
Four  sources 19-27'29  determined  an 
upper  limit  of  normal  ranging  from 
50-100/ug/L  in  a 24  hour  specimen. 
Seven  sources7-10-16-17-22-24-25  desig- 
nated the  limit  as  5Cfiig/Lor  less.  Nine 
studies  found  a mean  urinary  arsenic 
excretion  of  under  100Mg/L/24 
hours.1  u7-24-26-28-30"32-34  This  data 
supports  the  literature’s  consensus 
that  abnormal  urinary  levels  of  ar- 
senic are  greater  than  100/ug/L/24 
hours.24-35  37  This  patient’s  level 
of  1 66jig/Lwas  consistent  with  many 
reported  cases  of  arsenic  intoxication 
in  the  literature,1 51 63 138  including 
cases  of  arsenical  neuropathy. 7-19-20 

Similarly,  ten  sources5-7-10-14-15-18-39' 
41  43  assigned  an  upper  limit  of  nor- 
mal of  arsenic  in  hair  ranging  from 
50- 1 00/ug/ 1 00  grams  of  hair.  Four 
sources 19-22-23-42  designated  the  upper 
limit  as  50^g/100  grams  of  hair.  The 
mean  level  of  normal  was  considered 
less  than  lOCfitg/ 100  grams  of  hair  in 
eight  sources.30-33-35-41-44'47  Again,  this 
data  supports  the  literature’s  con- 
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sensus  that  hair  arsenic  levels  over 
10(Vg/100  grams  are  abnor- 
mal.I9-20-24  35  This  patient’s  level  of 
250^g/ 100  grams  of  hair  is  consistent 
with  other  reported  cases  of  arsenical 
neuropathy.1019  No  evidence  was 
discovered  for  external  contamina- 
tion of  the  hair  by  arsenic. 

Estimating  the  timing  and  extent 
of  this  patient’s  arsenic  exposure  is 
difficult.  Her  paresthesias  had  his- 
torically begun  six  months  before  the 
first  hospitalization.  It  is  conceivable 
that  the  timing  of  the  exposure  was 
well  over  six  months  prior  to  the  first 
admission.  The  number  of  exposures 
is  impossible  to  ascertain.  Neuro- 
pathy can  occur  months  after  a single 
exposure  to  arsenic  that  was  origi- 
nally insufficient  to  merit  medical 
attention.20  Arsenic  can  be  present 
in  elevated  quantities  in  the  hair  long 
after  urinary  excretion  has 
ceased.612-24  This  was  the  case  during 
the  patient’s  second  hospitalization. 

Differential  Diagnosis 

The  major  differntial  diagnosis  in 
arsenical  neuropathy  is  that  of  al- 
coholic neuropathy,  since  arsenism 
and  alcoholism  can  often  co-exist 


(the  best  example  being  the  Manch- 
ester arsenic-beer  epidemic).  Ar- 
senic’s neuropathy  is  faster  to 
develop  than  alcohol’s,46  and  it  af- 
flicts the  motor  system  earlier.19 
Diabetic  neuropathy  often  presents 
with  distal  weakness  and  pain,  sim- 
ilar to  arsenic’s  distal  symptoms.7 
Guillan-Barre  syndrome  rarely  has 
such  pronounced  sensory  symptoms 
and  has  more  frequent  cranial  nerve 
involvement. 1019  Acute  intermittent 
porphyria  presents  with  a primarily 
motor  neuropathy  and  abdominal 
pain.  Other  heavy  metal  neuropa- 
thies due  to  lead,  mercury,  or  thal- 
lium should  be  ruled  out.7  Exposure 
to  numerous  toxic  solvents  or 
insecticides  should  be  considered.19 

Therapy 

The  treatment  of  acute  arsenic  in- 
toxication is  generally  more  satis- 
factory than  that  of  chronic  arsenism. 
Chelation  with  BAL  (Dimercaprol) 
within  hours  of  acute  intoxication 
has  been  found  to  be  effective,10  es- 
pecially in  preventing  neuropathy.19 
However,  if  chelation  is  delayed  be- 
yond 24  hours  after  acute  exposure, 
prevention  or  alleviation  of  neuro- 


pathy is  unlikely.19  Goldstein,  et.  al.,1 
did  not  see  any  superiority  of  BAL 
over  penicillamine  in  arsenical  neu- 
ropathy and  preferred  use  of  the  lat- 
ter drug.  The  use  of  penicillamine  in 
acute  arsenic  intoxication  has  also 
been  described.25 

Conclusion 

The  value  of  the  heavy  metal 
screen  of  the  urine  in  the  workup  of 
peripheral  neuropathy  is  illustrated 
in  this  case  report.  If  a heavy  metal 
toxic  etiology  is  found,  the  optimal 
therapy  is  removal  of  the  patient 
from  ongoing  toxin  exposure. 
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Ultrasound  (US)  of  the  gallbladder  is  a firmly 
established  and  well  documented  diagnostic  pro- 
cedure. The  overall  accuracy  of  cholecystoson- 
ography  is  96%  in  the  most  recent  studies  with 
sensitivity  ranging  between  91  and  96%  and 
specificity  ranging  between  94  and  99%.3-4  l4  l6'20-24 
These  figures  were  obtained  with  real  time  ul- 
trasound equipment,  which  appears  to  give  better 
results  than  the  conventional  static  gray  scale  in- 
strument.16 24  Studies  that  compare  US  with  oral 
cholecystography  (OCG)  may  show  from  two  to 
four  percentage  points  in  favor  of  one  procedure 
or  the  other  depending  on  the  particular  insti- 
tution, but  for  all  practical  purposes  when  both 
US  and  OCG  are  performed  meticulously  they 
can  be  considered  equal  in  accuracy.16 

The  ultrasound  examination  is  ideally  per- 
formed after  a six  to  eight  hour  fast  when  the 
gallbladder  is  physiologically  distended.  A com- 
plete examination  with  real  time  ultrasound  takes 
less  than  10  minutes.  Advantages  of  US  are  same 
day  examination,  speed,  lack  of  radiation,  and 
independence  from  intestinal  absorption  of  io- 
dinated  compounds.  Diagnostic  quality  sono- 
grams are  obtained  in  96  to  99%  of 
patients.3  7 14 16  20  24  Uncommon  technical  failures 
are  usually  due  to  anatomic  variations  in  the 
position  of  the  gallbladder  and  the  presence  of 
skin  wounds  over  the  gallbladder  area.  US  does 
not  evaluate  bile  excretion  or  concentrating  ability 
of  the  gallbladder. 

The  majority  of  requests  for  cholecystoson- 
ography  are  to  “rule  out  gallstones.”  Positive 
findings  can  be  divided  into  four  categories.20 
Group  1:  One  or  more  echoes  within  the  gall- 
bladder which  produce  an  acoustic  shadow  (Figure 
1 ,2,3).  Stones  that  are  not  impacted  drop  rapidly 
to  the  dependent  portion  of  the  gallbladder  fol- 
lowing a change  in  patient  position.  When  these 
criteria  are  fulfilled,  the  diagnosis  of  gallstones  is 
virtually  100%  accurate.4  20  All  stones  over  3mm 
in  diameter  should  shadow. 1 Smaller  size  stones 
may  or  may  not  shadow.2  Intrinsic  ultrasonic 
attenuation  is  important  in  determining  the  de- 
gree of  shadowing.22  More  highly  attenuating 


stones  have  a high  percentage  of  crystalline  ma- 
terial and  a larger  crystal  size.22  The  highest  fre- 
quency transducers  available  should  be  used  to 
maximize  shadowing.  1 22  Shadowing  does  not 
appear  to  be  related  to  calcium  content,  shape, 
surface  characteristics  or  specific  gravity  of  the 
stone.1 

Group  2:  There  is  acoustic  shadowing  from  the 
area  of  the  gallbladder  without  visualizing  the 
gallbladder.  This  finding  has  been  associated  with 
stones  in  a contracted  gallbladder  in  88-98%  of 
patients.4 12-20 

Group  3:  There  are  one  or  more  discrete  non- 
shadowing echoes  less  than  5mm  in  diameter 
which  may  move  with  gravity. 20  Eighty-one  percent 
of  patients  in  one  study  with  these  findings  had 
gallstones.2  Immobile,  non-shadowing  echoes  in 
another  study  turned  out  to  be  polyps  in  100% 
of  patients.20 

Group  4:  Small,  low  level  non- shadowing  echoes 
within  the  gallbladder  which  form  a fluid-fluid 
level.  The  incidence  of  stones  in  this  group  has 
been  reported  as  8%,  61%,  and  69%. 4-20'26  The 
statistics  indicate  that  in  many  patients  this  echo 
pattern  may  be  due  to  particulate  matter  other 
than  tiny  stones.  The  differential  diagnosis  in- 
cludes tiny  stones,  “sludge”  (Fig.  2),  pus  (Fig.  3) 
and  cholesterol  crystals.2  Thick  bile  or  sludge 
classically  moves  slowly  (minutes)  with  positional 
change.2  This  is  not  a hard  and  fast  rule,  however, 
since  sludge  can  also  move  rapidly  and  be  in- 
distinguishable from  the  other  entities  which 
move  rapidly.2  It  has  been  shown  experimentally 
and  verified  clinically  that  cholesterol  crystals  do 
produce  non-shadowing  echoes  that  form  a fluid- 
fluid  level.2  9 Filly  and  associates  demonstrated 
by  graded  filtration  that  the  major  echo  producing 
components  of  sludge  are  pigment  granules  (cal- 
cium bilirubinate)  and  to  a lesser  extent,  choles- 
terol crystals.6  There  is  a strong  correlation 
between  gallbladder  disease  and  the  presence  of 
sludge.6  This  finding  can  also  be  seen  in  prolonged 
fasting,  jaundice,  hepatitis,  hemolytic  disease,  and 
pancreatic  disease  in  the  absence  of  gallbladder 
disease.6  Layered,  non-shadowing  echoes  within 
the  gallbladder  are  abnormal,46  When  these 
echoes  move  slowly  they  are  termed  “sludge”. 
Clinical  correlation  is  required  to  identify  patients 
without  gallbladder  disease.  Fast  moving  echoes 
can  be  due  to  sludge,  stones,  or  pus. 
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Cholecystosonography  is  often  ordered  to  rule 
out  cholecystitis.  Acute  cholecystitis  is  present 
only  in  1 3-34%  of  patients  presenting  with  right 
upper  quadrant  pain  and  tenderness.17  Thickening 
of  the  gallbladder  wall  may  be  seen  in  addition 
to  gallstones.571112151719'21  Normally  the  gall- 
bladder wall  measures  l-2mm  thick.  Most  au- 
thors use  the  upper  limits  of  normal  as  3 mm.5  7 8 12 
An  occasional  “normal”  gallbladder  wall  may  be 
more  than  3 mm  thick.  A sonolucent  area  (edema) 
within  the  thickest  part  of  the  wall  (Fig.  3)  can 
be  seen  in  some  cases  of  cholecystitis.19  Besides 
acute  cholecystitis  a thickened  gallbladder  wall 
can  be  seen  in  chronic  cholecystitis,  hepatitis, 
hypoproteinemia,  heart  failure,  and  renal  dis- 
ease.818  23  25  Patients  with  acute  and  chronic  cho- 
lecystitis may  not  have  a sonographically 
thickened  wall.5 

Carcinoma  of  the  gallbladder  can  have  four 
sonographic  appearances:  tumor  mass  filling  the 
gallbladder,  thickened  gallbladder  wall  (Figure  4), 
mass  of  the  wall  of  the  gallbladder,  and  mass  plus 
wall  thickening.29  30  A thickened  gallbladder  wall 
can  also  be  seen  with  acute  and  chronic  chole- 
cystitis. It  is  understandable  that  carcinoma  of 
the  gallbladder  can  be  overlooked  when  there  are 
gallstones  present.  In  our  experience,  wall  thick- 
ening is  more  irregular  in  carcinoma  of  the  gall- 
bladder than  in  inflammatory  disease.  Early 
carcinoma  of  the  gallbladder  can  also  appear  as 
a solitary,  non-shadowing  mass  on  the  gallbladder 
wall.29  30  This  diagnosis  is  difficult  to  make  since 
cholesterol  polyps,  mucosal  hyperplasia,  inflam- 
matory polyps,  adenoma,  papilloma,  and  lipoma 
can  look  the  same.29  The  diagnosis  is  easier  to 
make  when  the  entire  gallbladder  is  filled  with 
tumor  or  there  is  adjacent  invasion  of  the  liver. 

Ultrasound  of  the  gallbladder  is  an  accepted 
screening  method  for  examining  the  gallbladder 
particularly  when  in-patients  are  NPO  for  various 
reasons.  Equivocal  examinations  can  be  referred 
for  OCG.  It  is  also  desirable  to  employ  US  in 
emergency  cases  because  of  the  speed  and  ease 
of  the  examination.  Cholescintigraphy  can  be 
employed  to  determine  if  the  cystic  duct  is  patent 
when  a patient  suspected  of  having  acute  cho- 
lecystitus  does  not  have  stones  by  sonography. 
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Lung  cancer 
is  now  an  equal 
opportunity  tragedy. 


Remember  when  lung  cancer  was  a man  s 
disease.  Because  men  had  been  smoking 
longer  than  women.  But  the  women  s 
smoking  boom  that  started  in  the  1930  s 
and  40  s— is  paying  most  cruel  dividends 
today.  Yet  most  people  still  think  lung  cancer 
is  a man  s disease.  Tell  your  female  patients 
the  true  story.  That  lung  cancer  is  now  an 
equal  opportunity  tragedy.  That  s what 
you  ve  come  a long  way,  baby  is  all  about. 
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(Continued  from  page  284) 

Answers:  1.  C,  D 2.  B,  C,  D 

The  twelve  lead  ECG  shows  a sinus  rhythm 
with  a rate  of  sixty  beats  per  minute,  marked 
non-specific  ST-T  wave  changes  and  a prolonged 
Q-T  interval.  The  Q-T  interval  measures  0.60 
seconds  and  the  T waves  are  inverted  in  leads  I 
and  AVL.  The  PR  interval  and  QRS  duration 
are  normal.  With  this  history  in  a patient  this 
age,  a central  nervous  system  event  would  be  a 
more  likely  diagnosis.  Both  rhythm  disturbances 
and  repolarization  abnormalities  have  been  as- 
sociated with  acute  cerebral  disorders:  subarach- 
noid hemorrhage,  subdural  hematoma,  intra- 
cranial hemorrhage,  and  cerebral  thrombosis  or 
embolus.  The  most  dramatic  ECG  abnormalities 
occur  with  subarchnoid  or  spontaneous  intra- 
cranial hemorrhages.  ST-T  wave  changes  can  be 
markedly  abnormal  and  resemble  the  changes 
seen  in  ischemic  myocardial  disease.  Thus,  in  an 


older  patient,  a reasonable  differential  diagnosis 
would  include  myocardial  infarction.  The  ECG 
abnormalities  noted  in  central  nervous  system 
disease  are  large,  wide  T waves,  ST  segment  shifts, 
prolonged  Q-T  intervals,  and  prominent  U waves. 
The  exact  mechanism  of  these  ECG  changes  is 
unknown.  Alterations  in  sympathetic  tone  have 
been  suggested  as  the  etiology.  This  was  based 
on  animal  studies  where  a unilateral  stellate  gan- 
glionectomy  seemed  to  cause  comparable  repo- 
larization changes  on  the  ECG.  These  changes  in 
Q-T  interval  or  ventricular  recovery  time  could 
reflect  changes  in  the  functional  refractory  period 
and  make  the  heart  more  vulnerable  to  re-entrant 
arrhythmias.  For  more  information  on  this  in- 
teresting area  see  J.  A.  Abildskov  “Central  Nerv- 
ous System  Influences  Upon  ECG  Waveforms”, 
Chapter  19  in  Volume  2,  Advances  In  Elec- 
trocardiography Schlant  and  Hurst,  Eds. 
Grune  and  Stratton,  New  York,  1976.  ^ 
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Original  articles  will  be  considered  for  pub- 
lication with  the  understanding  that  they  are 
contributed  only  to  the  Illinois  Medical  Journal. 
The  Journal  assumes  no  responsibility  for  the 
Opinions  and  claims  expressed  in  the  articles 
contributed.  All  should  include  an  abstract. 

Review  articles  should  not  exceed  12  to  16 
pages.  Case  histories  are  also  accepted;  these 
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in  black  and  white;  positives  of  photographs  are 
preferred.  They  should  be  addressed  to:  Illinois 
Medical  Journal,  55  E.  Monroe,  Suite  3510, 
Chicago,  IL  60603. 

References  should  be  numbered  in  order  of 
appearance  in  the  text  and  conform  to  the  fol- 
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Journal  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  articles. 
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of  the  author(s),  degrees  and  any  institutional  or 
other  credits  as  well  as  the  author’s  mailing 
address.  The  title  should  be  as  short  as  possible. 
Pages  should  be  numbered  consecutively.  Tables 
are  to  be  typed,  numbered  and  accompanied  by 
a brief  descriptive  title.  Photographs  should  be 
marked  “top”  and  the  back  of  each  should  iden- 
tify the  article  accompanying  them.  Number  il- 
lustrations consecutively  and  indicate  their  place 
in  the  text. 

Authors  whose  manuscripts  are  accepted  will 
be  asked  to  sign  a copyright  release  form  to  the 
Journal.  The  Journal,  however,  will  secure  author 
permission  before  authorizing  a reprint. 
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Guide  to  Continuing  Medical  Education 


Compiled  for  Illinois  physicians  by  the  Illinois  Council  on  Continuing  Medical  Education,  55  E.  Monroe  St.,  Suite 
3510,  Chicago  IL  60603;  (312)  236-6110 

Items  for  this  Calendar  must  be  received  90  days  prior  to  the  event.  Those  received  earlier  may  appear  in  up  to  three 
monthly  issues. 

If  your  organization 's  CME  activities  are  not  listed— please  contact  us.  To  avoid  possible  conflicts,  you’re  invited  also  to 
consult  our  file  of  future  events.  Individual  physicians  may  also  call  or  write  for  information  about  CME  programs 
scheduled  for  dates  later  than  those  covered  here. 


DECEMBER 


Cardiology 

Clinical  Management  of  Coronary  Disease  & Exercise 
Testing 

For:  FP's,  GP's,  Internists.  Seminar,  Dec.  4-5,  Hyatt  Regency, 
Chicago.  Sponsor:  International  Medical  Education  Corp.,  64 
Inverness  Dr.  E.,  Englewood,  CO  801 12.  Reg.  deadline:  none. 
Fee:  $245.  Reg.  limit:  85.  Credit:  Category  1,  13  hours,- 
A AFP  Prescribed,  13  hours,-  AOA,  13  hours.  Contact:  Stephen 
Mattingly.  Phone:  800-525-8651  x 123. 

Emergency  Medicine 

Pulmonary  Problems  for  Emergency  Physicians 
For:  MD's.  Symposium,  December  9,  St.  Louis,  MO  Sponsor: 
St.  Louis  University,  School  of  Medicine,  1402  S.  Grand,  St. 
Louis,  MO  63104  Fee:  $75,  MD;  $25,  in-training.  Reg.  limit: 
none.  Credit:  Category  1,  7 hours.  Contact:  John  Grellner. 
Phone:  314/664-9800  x 127. 


Family  Medicine 

Coronary  Artery  Disease  — The  View  in  1981 
For:  Primary  Care  Physicians.  Symposium,  December  11-12, 
Madison,  Wl.  Sponsor:  U of  W-Extension,  CME,  465B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wl  53706.  Reg.  deadline: 
none.  Fee:  $135.  Reg.  limit:  none  Credit:  Category  1,  12 
hours;  AAFP  Prescribed,  12  hours,  AOA,  12  hours.  Contact: 
Sarah  Aslakson.  Phone:  608/263-2856. 


Internal  Medicine 

Current  Concepts  in  Cancer  Therapy 

For:  MD's.  Seminar,  Dec.  10-12,  St.  Louis,  MO.  Sponsor:  CME, 

Washington  University  School  of  Medicine,  Box  8063,  660  S. 

Euclid,  St.  Louis,  MO  63110.  Fee:  $275.  Reg.  limit:  500. 

Credit:  Category  1,  19  hours,-  AAFP  Prescribed,  19  hours; 

AOA,  19  hours,-  AMR  A Contact:  Loretta  Giacoletto.  Phone: 

314/454-387o. 


Internal  Medicine 

Fluid  & Electrolyte  Balance,  Hypertension  & Renal  Disease 

For:  MD's.  Course,  Dec.  9-11,  Chicago.  Sponsor:  American 
College  of  Physicians,  Postgraduate  Dept.,  4200  Pine  St.,  Phil- 
adelphia, PA  19104.  Fee:  $225,  members,-  $170,  associate,- 
$300,  non-members.  Credit:  Category  1,  20'/?  hours.  Contact: 
Maxine  Topping.  Phone:  800-523-1546. 

Medicine 

Neurology 

For:  MD's.  Symposium,  Dec.  3,  1:00  p.m  , Robinson.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Rm  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Contact: 
Lorraine  Stephenson.  Phone:  217/782-7711 


Medicine 


Ears,  Nose  and  Throat 

For:  MD's.  Symposium,  Dec.  3,  1:00  p.m.,  Jacksonville.  Sponsor: 
SIU  School  of  Medicine,  801  N.  Rutledge,  Rm  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Contact: 
Lorraine  Stephenson.  Phone:  217/782-7711. 


Medicine 


Arthritis 

For:  MD's.  Symposium,  Dec.  3,  1:00  p.m  , Chester  Sponsor: 
SIU  School  of  Medicine  801  N.  Rutledge,  Rm.  4241,  Springfield 
62708.  Reg.  limit:  none.  Credit:  Category  1,  4 hours.  Contact: 
Lorraine  Stephenson.  Phone:  217/782-7711. 


Medicine 


Calcium  Channel  Blockers 

For:  MD's.  Symposium,  December  2,  Springfield.  Sponsor:  SIU 
School  of  Medicine,  CME,  P.  O.  Box  3926,  Springfield  62708. 
Credit:  Category  1 Contact:  Lorraine  Stephenson.  Phone: 
217/782-7711 


Nephrology 

Fluid  and  Electrolyte  Balance,  Hypertension  and  Renal 
Disease 

For:  Internists,  GP's.  Workshop/course,  Dec.  9-11,  Chicago. 
Sponsor:  American  College  of  Physicians,  4200  Pine  St.,  Phil- 
adelphia, PA  19104.  Cosponsors:  Northwestern  University 
Medical  School;  Northwestern  Memorial  Hospital.  Fee:  $225, 
member;  $170,  associate,-  $300,  non-members.  Reg.  limit:  120. 
Credit:  Category  1 Contact:  Maxine  Topping.  Phone:  215/ 
243-1200 


Radiology 

Contrast  Media:  Application,  Problems  and  Reaction! 

For:  MD's.  Lecture,  Dec.  4,  3:00  p.m..  North  Chicago.  Speaker: 
Vlastimil  Capek,  MD.  Sponsor:  University  of  Health  Sciences/ 
The  Chicago  Medical  School,  3333  Green  Bay  Rd.,  North 
Chicago  60064.  Credit:  Category  1,  1 hour.  Contact:  Ben 
Blivaiss,  PhD.  Phone:  312/578-3215. 


Radiology 

CT  Scanning  of  the  Brain:  Interesting  Case  Studies 
For:  MD's.  Lecture,  Dec.  1 1, 3:00  p.m.,  North  Chicago.  Speaker: 
Ruth  Ramsey,  MD.  Sponsor:  University  of  Health  Sciences/The 
Chicago  Medical  School,  3333  Green  Bay  Rd.,  North  Chicago 
60064.  Credit:  Category  1 , 1 hour.  Contact:  Ben  Blivaiss, 
PhD.  Phone:  312/578-3215. 


Surgery 


Neurology 

Neurology  for  the  Non-Neurologist 

For:  Internists,  FP's.  GP's.  Psychiatrists.  Course,  December  9- 
1 1 , Chicago  Marriott  Hotel.  Sponsor:  Rush-Presbyterian-St.  Luke's 
Medical  Center,  CME,  600  S.  Paulina,  Chicago  60612.  Fee: 
$315  Reg.  limit:  1 50.  Credit:  Category  1 , 20  hours.  Contact: 
Barbara  Trejo  Phone:  312/942-7095. 


Specialty  Review  in  Thoracic  Surgery,  Part  I 
For:  General  and  Cardiothoracic  Surgeons.  Lecture,  Dec.  7 (5 
days),  Chicago.  Speaker:  Sidney  Levitsky,  MD.  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S.  Wood  St.,  Chicago 
60612.  Fee:  $425.  Reg.  limit:  200.  Credit:  Category  1,  45 
hours.  Contact:  Robert  Baker,  MD.  Phone:  312/733-2800. 


OB/CYN 


OB/GYN 

For:  MD's.  Symposium,  December  1 0,  1 :00  p.m.,  Lincoln  Spon- 
sor: SIU  School  of  Medicine,  CME,  P.  O.  Box  3926,  Springfield 
62708.  Credit:  Category  1,  4 hours.  Contact:  Lorraine  Ste- 
phenson. Phone:  217/782-7711. 


OB/CYNE 

Problem  Solving  in  Gynecologic  Endocrinology  and  Infertility 
For:  Ob/Gyn.  Lecture/discussion,  December  4-5,  Chicago. 
Sponsor:  The  University  of  Chicago,  CME,  950  E.  59th  St., 
Box  139,  Chicago  60637.  Fee:  $195;  $75,  residents.  Credit: 
Category  1,13  hours,-  ACOG.  Contact:  M.  A.  Dillon.  Phone: 
312/947-7084. 


Ophthalmology 

Clinical  Conference 

For:  Ophthalmologists.  Rounds,  Dec.  2,  9,  16  & 23,  4:00-6:00 
p.m.,  Chicago.  Sponsor:  Dept,  of  Ophthalmology,  U of  I,  1855 
Taylor,  Chicago  60612  Credit:  Category  1, 2 hours.  Contact: 
Jacob  Wilensky,  MD  Phone:  312/996-7030 


Orthopedic  Surgery 

Procedures  Useful  in  Evaluating  & Treating  Low  Back 
Pain  & Sciatica  Pain 

For:  MD's.  Symposium,  Dec.  5,  St.  Louis,  MO.  Sponsor:  CME, 
Washington  University  School  of  Medicine,  Box  8063,  660  S. 
Euclid,  St.  Louis,  MO  63110.  Fee:  $75  Reg.  limit:  150.  Credit: 
Category  1, 7 hours,-  AOA,  7 hours,  AAFP  Prescribed,  7 hours. 
Contact:  Loretta  Giacoletto.  Phone:  314/454-3873. 


Psychiatry 

DSM  III  — Advanced  Clinical  Symposium 
For:  Psychiatrists,  Psychologists.  Symposium,  December  14, 
Edgewater  Hotel,  Madison,  Wl.  Speakers:  Robert  Spitzer,  MD; 
Janet  Williams,  MSW  Sponsor:  U of  Wisconsin-Extension,  CME, 
465B  WARF  Bldg.,  610  Walnut  St.,  Madison,  Wl  53706.  Reg. 
deadline:  none.  Fee:  $90.  Reg.  limit:  none.  Credit:  Category 
1,  6 hours.  Contact:  Sarah  Aslakson  Phone:  608/263-2856. 


JANUARY 


Endocrinology 

Symposium  on  Endocrinology 

For:  MD's  Symposium,  January  8,  1 5,  22  and  29,  1 1 :00  a.m.. 
Oak  Park.  Sponsor:  Oak  Park  Hospital,  520  S.  Maple  Ave., 
Oak  Park.  Fee:  none.  Reg.  limit:  none.  Credit:  Category  1, 
4 hours.  Contact:  Charles  Weigel,  MD  Phone:  312/366- 
7870. 

Family  Medicine 

Current  Use  of  Estrogens 

For:  MD's.  Lecture,  January  20,  DuPage  County  Speaker: 
William  Spellacy,  MD  Sponsor:  DuPage  County  Medical  Society, 
26  W.  St.  Charles  Rd.,  Lombard  60148.  Reg.  deadline: 
1/15  Fee:  none.  Reg.  limit:  none  Credit:  Category  1,  2 
hours,  AAFP  Elective.  Contact:  Lillian  Widmer. 

Genetics 

Clinical  Genetics 

For:  Primary  Care  Physicians.  Lectures/workshops,  January  22- 
23,  Madison,  Wl  Sponsor:  CME,  University  of  Wisconsin,  465B 
WARF  Bldg  . 610  Walnut  St.,  Madison,  Wl  53706.  Reg.  dead- 
line: none.  Fee:  TBA.  Reg.  limit:  none.  Credit:  TBA.  Contact: 
Sarah  Aslakson.  Phone:  608/263-2856. 


Internal  Medicine 

New  Therapeutics  II:  The  Results  of  Recent  Advances  in 
Medicine 

For:  FP's,  Internists.  Symposium,  Jan.  18-20,  Telemark  Lodge, 
Cable,  Wl.  Sponsor:  U of  Wisconsin  School  of  Medicine,  CME, 
610  Walnut  St.,  Rm.  454,  Madison,  Wl  53706.  Fee:  $215. 
Credit:  Category  1,  14  hours,-  AAFP  Prescribed,  14  hours. 
Contact:  Ann  Bailey.  Phone:  608/263-2854. 


Medicine 

Cardiology  Pharmacology 

For:  MD's.  Symposium,  January  21,  1 00  p.m.,  Lincoln.  Sponsor: 
SIU  School  of  Medicine,  CME,  P.  O.  Box  3926,  Springfield 
62708  Credit:  Category  1,  4 hours  Contact:  Lorraine  Ste- 
phenson. Phone:  217/782-7711. 
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Doctor's  News 


PHYSICIANS  IN  THE  NEWS -Marshall  Falk,  M.D.,  Chicago,  has  been  appointed  to  serve 
on  the  Illinois  Hospital  Licensing  Board  and  also  elected  president  of  the  Illinois 
Council  of  Medical  School  Deans.  . . . Patrick  Staunton,  M.D.,  Park  Ridge,  has 
been  named  to  the  Illinois  Guardianship  and  Mental  Health  Advocacy  Com- 
mission. . . . Frank  W.  Newell,  M.D.,  Chicago,  has  been  elected  president  of  the 
National  Society  to  Prevent  Blindness.  Dr.  Newell  is  editor-in-chief  of  the 
American  Journal  of  Ophthalmology  and  a professor  at  the  University  of  Chicago. 

Newly  named  officers  of  the  Chicago  Society  of  Plastic  Surgery  are  Richard  L. 
Sperling,  M.D.,  Skokie,  president;  Norman  E.  Hugo,  M.D.,  Chicago,  vice  president; 
Randall  E.  McNally,  M.D.,  Chicago,  secretary  and  Raymond  L.  Warpeha,  M.D., 
Maywood,  treasurer. 

Gurnee  cardiologist  Tien  Chu  Cheng,  M.D.,  who  writes  on  health  matters  for 
the  Waukegan  “News-Sun,”  recently  published  a guidebook  for  the  heart  attack 
victim  entitled  “The  Heart  of  the  Matter.” 

Sandor  Berendi,  M.D.,  Chicago,  recently  received  a citation  for  his  work  as  a 
Social  Security  Administration  Regional  Commissioner. . . . Newly  named  fellows 
of  the  American  College  of  Radiology  include  Jen-hung  Chao,  M.D.,  Chicago 
and  Richard  L.  Phillips,  M.D.,  Park  Ridge. 

Recently  announced  officers  of  the  Chicago  Pathology  Society  are  Martin  A. 
Swerdlow,  M.D.,  Chicago,  president;  Hartmann  Friederici,  M.D.,  Evanston,  vice 
president;  Marshall  H.  Short,  M.D.,  Chicago,  secretary,  Wellington  Jao,  M.D., 
Chicago,  treasurer  and  John  G.  Gruhn,  M.D.,  Chicago,  program  director.  M. 
Eugene  Tardy,  Jr.,  M.D.,  Chicago,  has  been  named  president-elect  of  the  American 
Academy  of  Facial  Plastic  and  Reconstructive  Surgery. 

PNEUMOCOCCAL  VACCINE  COVERED -AM  A notes  that  Medicare  beneficiaries  will  be 
notified  by  the  government  that  pneumococcal  vaccine  is  covered  for  federal 
reimbursement.  The  Health  Care  Financing  Administration  has  announced  that 
all  Medicare  recipients  will  be  so  informed  late  this  year,  and  Medicaid  beneficiaries 
will  be  encouraged  to  consult  personal  physicians  for  additional  information  about 
receiving  the  vaccine. 

MEDICAL  QUACKERY  is  the  subject  of  a new  brochure  published  by  the  Federal  Postal  In- 
spection Service.  According  to  an  AMA  summary  “Do  You  Believe  in  Magic?” 
cites  four  warnings:  “Don’t  trust  your  health  to  a salesman;  don’t  believe  claims 
of  a secret  cure  or  miracle  drug;  don’t  believe  claims  of  excessive  weight  loss; 
don’t  believe  exaggerated  claims  of  regained  youth  or  the  perfect  figure.”  Copies 
of  the  brochure  may  be  obtained  by  writing:  Chief  Postal  Inspector,  Consumer 
Protection  Program,  Washington,  D.C.,  20260. 

U.S.  INFANT  MORTALITY  RATE  DROPS -The  twelve  month  period  ending  May,  1981, 
shows  the  nation’s  infant  mortality  rate  was  12.3  per  1,000  live  births— decreased 
from  12.8  in  the  previous  annual  period.  National  Center  for  Health  Statistics 
reports  further  showed  that  the  June,  1981,  monthly  rate  was  lower  yet— 11.2 
per  1,000  live  births. 

DRUG  ABUSE  MANUAL  AVAILABLE— A new  AMA  book  designed  to  help  physicians  treat 
patients  with  drug  problems  is  now  available.  Drug  Abuse:  A Guide  For  The 
Primary  Care  Physician,  considers  incidence,  treatment  and  confrontation  skills 
in  dealing  with  drug  abusers.  Prescribing  practices  that  curb  abuse  of  prescription 
drugs  are  also  considered.  The  book  also  gives  a guide  to  chemical,  proprietary 
and  slang  names  of  common  drugs  of  abuse,  and  signs  and  symptoms  of  drug 
abuse.  Copies  are  available  at  a cost  of  $17  by  writing  the  Order  Dept.,  OP-323, 
AMA,  P.O.  Box  821,  Monroe,  WI  53566. 
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Physician  Recruitment  Program 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians,  the  Physician  Recruitment  Program  and  the 
Doctor's  Job  Fair,  are  publishing  synopses  in  the  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any  out-of-state  physicians  seeking  an  Illinois  residence 
are  asked  to  notify  the  Program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment  Program,  ISMS,  55  E.  Monroe,  Suite  3510, 
Chicago,  60603. 


AURORA:  Population  85,000-opening  for  cardiologist  in  well- 
established  group  of  45  physicians.  Excellent  hospital  and 
clinic  space  available.  Located  50  miles  from  downtown  Chi- 
cago on  E/W  Tollway.  CONTACT:  L.  E.  Snyder,  M.D.,  1870 
W.  Galena  Blvd.,  Aurora  60506  (312-859-6700).  (12) 

CARBONDALE:  Family  or  General  Practice.  Community 
Health  Center  in  southern  Illinois,  10  miles  from  SlU-Car- 
bondale.  Affiliation  with  Black  Lung  Clinic  Programs  possible. 
Established  practice  with  multi-disciplinary  staff.  Position 
available  immediately.  Salary,  fringe  benefits  are  very  com- 
petitive; malpractice  insurance  and  vacation  also  provided. 
CONTACT:  George  M.  O’Neill,  Shawnee  Health  Service  & 
Development  Corporation,  103  S.  Washington,  #210,  Car- 
bondale  62901  (618-457-3351).  (4) 

CENTRAL  ILLINOIS:  Two  community  hospitals  within 
twenty  minutes  of  each  other  are  currently  seeking  a urologist. 
Possible  partnership  with  consulting  urologist  now  servicing 
this  area.  More  patients  than  one  urologist  can  handle.  Area 
is  known  for  recreational  activities.  Contact:  Search  Com- 
mittee, P.O.  Box  430,  Pana,  62557.  (217-562-2131  x271)(4) 

CLIFTON:  Service  Area,  8,500  — Immediate  opening  for 
family  practitioner  in  rural  setting.  First  year:  guarantee,  office 
space/staffing  provided.  Seventy  miles  south  of  Chicago  on 
interstate  highway.  Excellent  school  system.  Obstetrics  or 
general  internal  medicine  background  helpful.  CONTACT: 
George  Rasmussen,  Central  Community  Hospital,  Clifton 
60927.  AC  815-694-2392.  (10) 

CLINTON,  IA:  Internist  (with/without  subspecialty),  Surgeon, 
OB-GYN,  and  ENT  physicians  are  needed  in  Clinton.  Multi- 
specialty group  serving  large  part  of  Western  Illinois.  Excellent 
opportunity  for  quality  care,  professional  interaction  with 
friendly  colleagues  and  financial  security.  Contact  Dr.  Daniel 
J.  Baxter,  collect:  3 19-243-4600  days  or  319-242-6451  nights. 
(2) 

DU  QUOIN:  Opportunities  for  solo  or  group  practice  in  well 
known  small  community.  St.  Louis  75  miles.  S.I.U. -Carbon- 
dale  25  miles.  Excellent  schools,  churches,  shopping,  housing 
and  recreation.  JCAH  hospital  specializing  in  quality  care. 
Du  Quoin  and  Marshall  Browning  Hospital  would  love  to 
tell  you  more.  Call  David  R.  Hosier,  Adm.,  collect  at  618- 
542-2146.  (12) 


FAIRBURY:  Family  Practice  Physician  to  join  fast  growing 
practice  in  thriving  rural  area.  Well-equipped,  JCAH  ac- 
credited, 1 1 2-bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  Curriculum  Vitae  in  confidence  to 
Frank  Brady,  Administrator,  Fairbury  Hospital,  519  South 
Fifth  Street,  Fairbury  61739.  (12) 

FAIRBURY:  Family  practice  physician  — Excellent  oppor- 
tunity to  join  General  Practice  Physician  planning  retirement 
in  two  years.  Cross  coverage  is  available  in  this  thriving  rural 
practice.  Fairbury  Hospital,  a 1 12-bed  JCAH  accredited  hos- 
pital, offers  income  guarantees  and  other  financial  assistance. 
Contact:  Kate  H.  Dickey,  Director,  Physician  Recruitment, 
Fairbury  Hospital,  519  South  Fifth  Street,  Fairbury  61739. 
(815-692-2346  x2 1 5)  (4) 

FRANKFORT:  Multispecialty  group  seeks  young  family  phy- 
sician, willing  to  do  OB  and  also  seeking  OB-GYN— to  join 
expanding  practice,  which  is  located  some  thirty  miles  south- 
west of  Chicago.  Incentive  plan,  profit  sharing;  as  well  as  a 
new  building.  Excellent  practice  opportunities.  CONTACT: 
Howard  Osmus,  Administrator,  Hedges  Clinic,  Frankfort 
60423  (815-469-2123).  (1) 

FREEPORT:  Otolaryngologist,  Cardiologist,  Gastroenterol- 
ogist, General  Internist,  Family  Practice,  Urologist  — to  join 
expanding  20  physician  multi-specialty  Clinic.  This  30  yr. 
old  group  practices  in  a new  facility  across  from  a recently 
expanded  general  hospital  in  a community  of  30,000.  CON- 
TACT: C.  Wm.  Metcalf,  M.D.,  Medical  Director,  Freeport 
Clinic,  S.C.,  1036  W.  Stephenson  St.,  Freeport  61032,  815- 
235-5111.  (12) 


GENESEO:  Population  8,000,  trade  area  - 29,000.  Rich 
farming  area.  Downtown  office  fully  equipped.  Hospital  - 
ultra  modem.  25  miles  east  of  quad  cities  - population  400,000. 
Quality  community  needing  a quality  physician.  Contact:  Mrs. 
A.  W.  Wellstein,  9 Maplewood,  Geneseo  61254  (309-944- 
2530).  (2) 

GREENVILLE:  Established  Medical  Group  seeking  addi- 
tional physician  in  Family  Practice.  Excellent  salary  first  year 
with  full  partnership  the  following  year.  45  miles  from  St. 
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More  Than  1,000  Persons  Attend  Illinois 
Blue  Cross  and  Blue  Shield  Symposium 


A standing-room  only  crowd  of  more  than  1 ,000  per- 
sons attended  the  Illinois  Blue  Cross  and  Blue  Shield 
Plan’s  Sixth  Annual  Health  Care  Symposium,  held  at 
the  Hyatt  Regency  Chicago  Hotel  in  late  October. 

A flurry  of  bold  concepts  on  the  “industrialization” 
of  health  delivery,  plus  the  anticipated  tug-of-war  be- 
tween Reagonomists  and  Democrats  were  discussed  dur- 
ing the  day-long  meeting.  There  also  were  appeals  for 
“The  Little  Guy”  from  the  widow  of  Dr.  Martin  Luther 
King,  Jr.  and  for  better  consumer  tools  by  the  Admini- 
stration’s consumer  director,  Virginia  Knauer. 

A controversial  study  prepared  by  the  Health,  Educa- 
tion and  Welfare’s  Graduate  Medical  Education  and 
National  Advisory  Committee  (GMENAC)  was  the 
source  of  some  of  the  first  surprises  of  the  day. 

Dr.  Alvin  Tarlov,  University  of  Chicago  professor  of 
medicine  and  chairman  of  the  GMENAC  panel,  at- 
tracted attention  from  the  predominately  health  care — 
related  audience  with  his  assertion  that  a national 
surplus  of  physicians  will  force  doctors  to  resume  mak- 
ing house  calls  as  competition  for  patients  drives  health 
professionals  into  the  farthest  limits  of  service 
marketing  techniques. 

Among  his  satchel  full  of  shocks,  Dr.  Tarlov  said 
young  doctors  eager  for  basic  financial  security  in  this 
tight  economy  are  looking  favorably  toward  working  in 
the  military,  in  prisons,  and  on  the  staffs  of  health 
maintenance  organizations  (which  he  admitted  is  an 
attitudinal  switch). 

Two-Doctor  Families  in  Vogue 

According  to  the  graduate  of  Dartmouth  and  U.  of  C. 
Medical  School,  patients  are  already  shifting  from  the 
single-family-physician  concept  to  two  or  more  physi- 
cians— and  they  are  doing  so  without  the  knowledge  of 
any  of  the  doctors  involved,  indicating  that  the  days  of 
the  omnipotent,  grandfather-styled  family  doctor  are 
gone. 

Dr.  Tarlov  said  the  origins  of  the  growing  surplus  of 
physicians  could  be  directly  attributed  to  the  civil  rights 
movement  of  the  1950’s,  “especially  that  era  following 
the  Supreme  Court  (desegregation)  decision.” 


In  the  10  years  following  that  decision,  the  nation’s 
health  priorities  were  established,  and  a principle  was 
enunciated  which  stated  that  “equal  access  to  high 
quality  health  services  at  an  affordable  cost  for  all 
Americans  is  a fundamental  right  of  citizenship.” 

“The  nation,”  he  continued,  “fulfilling  its  promise, 
and  as  expressed  in  the  Medicare  and  Medicaid  legisla- 
tion, perceived  in  the  late  1960’s  that  a shortage  of  phy- 
sicians would  imperil  fulfillment  of  the  national  dream. 

“As  a result  of  that  perception,  strong  initiatives  were 
taken  at  the  local,  state,  federal,  and  private  levels  to  in- 
crease the  numbers  of  doctors  largely  through  an  expan- 
sion of  class  size  and  the  development  of  new  medical 
schools,  particularly  under  state  auspices. 

Entering  Med  Classes  Hit  20,000 

“As  a result  of  those  initiatives,  expansion  of  the  en- 
tering class  s'ize  occurred  in  the  1970s  from  approxi- 
mately 8,000  in  the  late  1960’s  to  an  entering  class  of 
almost  20,000  today.” 

While  the  number  of  physicians  is  increasing,  Dr. 
Tarlov  noted  also  that  “the  rate  of  increase  of  other 
health  providers  may  be  even  greater.” 

In  these  catagories  he  included  nurse  practitioners, 
nurse  clinicians,  physicians’  assistants,  optometrists, 
psychologists,  and  psychiatric  social  workers. 

The  40  percent  increase  in  physicians  will,  in  Dr. 
Tarlov’s  projection  of  the  1980  decade,  create  a higher 
physician-to-population  ratio,  with  improved  geogra- 
phic distribution  as  well  as  improved  access  to  health 
care  services. 

It  will  produce  a supply  of  practical,  salaried  physi- 
cians as  mentioned  earlier. 

There  will  be  a very  large  increase  in  intra-  and  inter- 
professional competition,”  he  declared,  putting  the 
general  physician  in  competition  with  the  specialist 
(meaning  that  neither  doctor  will  refer  a patient  to  the 
other’s  office.) 

Doctors  will  form  one-stop,  full-service  partnership 
practices  and  compete  directly  against  nearby  hospitals, 
he  added,  building  emergency  centers,  primary  care 
centers,  as  well  as  birthing  and  surgical  facilities. 


They’ll  see  a shift  in  the  doctor/patient  relationship 
also,  Dr.  Tarlov  revealed,  when  the  “trust  which  has 
dominated  for  almost  2,000  years  is  replaced  by  a con- 
tractual relationship. 

“In  that  contract,  the  rights  to  health  services  previ- 
ously purchased  under  contract  with  (an  insurance)  cor- 
poration will  be  expected  and  will  replace  the  trusting 
relationship.” 

His  economic  forecast  included  a higher  utilization 
rate  of  doctor’s  services  per  capita,  netting  a higher 
overall  cost  to  the  health  care  system. 

Hospitals  will  move  away  from  government  owner- 
ship in  the  public  sector,  he  said,  away  from  governing 
regulations,  and  “away  from  the  not-for-profit  concept 
to  an  industry  in  which  not-for-profit  and  profit  multi- 
hospital systems  will  compete.” 

Schools  Decrease  Class  Size 

Just  this  past  September,  Dr.  Tarlov  stated,  medical 
schools  began  responding  to  the  increase  in  the  physi- 
cian’s surplus  by  decreasing  class  sizes.  While  the 
schools  are  receiving  less  government  support,  leading 
to  increases  in  tuition  and  students’  indebtedness,  the 
fallout  is  that  “the  socioeconomic  and  cultural  back- 
ground of  individuals  who  selected  medicine  for  their 
futures  will  undergo  further  erosion  in  a direction  which 
is  contrary  to  national  health  policy.” 

Addressing  the  massive  influx  of  medical  providers 
from  outside  the  United  States,  he  said:  “In  the  teach- 
ing hospitals,  there  will  be  increasing  pressures  to  de- 
crease the  entry  of  alien  physicians  to  their  medical  staff 
either  for  training  or  for  full  hospital  privileges,”  and 
added  “There  will  be  enormous  pressures  on  the  teach- 
ing hospitals  to  impede  the  entrance  of  U.S.  citizen 
graduates  of  medical  schools  in  the  Carribean  and  Mex- 
ico for  training  and  practice.” 

Dr.  Tarlov  warned  his  audience  that  “I  have  not 
placed  a (moral)  value  on  any  of  these  individual  ef- 
fects . . . Judgements,  positive  or  negative,  are  variable, 
depending  on  individual  perspectives. 

“It  is  clear,  however,  that  all  of  us  are  going  to  have 
to  reconceptualize  our  business.” 

Institutions  To  Restructure 

The  president  of  the  nation’s  largest  multi-unit  hos- 
pital system,  Edward  Connors,  told  the  crowd  that  he 
foresees  a restructuring  phenomenon  from  independent 
to  multi-unit  institutions. 

Connors,  president  of  the  Sisters  of  Mercy  Health 
Corporation,  said  that  by  1990,  the  shift  from  inde- 
pendent to  multi-unit  hospitals  would  rise  from  the  cur- 
rent 35  percent  to  50  percent. 

Citing  what  he  contends  is  premature  criticism  of  the 
corporate-oriented  shift,  Connors  said  there  has  been 
too  little  dialogue  between  major  components  in  the 
health  care  delivery  systems. 

Multi-unit  systems  will  grow  and  diversify,  Connors 
declared,  noting  that  both  profit-making  institutions 
and  providers  whose  emphasis  is  primarily  the  delivery 
of  community  health  services  can  expect  huge  benefits 
in  the  outcome. 


One  of  the  ways  Connors  said  multi-unit  systems  will 
out-perform  independent  hospitals  is  with  their  manage- 
ment clout — administrators  with  broader  business  con- 
tacts. 

“Private  business  and  public  service  proponents  need 
not  necessarily  be  at  odds  about  health  service  values,” 
he  said,  because  neither  can  be  a pure  entity.  Each 
system  has  to  adopt  some  of  the  values  and  policies  of 
the  other. 

Momentum  Helps  Growths 

Finally,  Connors  said,  the  entire  industry  must  con- 
tinue its  forward  momentum,  because  “momentum  en- 
ables an  organization  to  grow,  adapt  and  productively 
pursue  the  future.” 

During  the  afternoon  segment,  Dr.  Eugene  McCar- 
thy, clinical  professor  of  public  health  at  Cornell 
University  Medical  College,  addressed  the  audience, 
echoing  some  of  Dr.  Tarlov’s  remarks. 

McCarthy  cited  recent  studies  indicating  that  increas- 
ing numbers  of  health  care  practitioners  have  resulted  in 
increasing  utilization  of  health  care  services. 

“Until  1970,”  he  stated,  “our  index  of  key  surgical 
operations  showed  that  the  number  of  operations  in- 
creased in  direct  proportion  of  the  rise  in  population. 
Since  then,  the  number  of  operations  has  shown  in- 
creases four  to  five  times  greater  than  the  population  in- 
crease.” 

Mandatory  Second  Opinion  Urged 

He  advocated  mandatory  second  opinions  on  elective 
surgery,  and  defended  it  as  cost-effective. 

“Our  study  of  one  million  persons  with  mandatory 
second  opinion  coverage  showed  an  average  of  18  per- 
cent no-confirmation  for  the  six  key  operations.  This 
average  was  much  higher  in  the  OB-gynecology  and  or- 
thopedic areas.  We  found  that  the  cost-benefit  ratio  of 
these  cases  was  2.4  to  1;  that  is:  $2.60  saved  on  surgical 
costs  for  every  $1  spent  on  second  opinions.” 

Dr.  McCarthy  also  noted  that  a significant  minority 
of  surgeons  are  now  practicing  “opportunity  pricing” 
of  their  services,  to  take  advantage  of  the  rising  number 
of  Americans  with  double  health  coverage. 

Reporting  on  yet  another  program,  he  said  surgeons 
involved  in  14,000  operations  were  asked  to  lower  their 
fees  voluntarily.  “All  we  did  was  call  them  on  the  phone 
and  ask.  Believe  it  or  not,  80  percent  did  so,”  he 
declared. 

He  concluded:  “While  these  projects  aren’t  the  whole 
answer  to  health  care  cost  containment,  they  could 
make  a significant  dent  if  implemented  nationwide.” 


REMINDER 

As  of  December  14,  1981,  the  new  Physician  Hot-Line 
number  within  the  ‘312’  area  code  will  be  938-7340.  The  toll 
free  number  for  area  codes  other  than  ‘312’  will  remain  the 
same  (800-972-8088).  Please  remember  that  these  lines  were 
installed  to  provide  a service  to  you;  Do  not  give  these 
numbers  to  your  patients. 

The  new  telephone  number  for  the  general  public  will  be 
938-7500. 

Your  Professional  Relations  Representative’s  new  telephone 


numbers  are: 

Sandra  Konnis 938-7880 

Richard  Quigley 938-7884 

William  R.  Livingston 938-7885 

Professional  Relations  Department  . . . 938-7060 


(This  report  is  a service  to  the  physicians  of  Illinois) 
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VALIUM® 

diazepam/ 

Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Vallum  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma:  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  In  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2 VS  mg  t.i  d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, f 
and  in  boxes  containing  10  strips  of  10.+ 


^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc  , Nutley,  New  Jersey  07110 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


SECOND  ANNUAL 

Arizona  ACEP  Symposium 
February  3-5,  1982 

RESUSCITATION 

“Pitfalls,  Pearls  and  Promises” 

La  Posada  Resort  Hotel 
4949  East  Lincoln  Drive 
Scottsdale,  Arizona 

The  program  will  focus  on  three  vital  organ 
systems:  heart,  lungs,  and  brain 

Pathophysiologic  conditions  leading  to 
arrest,  actual  mechanisms  of  arrest,  and 
resuscitative  techniques  will  be  discussed  in 
detail,  with  special  emphasis  on  the  newest 
techniques  for  minimizing  organ  damage. 

18  hours  of  Category  I CME  credit  have 
been  applied  for  through  ACEP,  AAFP  and 
the  AMA’s  Physicians  Recognition  Award. 

For  further  information  and  brochure, 
contact:  AZ  ACEP,  810  West  Bethany  Home 
Road,  Phoenix,  AZ  85013.  Phone:  602/246- 
8901 
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Abstracts  of  Action 


Springfield  Hilton 

November  6-8,  1981  Springfield 


These  abstracts  arc  published  so  that  members  o f the  Illinois  State  Medical  Society  may  keep  advised  of  the  actions  of 
the  Board  of  Trustees.  They  cover  only  major  actions  and  are  not  intended  as  a detailed  report.  Full  minutes  of  the  meetings 
arc  available  for  review  upon  any  member's  request  to  the  headquarters  office  of  the  ISMS. 


ESSENTIALS  FOR  ACCREDITATION  OF  CME  SPONSORS 

The  Board  of  Trustees  adopted  a five-page  statement  on  ACCME’s  Essentials  for  the  Accreditation 
of  Sponsors  of  Continuing  Medical  Education  (Draft  II)  and  its  rules,  regulations  and  procedures. 
The  statement— proposed  by  the  Committee  on  CME  Accreditation  and  modified  in  accordance 
with  amendments  offered  by  the  Chicago  Medical  Society— will  be  forwarded  to  ACCME,  the 
AMA  representatives  to  ACCME  and  the  AMA  Council  on  Medical  Education. 

While  ACCME  adopted  the  Essentials  last  June,  ACCME  bylaws  provide  that  each  member 
organization  (AMA,  AHA,  CMSS,  etc)  has  180  days  in  which  to  approve  the  adoption  or  take 
another  action.  It  is  anticipated  that  the  AMA  Council  on  Medical  Education  will  offer  a rec- 
ommendation for  action  by  the  AMA  House  of  Delegates  at  its  1981  Interim  Meeting  in  December. 

SYMPOSIUM  ON  ALLIED  HEALTH  PROFESSIONALS 

ISMS  will  sponsor  a Symposium  on  Allied  Health  Professions,  Saturday,  Feb.  13,  at  Southern 
Illinois  University  School  of  Medicine  in  Springfield.  Its  theme:  Comprehensive  Care—  Who  Does 
What  Best? 

A registration  fee  of  $40  was  established,  with  attendance  limited  to  130.  Purpose  of  the  seminar 
will  be  to  help  members  of  the  health  care  team  develop  an  understanding  and  appreciation  of 
each  other’s  role.  Category  II  CME  credit  will  be  offered. 

The  program  will  be  presented  in  cooperation  with  the  Illinois  Council  on  Continuing  Medical 
Education  and  Southern  Illinois  University  School  of  Medicine. 

REDUCED  REGISTRATION  FEES  FOR  STUDENTS,  RESIDENTS 

The  Board  agreed  that  — when  ISMS  is  the  sole  sponsor  of  a workshop  or  seminar  for  which 
a registration  fee  is  charged— the  fee  will  be  eliminated  or  substantially  reduced  for  medical  student 
and  resident  members  of  the  Society  contingent  upon  available  space  allocations. 

DO  NOT  RESUSCITATE’  ORDERS 

The  Board  will  notify  the  membership  through  the  Illinois  Medical  Journal  that— if  a “Do  Not 
Resuscitate”  order  is  given  — it  must  be  written  on  the  order  sheet  in  keeping  with  JCAH  re- 
quirements. The  Medical  Legal  Council  was  requested  to  develop  guidelines  for  the  writing  of 
DNR  orders. 


(Continued  on  page  452) 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVEIY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Northern  Illinois  Office 
T.  J.  PANDAK,  J.  C.  KUNCHES, 
l.  R.  GANNON,  and  W.  G.  PRANGLE 
Suite  590,  999  Plaza  Drive,  Schaumburg,  Illinois  60195 
(312)  843-7214 


Southern  Illinois  Office 
W.  J.  NATTERMANN 

Suite  580,  One  North  Old  Capitol  Plaza,  Springfield  62705 
(217)  544-2251 


EKG  of  the  Month 


Contributing  Editors:  John  F.  Moran,  M.S.,  M.D.,  David  J.  Hale,  M.D.,  Patrick  J.  Scanlon,  M.D.,  Sarah  A.  Johnson,  M.D., 
John  R.  Tobin,  M.S.,  M.D.,  and  Rolf  M.  Gunnar,  M.S.,  M.D.,  Section  of  Cardiology,  Department  of  Medicine,  Loyola  Uni- 
versity Stritch  School  of  Medicine 

This  is  a sixty-eight  year  old  man  who  presented  for  evaluation  of  progressive 
dyspnea  on  exertion,  occasional  paroxysmal  nocturnal  dyspnea,  and  more  recently, 
some  lightheadedness.  He  denied  any  chest  pains  or  previous  cardiac  history.  Phys- 
ical examination  of  the  heart  demonstrated  a single  second  sound,  and  a grade 
4/6  crescendo  systolic  murmur.  The  murmur  was  loudest  at  the  base  of  the  heart 
and  radiated  to  the  carotid  arteries.  The  pulse  was  irregular  and  slow.  Fine  crepitant 
rales  were  heard  in  both  lung  bases.  A chest  X-ray  showed  a normal  cardiac 
silhouette  with  a dilated  ascending  aorta.  Cardiac  catheterization  was  performed, 
and  severe  calcific  aortic  stenosis  was  proven.  The  calcifications  that  involved  the 
aortic  valve  were  felt  to  be  prominent.  During  the  study  the  ventricular  rate  slowed 
significantly  and  a temporary  pacemaker  catheter  was  placed  in  the  right  ventricular 
apex.  The  ECG  rhythm  strip  was  recorded. 


Questions: 

1.  The  ECG  rhythm  strip  shows: 

a.  A well  functioning  demand  pacemaker. 

b.  Cycle  dependent  complete  left  bundle 
branch  block. 

c.  Frequent  supraventricular  capture  beats. 

d.  Intermittent  pacemaker  failure. 

e.  All  of  the  above. 


2.  Treatment  for  this  patient  will  probably  in- 
clude: 

a.  A permanent  demand  pacemaker. 

b.  Aortic  valve  replacement. 

c.  Both  a pacemaker  and  aortic  valve  replace- 
ment (a  & b). 

d.  Digitalis. 

(Continued  on  page  443) 
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Medical  Student  Section  in  Action 


Council  Liaison  Report 


The  ISMS  Council  on  Mental  Health  and  Ad- 
diction, under  chairmanship  of  Dr.  Jerome  Beig- 
ler,  has  studied  a number  of  different  issues  this 
year.  Several  of  these  are  of  direct  interest  to 
medical  students.  One  such  issue  concerns  the 
state  licensure  application  form  for  physicians 
required  by  the  State  of  Illinois  Department  of 
Registration  and  Education.  In  reviewing  the 
personal  history  section,  the  Council  found  a 
number  of  questions  concerning  conviction  rec- 
ord, psychiatric  treatment,  alcohol  and  drug  use, 
to  be  of  questionable  merit.  Although  specific 
questions  were  asked  about  an  applicant’s  mental 
health,  no  questions  inquiring  about  physical 
health  are  included  on  the  application. 

Last  year,  two  Council  members  testified  before 
the  Medical  Examining  Committee  of  the  State 
of  Illinois,  asking  for  revisions  in  the  application 
form.  The  Department  did  not  respond  to  theii 
request.  They  were  informed  by  the  Committee 
that  any  applicant  who  answers  affirmatively  to 
the  objectionable  questions  is  given  a personal 
interview  before  any  definitive  action  is  taken  on 
their  licensure  application.  The  Council  is  pres- 
ently seeking  review  of  the  application  form  to 
determine  its  legality  in  relation  to  federal  equal 
opportunity  guidelines. 

The  Committee  on  Alcoholism  and  Drug  De- 
pendence, chaired  by  Dr.  Edward  Senay,  is  ex- 
ploring a possible  role  for  a medical  student 
representative  in  the  activities  of  the  Panel  for 
the  Impaired  Physician.  The  exact  role  of  a med- 
ical student  on  the  panel  would  need  to  be  clarified 
before  a student  could  become  a member  of  the 
panel.  A representative  from  the  ISMS  Medical 
Student  Section  will  be  invited  to  the  next  com- 
mittee meeting  to  discuss  the  issues  involved. 
The  Panel  is  currently  exploring  the  possibility 
of  assisting  other  professional  organizations  in 
establishing  similar  programs  for  their  member- 
ship. 

Additional  projects  with  which  the  Council 
has  been  involved  include  assisting  the  Illinois 
Department  of  Mental  Health  and  Develop- 


mental Disabilities  (IDMHDD)  with  their  public 
education  program  on  fetal  alcohol  syndrome 
(FAS).  One  proposed  measure  is  the  addition  of 
a tape  on  FAS  to  the  Chicago  Medical  Society’s 
telephone  recordings  file  to  make  information  on 
FAS  more  accessible  to  physicians  and  the  general 
public.  A collaborative  project  between  the  com- 
mittee, IDMHDD  and  the  Dangerous  Drugs 
Commission  is  in  progress  concerning  develop- 
ment of  educational  materials  for  correctional  of- 
ficers and  jail  health  personnel  describing  signs 
of  alcohol  and  drug  abuse,  and  triage  techniques. 

The  Board  of  Trustees  has  extended  formal 
appreciation  to  the  Sangamon  County  Medical 
Society,  the  MSS  and  those  medical  students  who 
worked  at  the  198 1 ISMS  Illinois  State  Fair  Booth 
on  alcoholism  and  hypertension  for  their  help  in 
making  the  booth  a success.  At  the  most  recent 
Council  meeting  a revision  of  the  ISMS  policy 
manual  statement  entitled  “Active  Medical  Psy- 
chiatric Treatment  of  Mental  Disorders”  was 
completed  and  approved  by  the  Council.  The 
statement  defines  what  psychiatric  treatment  en- 
compasses, who  is  qualified  to  give  such  treat- 
ment, when  such  treatment  is  appropriate  and 
how  additional  persons  may  participate  in  the 
administration  of  that  treatment. 

Reviewing  pieces  of  legislation  proposed  in 
Springfield  dealing  with  mental  health  and  sub- 
stance abuse  issues  is  another  important  function 
of  the  Council.  Legislative  bills  dealing  with  such 
issues  as:  1)  the  plea  of  not  guilty  by  reason  of 
insanity  (2)  the  confidentiality  of  the  doctor-pa- 
tient relationship  and  protection  against  intrusion 
by  law  enforcement  agencies  into  that  confiden- 
tiality (3)  child  abuse  (4)  who  may  become  in- 
volved with  medical  decisions  concerning  wards 
of  the  state  and  (5)  disclosure  of  patient  treatment 
records  in  court  have  been  considered  by  the 
Council  during  the  past  year. 

Frank  J.  Pieri 
MSS  Representative 
Council  on  Mental  Health  and  Addiction 
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GREENBERG  RADIOLOGY  CLINIC 

For  the  first  time  in  one  office:  a complete , new  diagnostic  facility 
with  state-of-the-art  equipment 


Computerized  Axial  Tomography 

Newest  generation  GE  8800  CTK  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal  capability 

• total  body:  neck,  thorax,  liver,  spleen, 

pelvis,  pancreas,  kidney, 
adrenal,  retroperrtoneum 

• special  bone  and  spine  procedures 

• reconstruction  capability 

• tumor  staging 

• future  capabilities 


Ultrasound 

Siemens  Digital  B-mode  and  Stand  Alone 
Phased  Array  Real  Time  Scanning 

• gall  bladder,  liver,  pancreas,  kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 

thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  vivo  procedures 


General  Diagnostic  Radiography 

Picker  X-Ray 

• standard  flouroscopy  image  intensification 

with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 

enteroclysis,  arthrography, 
hysterosalpingography,  etc. 
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A Review  for  the  Primary  Care  Physician 

Infectious  Mononucleosis 


By  Daniel  G.  Cunningham,  M.D.,  MarkS.  Puczynski,  M.D.  and 
Carlos  Maggi,  M.D./Maywood 


Infectious  mononucleosis  (IM)  is  a clinical 
syndrome  representing  the  human  host  response 
to  an  infection  by  Epstein-Barr  (EB)  virus.  Iden- 
tical clinical  syndromes  have  been  associated  with 
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other  agents,  notably  cytomegalovirus  (CMV), 
rubella  and  possibly  toxoplasmosis.  The  clinician 
should  consider  infectious  mononucleosis  in  the 
patient  who  presents  with  tonsillitis,  lymphade 
nopathy  and  splenomegaly,  especially  if  accom- 
panied by  symptoms  of  fever,  malaise  or  fatigue. 
When  young  children  acquire  EB  virus  infection, 
as  occurs  often,  the  clinical  response  is  nonspecific 
and  does  not  resemble  the  syndrome  of  IM  as  it 
presents  in  older  children,  adolescents  and 
adults.1 2 Epidemiological  studies  have  shown  that 
in  many  communities  the  majority  of  children 
have  acquired  EB  antibodies  by  age  two  years, 
especially  under  circumstances  of  overcrowding 
and  low  socioeconomic  status.  The  popular  opin- 
ion that  IM  is  a disease  of  college  students  is 
explained  by  these  facts  rather  than  by  any  con- 
cepts regarding  its  modes  of  transmission.  When 
the  history  and  physical  examination  are  sugges- 
tive of  IM  the  diagnosis  can  be  confirmed  readily 
in  the  vast  majority  of  cases  by  demonstrating 
the  presence  of  circulating  antibodies  to  EB  virus 
and  the  hematologic  response  of  lymphocytosis, 
many  of  the  lymphocytes  (10%-80%)  being 
“atypical.”  In  clinical  practice,  the  use  of  simple 
serologic  tests  such  as  the  Monospot  or  heterophil 
antibody  tests  are  adequate  in  almost  all  instances. 

Errors  in  the  interpretation  of  serologic  tests 
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can  occur.  Usually  seroconversion  occurs  early 
in  the  clinical  course  of  IM  but  there  are  excep- 
tions to  this  rule.  If  a spot  test  or  heterophil  an- 
tibody test  is  negative  in  a patient  with  recent 
onset  of  symptoms,  it  should  be  repeated  in  one 
or  two  weeks.  If  the  repeat  test  is  negative,  con- 
sideration should  be  given  to  more  sophisticated 
serologic  testing  for  IM  or  to  the  contemplation 
of  alternate  etiologic  possibilities,  such  as  CMV, 
rubella  or  toxoplasmosis.3 

False  positive  serologic  tests  for  IM  should  be 
interpreted  in  light  of  the  fact  that  in  many  cases 
of  IM,  serological  tests  may  remain  positive  for 
weeks  or  months  after  the  clinical  syndrome  has 
subsided.  An  unexpected  positive  test  may  rep- 
resent a missed  infection.  More  importantly,  the 
persistence  of  positive  serologic  tests  for  IM  is 
not  related  to  persistence  of  symptoms  or  activity 
of  infection  and  serologic  tests  are  quite  useless 
as  a guide  to  patient  management.  In  this  context 
the  reference  is  to  routine  serological  tests  only 
such  as  Monospot  and  heterophil  agglutinin  de- 
terminations. 

Clinical  Variations 

The  lymphoproliferative  manifestations  of 
tonsillar  hypertrophy,  lymphadenopathy  and 
splenomegaly  together  with  generalized  symp- 
toms of  fever,  malaise  and  fatigue  are  the  typical 
presentation  of  IM.  Any  or  all  of  these  may  be 
absent— many  patients  are  asymptomatic.  Other 
clinical  manifestations  are  not  uncommon.  Fleet- 
ing macular,  scarlatiniform  or  urticarial  rashes 
are  noted  in  some  patients  but  are  of  no  diagnostic 
value  and  do  not  merit  the  importance  given  to 
them  in  the  past.4  5 A striking  exception  to  this 
statement  is  encountered  if  ampicillin  is  pre- 
scribed in  error  or  for  a simultaneous  bacterial 
infection.  It  is  then  almost  inevitable  that  a florid 
macular  rash  will  appear,  but  not  within  four  or 
five  days  of  the  initiation  of  therapy.6 

Case  No.  I 

An  adolescent  girl  developed  fever,  malaise, 
fatigue  and  sore  throat.  Her  physician  noted  that 
she  had  tonsillitis,  splenomegaly  and  lymphad- 
enopathy. Monospot  test  was  positive.  Ampicillin 
250mg  qid  was  prescribed.  Five  days  later  she 
developed  an  extensive  macular  rash  on  the  face, 
neck  and  chest.  The  rash  was  unsightly  and  dis- 
tressing to  the  patient  and  caused  a great  deal  of 
diagnostic  confusion  until  its  association  with 
ampicillin  therapy  was  realized. 

Central  nervous  system  involvement  of  a se- 
rious nature  in  IM  is,  fortunately,  unusual.  There 
is  no  predictable  pattern  of  involvement  and 
many  different  clinical  patterns  have  been  de- 


scribed. These  include  cerebral  cortical  and  cer- 
ebellar encephalopathy,  seizures,  “Alice  in 
Wonderland”  syndrome,  myelitis,  psychiatric 
symptoms,  the  Guillain-Barre  syndrome  and  cra- 
nial nerve  dysfunction.710  Patients  with  symp- 
toms of  CNS  involvement  should  be  hospitalized 
since  most  fatalities  in  IM  result  from  neurological 
complications.  Fortunately,  in  most  cases  recov- 
ery is  complete  and  usually  without  prolonged 
illness. 

Case  No.  II 

An  adolescent  girl  presented  with  tonsillar  hy- 
pertrophy, adenopathy  and  splenomegaly.  Mon- 
ospot was  positive  and  blood  smear  showed 
lymphocytosis  with  most  lymphocytes  “atypical.” 
In  a few  days  she  developed  subtle  symptoms  of 
cerebal  dysfunction  including  intermittent  diso- 
rientation, inability  to  recognize  familiar  people 
and  objects  as  well  as  infamiliarity  with  her  sur- 
roundings. She  was  admitted  to  the  hospital. 
Spinal  fluid  was  abnormal  with  increased  lym- 
phocytes and  protein.  EEG  was  also  abnormal. 
The  symptoms  cleared  after  several  days  of  ob- 
servation and  recovery  was  complete. 

Infectious  Mononucleosis  is  a lymphoprolifer- 
ative disease  and  occasionally  the  enlargement  of 
lymph  glands,  tonsils  and  spleen  are  such  as  to 
constitute  major  medical  problems.  Splenic  en- 
largement is  associated  with  a predisposition  to 
rupture.  Spontaneous  rupture  in  cases  of  massive 
enlargement  has  been  reported  but  more  realist- 
ically the  danger  is  from  traumatic  rupture."  12 
The  age  group  of  IM  is  also  the  age  group  of 
competitive  and  contact  sports.  Patients  with  IM 
must  be  discouraged  from  participation  in  activ- 
ities such  as  football,  cycling  and  diving  until  the 
predisposition  to  splenic  rupture  no  longer  exists. 
There  are  no  clinical  or  laboratory  criteria  to  guide 
the  physician  in  advising  patients  as  to  when  this 
predisposition  to  splenic  rupture  ends,  since  it 
postdates  recovery  from  all  clinical  and  hema- 
tological manifestations  of  the  disease.  Compet- 
itive and  contact  athletic  activity  should  be 
prohibited  for  several  months  irrespective  of  any 
proof  of  recovery  known  to  us  at  the  present 
time.12 

Lymphadenopathy  is  not  associated  with  sup- 
puration unless  secondarily  infected.  However, 
discomfort  from  tender  and  painful  glands  can, 
on  occasion,  be  so  severe  as  to  justify  steroid  ther- 
apy. Tonsillar  enlargement,  often  associated  with 
a nasty  diphtheria-like  membrane,  can  be  so  severe 
as  to  cause  dysphagia  and  even  respiratory  em- 
barrassment.1314  Careful  examination  of  the  ton- 
sils is  mandatory  in  order  to  rule  out  associated 
suppurative  complications  especially  peritonsillar 
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TABLE  I 

COMPLICATIONS  OF  IM  NOT  DISCUSSED  IN  DETAIL 


Usually  streptococcal 
Consider  routine  throat  culture 


1 . Peritonsillar  Abscess 

2.  Hematologic  Problems 

a.  Mild  thrombocytopenia 

b.  Severe  thrombocytopenia 

c.  Neutropenia 

d.  Agranulocytosis 

e.  Aplastic  anemia 

f.  Hemolytic  anemia 

3.  Cardiac  Involvement 

a.  Pericarditis 

b.  Myocarditis 

4.  Renal  involvement 

a.  Usually  interstitial  nephritis 

b.  Renal  failure 

5.  G1  complications 

a.  Peptic  ulcer 

b.  Malabsorption 

6.  Lung  and  pleura 

a.  Pneumonitis 

b.  Pleural  effusion 

7.  Pancreas 

Mild  pancreatitis 


Frequently  seen 

Rare 

Rare 

Very  rare 
Isolated  reports 
Occasionally 

Very  rare 

Very  rare  but  life  threatening 

Many  reports 
Very  rare 


Clinical  curiosities 


Reported,  rare 
Reported 


abscess.  It  is  always  a good  idea  to  do  a throat 
culture.  A condition  which  resembles  IM  quite 
closely,  clinically,  is  bilateral  tonsillar  diphtheria 
with  local  adenitis.  Fortunately,  this  is  a rare 
disease,  almost  unknown  in  immunized  children 
and  associated  with  brisk  polymorphonuclear 
leucocytosis,  a helpful  factor  in  differential  di- 
agnosis. Other  lesions  of  differential  confusion 
exist  such  as  Vincent’s  angina,  TB,  leukemia  and 
lymphoma. 

Case  III 

A teenager  developed  sore  throat,  fever  and 
difficulty  in  swallowing.  Over  a period  of  three 
days  the  dysphagia  worsened  and  when  examined 
there  was  evidence  of  mild  dehydration.  The  ton- 
sils were  large  and  covered  with  exudate.  There 
was  marked  local  and  mild  generalized  lymph- 
adenopathy.  Spleen  was  easily  palpable.  Mon- 
ospot was  positive  and  the  blood  smear  showed 
lymphocystosis  with  many  atypical  forms.  Hos- 
pital admission  was  necessary  for  rehydration. 
Over  the  next  few  days  the  dysphagia  improved 
without  treatment  but  the  patient  developed  clin- 
ical jaundice.  Bilirubin  was  6mgm%,  mostly  un- 
conjugated, and  liver  enzymes  were  slightly 
elevated.  The  patient  required  one  week  of  hos- 
pitalization and  full  clinical  recovery  occurred 
gradually  over  a period  of  several  weeks. 

Hepatic  involvement  such  as  occurred  in  Case 
III  is  encountered  in  many  cases  Of  IM  if  the 


clinician  actually  seeks  it  out.  Most  frequently 
this  complication  is  evident  only  as  mild  alter- 
ations of  hepatic  function  detected  by  laboratory 
screening.  Jaundice  may  occur  although  liver  en- 
zymes are  seldom  strikingly  elevated.  Patients 
are  frequently  alarmed  when  informed  of  com- 
plications such  as  “hepatitis”  or  “liver  involve- 
ment” and  it  is  important  to  reassure  them  that 
the  prognosis  is  excellent.  Chronic  liver  disease 
is  not  known  to  occur  as  a consequence  of  EB 
virus  infection.  In  the  vast  majority  of  cases  it  is 
not  necessary  to  repeat  liver  function  tests  even 
in  the  face  of  moderate  hepatic  involvement.  Care 
must  be  exercised  to  distinguish  the  jaundice  of 
hepatic  disease  from  that  of  hemolytic  anemia 
which  is  also  a widely  reported  complication  of 
IM.  Other  hematologic  complications  include 
thrombocytopenia,  neutropenia  and  aplastic 
anemia.15  Other  complications  of  IM  are  included 
in  Table  I. 

Advice  and  Management 

Patients  with  IM  can  be  assured  that  the  disease 
carries  an  excellent  prognosis  in  spite  of  the  many 
complications  reported  in  the  medical  literature.16 
In  the  absence  of  neurologic  involvement,  death 
is  very  rare.  All  patients  should  be  advised  of  the 
dangers  of  splenic  rupture  since  the  vast  majority 
of  IM  patients  are  in  that  age  group  most  likely 
to  sustain  abdominal  trauma. 
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Fatigue  can  be  a very  distressing  and  prolonged 
symptom  to  IM  patients  and  may  be  actually 
disabling  for  several  weeks  or  even  months.  Skin 
lesions  induced  by  ampicillin  are,  of  course,  pre- 
ventable. Care  must  be  exercised  in  prescribing 
ampicillin  if  IM  is  a diagnostic  consideration. 
Penicillin  G and  phenoxymethyl  penicillin  are 
free  of  this  problem. 

The  use  of  prednisone  or  similar  steroid  hor- 
mones should  be  considered  when  inflamation 
of  the  tonsils  causes  dysphagia  or  threatens  to 
obstruct  respiration.  Many  physicians  feel  that 
steroid  therapy  is  justified  for  the  relief  of  dis- 
comfort from'  enlarged  inflamed  tonsils  and 
lymph  glands. 
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Treatment  Planning  With  CAT  Scanning 
For  Prostatic  Carcinoma 


By  Myung-Sook  Lee,  M.D.,  Parvathy  Kurup,  M.D., 

Anthony  Chung-Bin,  M.SC.,  Thomas  Zusag,  M.S.  and 
Frank  R.  Hendrickson,  M.D./Chicago 

Localized  carcinoma  of  the  prostate  can  be  cured  by  external  radiotherapy  with 
local  control  rates  of  82  to  90%.(l'4)  The  success  of  localized  therapy  depends  both 
on  treating  the  full  extent  of  the  malignant  disease  and  excluding  nearby  normal 
tissues.  Impact  of  computerized  tomography  on  planning  of  radiation  therapy  to 
the  prostate  is  considered. 


Twenty-one  consecutive  patients  with  poten- 
tially curable  carcinoma  of  the  prostate  were  in- 
cluded in  this  prospective  study.  Appropriate 
diagnostic  tests,  excluding  CT,  were  performed 
in  order  to  define  the  patient’s  disease.  All  patients 
were  planned  with  contrast  cystography,  per- 
formed on  an  AECL  simulator.  Either  lead  wire 
or  gastrografin  was  used  to  locate  the  rectum, 
since  barium  would  have  interfered  with  subse- 
quent CT  imaging.  Patients  with  stages  A and  B 
well  differentiated  adenocarcinoma  were  sched- 


FRANK  R.  HENDRICKSON,  M.D.,  is  a board  certified  ra- 
diologist and  nuclear  medicine  specialist  affiliated  with  Rush- 
Presbyterian-St.  Luke's  Medical  Center  in  Chicago.  Chairman 
of  the  department  of  therapeutic  radiology  at  Rush,  he  is  also 
a member  of  the  executive  committee  and  board  director  for 
the  Illinois  Comprehensive  Cancer  Center.  Dr.  Hendrickson  is 
an  associate  director  for  the  cancer  treatment  division,  Fermi 
National  Accelerator  Laboratory  and  former  chairman  of  the 
board  and  president  of  the  American  Society  of  Therapeutic 
Radiologists. 

THOMAS  ZUSAG,  M.S.,  is  a physicist  in  the  radiation  therapy 
department  at  Rush-Presbyterian-St.  Luke's  Medical  Center.  He 
formerly  served  as  a therapy  technologist  for  the  University  of 
Chicago. 

ANTHONY  CHUNG-BIN,  M.Sc.,  is  a medical  physicist  and 
director  of  the  section  of  medical  physics,  department  of  ther- 
apeutic radiology,  Rush-Presbyterian-St.  Luke's  Medical  Center. 
An  associate  professor  of  therapeutic  and  diagnostic  radiology, 
he  is  certified  by  the  American  Board  of  Radiology.  Mr.  Chung- 
Bin  is  a member  of  the  Board  of  Directors  for  the  American 
Association  of  Physicists  in  Medicine. 

PARVATHY  DEVI  KURUP,  M.D.,  is  a resident  physician  in 
the  department  of  therapeutic  radiology,  Rush-Presbyterian-St. 
Luke's  Medical  Center. 

MYUNG-SOOK  LEE,  M.D.,  is  a board  certified  radiotherapist 
affiliated  with  Rush-Presbyterian-St.  Luke's  Medical  Center,  where 
he  serves  as  an  associate  professor  and  assistant  attending 
physician  in  the  department  of  therapeutic  radiology. 


uled  for  treatment  to  the  prostate  only,  while  oth- 
ers were  to  receive  therapy  to  the  whole  pelvis, 
with  a boost  to  the  prostate. 

The  volume  of  the  prostate  was  found  at  sim- 
ulation as  follows:  The  superior  border  was  de- 
termined by  the  identation  of  the  bladder  wall 
on  the  cystogram  and  the  inferior  border  was 
determined  by  digital  examination  and  location 
of  rectal  markers.  The  posterior  border  was  given 
by  the  anterior  rectal  wall  as  found  on  film  and 
digital  examination.  The  anterior  border  was  de- 
fined by  the  indentation  of  the  bladder  wall  on 
the  cystogram.  When  no  identation  was  seen,  the 
anterior  field  edge  bisected  the  symphysis  pubis 
at  least  1.5cm  anterior  to  the  posterior-inferior 
pole  of  the  symphysis  on  lateral  projection 
(usually  at  the  confluence  of  shadows  of  the  sym- 
physis and  pubic  rami).  The  lateral  borders  were 
determined  again  by  identation  of  the  bladder  on 
cystogram,  correlated  with  digital  examination. 
Our  treatment  volume  was  then  planned  to  in- 
clude one  centimeter  margins  on  all  sides  of  the 
prostate. 

CT  scans  were  performed  using  the  EMI  5005 
scanner,  with  a custom-made  flat  couch.  This  ta- 
ble insert  contained  longitudinal  markers  of  Del- 
rin  rods  spaced  on  5cm  centers,  with  an  additional 
diagonal  rod  traversing  5cm  laterally  for  every 
10cm  longitudinally.  The  proposed  treatment 
fields  were  outlined  on  the  anterior  and  lateral 
surfaces  of  the  patient  with  opaque  catheters,  and 
a variety  of  external  markers  were  placed  under 
the  patient  to  determine  the  precise  spacing  of 
the  CT  scans.  These  devices  were  used  to  over- 
come distortion  of  the  anatomy  and  surface  con- 
tour, non-linear  images,  uncertain  scan 
magnification  and  error  in  setting  scan  location 
and  spacing.  To  provide  contrast  enhancement, 
50cc  of  10%  Renographin  were  inserted  into  the 
bladder  and  two  glasses  of  Gastrographin  given 
by  mouth. 
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Transverse  cuts  of  the  pelvis  were  made,  start- 
ing 1cm  below  the  lower  edge  of  the  treatment 
volume,  continuing  at  1cm  intervals  through  a 
point  1cm  above  the  upper  border  of  the  treat- 
ment volume,  and  then  at  1.5cm  intervals  up  to 
the  level  of  L2. 

The  treatment  plan  was  reexamined  in  light  of 
the  CT  information,  and  changed  if  necessary. 
Impact  of  CT  findings  on  the  treatment  plan  was 
then  evaluated  by  comparing  pre-  and  post-CT 
plans. 

Results 

Of  2 1 patients  studied,  five  were  in  stage  A, 
eight  in  stage  B,  and  eight  in  stage  C.  (See  Table 
1.)  None  of  the  five  patients  with  clinical  Stage 
A disease  needed  field  adjustment,  but  two  (25%) 
of  the  eight  patients  in  stage  B and  six  (75%)  of 
the  eight  patients  in  stage  C required  changes. 


TABLE  1 

Distribution  of  Stage 

Stage 

# of  Patients 

% 

a2 

5/21 

24 

B 

8/21 

38 

C 

8/21 

38 

One  of  the  eight  patients  in  stage  C was  found 
on  CT  to  have  enlarged  pelvic  and  para-aortic 
lymph  nodes;  percutaneous  needle  biopsy  showed 
metastatic,  moderately  well  differentiated  ade- 
nocarcinoma. Hormone  therapy  was  given  (Table 
2). 


TABLE  2 

Stoge  % of  Field  Adjustment  % of  Chonging  Modolity 


a2 

0% 

0/5 

0% 

0/5 

B 

25% 

2/8 

0% 

0/8 

C 

75% 

6/8 

12.5% 

1/8 

We  have  analyzed  data  according  to  the  grade 
of  tumor  and  stage  of  disease.  There  were  nine 
patients  with  well  differentiated  adenocarcinoma: 
one  in  stage  A,  six  in  stage  B,  and  two  in  stage 
C.  Of  these,  nine  patients,  one  in  stage  B and  one 
in  stage  C,  needed  field  adjustment.  Of  eight  pa- 
tients with  moderately  well  differentiated  ade- 
nocarcinoma, three  were  in  stage  A,  two  in  B, 
and  three  in  stage  C.  Of  these  patients,  one  in 
stage  B and  two  in  stage  C required  field  adjust- 
ment; the  remaining  stage  C patient  required  a 
change  in  treatment  modality. 

There  were  four  patients  with  poorly  differ- 
entiated adenocarcinoma,  one  in  stage  A and  three 
stage  C.  All  three  stage  C patients  needed  field 
adjustments  (Table  3). 


TABLE  3 

Frequency  of  Field  Adjustment  in 
Each  Grade  of  Tumor 

% of  Adjustment 

Grade  of  Tumor 

STAGE 

A 

B 

c 

Well  Diff. 

0%  0/1 

16.7%  1/6 

50% 

1/2 

Moderately  Well 

Differentiated 

.0%  0/3 

50%  1/2 

67% 

2/3 

Poorly  Diff. 

0%  0/1 

0%  0/0  100% 

3/3 

Of  the  eight  patients  whose  treatment  fields 
were  adjusted,  seven  needed  enlargement  of  their 
fields,  three  of  those  on  more  than  one  border; 
only  one  patient  required  shifting  without  field 
enlargement.  No  adjustment  was  more  than  1cm 
in  any  one  direction. 


TABLE  4 

Frequency  of  Field  Border  Adjustment 

Type  of  Border 

# of  Adjustment 

% of  Adjustment 

Anterior 

4/11 

36 

Posterior 

5/11 

46 

Lateral 

1/H 

9 

Upper 

1/H 

9 

Lower 

0/11 

0 

The  frequency  of  adjustment  of  each  border 
was:  anterior  36%;  posterior  46%;  superior  9%, 
and  lateral  borders  9%.  No  patient  needed  a 
change  in  the  inferior  border  of  the  treatment 
volume. 

Discussion 

Several  recent  studies  have  analyzed  the  role 
of  CT  in  treatment  planning.  Lee,  et  al .,5  reported 
experience  with  CT  and  ultrasonic  imaging  in  the 
radiation  therapy  of  44  patients  with  prostatic 
carcinoma.  They  found  with  CT  that  three  of  22 
patients  ( 1 4%)  had  tumor  extension  beyond  the 
initially  simulated  treatment  fields.  As  a result 
1 -2cm  were  added  to  the  planned  treatment  por- 
tals. 

Goiten,  et  al.,b  reported  a prospective  study  of 
the  value  of  CT  in  the  treatment  planning  of  77 
patients  with  a broad  range  of  disease  sites.  Of 
patients  with  pelvic  disease,  44%  (18  of  44)  re- 
quired planning  changes.  Munzenrider,  et  al.,1 
reported  retrospectively  on  CT  in  radiation  ther- 
apy of  75  patients  with  various  disease  sites.  They 
concluded  that  CT  data  had  been  essential  to 
planning  therapy  for  seven  of  17  patients  (41%) 
with  pelvic  disease.  However,  the  effects  of  the 
prior  knowledge  of  the  CT  data  on  the  adequacy 
of  tumor  coverage  and  volume  of  normal  tissue 
irradiated  were  less  pronounced  in  the  pelvis  than 
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TABLE  5 

Analysis  of  Inadequate  Tumor  Coverage 

# of  Patients 

% 

Main  Field  1/7 

14.3% 

Boost  Field  7/14 

50% 

* All  of  these  are  marginal  miss 

other  regions  studied.  This  was  because  the  entire 
pelvis  had  been  irradiated  initially  in  most 
cases,6  7 which  tended  to  minimize  the  dose  re- 
ductions caused  by  marginal  geographic  misses. 

Our  own  data  show  only  one  (14.3%)  marginal 
miss  in  the  main  field,  but  seven  (50%)  in  the 
boost  field  (Table  5).  It  will  take  many  years  and 
a large  number  of  patients  to  measure  the  impact 
of  CT  scanning  on  the  outcome  of  radiotherapy 
of  prostatic  carcinoma.  Evaluation  is  more  dif- 
ficult when  a part  of  the  tumor  receives  some, 
but  not  all,  of  the  dose  intended.  This  difficulty 
is  compounded  by  the  fact  that,  even  when  con- 
ventional methods  of  treatment  planning  are 
used,  we  have  been  able  to  achieve  a local  control 
rate  of  83-90%.  However,  it  is  expected  that  in- 
tegration of  CT  data  into  treatment  planning  will 
result  in  improved  therapeutic  outcome  due  to 
increases  in  both  tumor  coverage  and  sparing  of 
normal  tissues. 
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The  Achilles  Heel  of  Muscular  Dystrophy 

Triceps  Surae  Tether 

By  Irwin  M.  Siegel,  M.D./Chicago 

In  Greek  legend,  Achilles,  the  son  of  Peleus  and  the  Nereid  Thetis,  is  the  hero 
of  Homer’s  Iliad  and  became  the  prototype  of  the  Greeks’  conception  of  manly 
valour  and  beauty.  He  was  the  most  illustrious  Greek  warrior  in  the  Trojan  war 
and  slew  the  Trojan  hero,  Hector.  Achilles  had  been  dipped  in  the  river  Styx  by 
his  mother.  This  rendered  him  invulnerable,  except  in  the  heel  by  which  she  held 
him  and  where  he  was  fatally  wounded  by  an  arrow  from  the  bow  of  Paris,  Hector’s 
younger  brother. 1 


Of  all  the  deformities  with  which  the  child  with 
muscular  dystrophy  must  contend,  equinus  sec- 
ondary to  gastrocnemius  contracture  is  by  far  the 
most  disabling.  The  gastroc-soleus  muscle  com- 
bine is  responsible  for  propulsion,  and  its  tendon 
is  the  strongest  in  the  body  (its  strength  is  four 
times  as  great  as  the  maximal  isometric  tension 
its  motor  muscles  can  develop;  it  supports  a force 
almost  three  times  body  weight  through  the  toe- 
heel  lever  arm  during  walking  take-off).2  As  hip 
extensor  and  quadriceps  weakness  progress,  the 
dystrophic  child  finds  it  increasingly  difficult  to 
maintain  the  line  of  gravity  posterior  to  his  hips 
and  anterior  to  his  knees.  To  accomplish  this 
delicate  balance,  he  widens  his  base  of  support 
and  rises  on  his  toes.  True  calf  hypertrophy,  sec- 
ondary to  overwork  of  the  gastrocnemius  as  it 
assists  knee  stabilization  in  extension,  ensues 
(Figure  1),  followed  by  fatty  and  areolar  replace- 
ment of  muscle  tissue  (pseudohypertrophy),  heel 
cord  contracture  and  fixed  equinus.3  Because  the 
axis  of  the  subtalar  joint  is  in  such  a plane  that 
the  heel  automatically  inverts  during  plantar 
flexion  of  the  foot,  and  because  the  heel  cord 
rotates  medially  to  insert  more  along  the  inner 
border  of  the  os  calcis,  some  degree  of  foot  in- 
version occurs  when  standing  on  the  toes.4  With 
plantar  flexion  of  the  ankle  the  narrow  part  of 
the  trochlear  surface  of  the  talus  occupies  the 
tibiofibular  mortice  rendering  the  foot  vulnerable 
to  forces  which  shape  a rotatory  deformity.5  Ad- 
ditionally, in  fixed  equinus,  tension  in  the  still 
active  posterior  tibial,  as  well  as  contracture  of 


Figure  1 

Work  hypertrophy  of  gastrocnemius 


the  flexor  hallucis  longus  and  long  toe  flexors, 
contribute  to  maintenance  of  the  deformity. 
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Clinical  Correlation 

Early  on,  even  before  the  dystrophic  child  be- 
comes an  obvious  toe  walker,  heel  cord  tightness 
can  be  noted.  Anything  more  than  minimal  con- 
tracture will  prevent  ankle  dorsiflexion  during 
the  stance  phase  of  gait.  In  order  to  advance  be- 
yond the  supporting  foot,  the  patient  can  either 


432 


Illinois  Medical  Journal 


externally  rotate  at  the  ankle,  shortening  the  lever 
arm  he  has  to  traverse  (this  produces  a “waddling” 
gait)  or  stress  his  foot  in  the  midtarsal  area,  flat- 
tening his  long  arch  and  rolling  over  the  foot 
lever  during  stance  (this  produces  a flat  foot).6 
Both  techniques  have  been  noted  clinically,  alone 
or  in  combination. 

With  advancing  equinus,  application  of  the  heel 
to  the  ground  is  achieved  at  the  expense  of  genu 
recurvatum,  but  as  quadriceps  weakens  in  the 
face  of  usually  stronger  hamstrings  (particularly 
semimembranosus),  back  knee  is  not  possible, 
and  the  patient  must  walk  in  equinus  (at  which 
point  the  long  arch  is  reconstructed).  Hip  exten- 
sors weaken  with  increase  in  hip  flexion  con- 
tracture; lordosis  is  exaggerated  as  strong  lumbar 
muscles  contract  without  adequate  antagonist 
counteraction  from  weakened  abdominal  mus- 
culature; tensor  fascia  contracts  as  the  hips  are 
abducted  to  gain  a more  secure  base  of  support; 
equinus  increases;  with  continued  alteration  of 
postural  dynamics  balance  becomes  untenable 
and  finally  the  child  can  no  longer  stand  or  walk 
(Figure  2). 

Treatment 

The  first  essential  for  treatment  is  prompt  di- 
agnosis. Children  with  evolving  heel  cord  con- 
tracture should  wear  flat  or  negatively  heeled 
shoes  and  be  encouraged  in  active  exercises  to 
lengthen  the  tendon.  Passive  stretch  is  effective 
in  staying  (but  not  preventing)  contracture  if  ini- 
tiated early  and  performed  regularly.  Forceful 
stretching  is  ineffective,  as  it  excites  the  stretch 
reflex  through  the  gamma  fibre  system,  eliciting 
an  augmented  contraction  which  tends  to  resist 
the  extending  force.  Passive  exercise  should  be 
carefully  performed,  with  the  knee  extended,  the 
heel  and  foot  inverted  to  prevent  dorsiflexion  at 
the  transtarsal  joints,  and  with  the  stretching  force 
applied  through  the  hind,  not  the  forefoot.  Chil- 
dren receiving  oral  steroids  for  the  treatment  of 
inflammatory  myopathy  as  well  as  several  of  a 
small  group  of  Duchenne  dystrophies  evaluated 
in  a double  blind  cortisone  treatment  program 
seemed  to  have  less  severe  initial  contracture.7 
This  may  be  due  to  the  collagen  inhibiting  effect 
of  steroid.  Direct  injection  of  steroid  into  the 
Achilles  tendon  temporarily  increases  the  effec- 
tiveness of  passive  stretch  by  decreasing  tensile 
strength.8  Light  plaster  or  plastic  night  splints, 
when  tolerated,  may  help  in  maintaining  the  cor- 
rected position.  Such  splintage  should  always  hold 
the  knee  in  the  extended  position.  When  con- 
tracture is  advanced  and  equinus  fixed,  conserv- 
ative methods  are  fruitless  and  operative  release 
of  the  tendo  achillis  is  indicated. 


Figure  2 

Postural  imbalance  in  advanced  Duchenne  muscular  dystrophy 


A variety  of  surgical  procedures  are  available 
for  heel  cord  lengthening.  These  include  the  Vul- 
pius  or  Strayer  operations  for  slide-lengthening 
of  the  gastrocnemius,  the  incomplete  tenotomies 
of  White  or  Hauser  and  the  classic  Z-plasty  ten- 
otomy.9 Where  contracture  of  the  posterior  cap- 
sule of  the  ankle  joint  has  occurred  secondary  to 
prolonged  equinus,  Z-plasty  may  be  necessary  to 
gain  access  to  the  posterior  ankle  for  release  of 
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its  capsule.  This  can  usually  be  avoided  by  early 
surgical  intervention,  and  should,  if  at  all  possible, 
be  avoided  because  the  larger  operation  requires 
more  postoperative  restriction,  and  it  is  well 
known  that  children  with  muscular  dystrophy 
suffer  a profound  loss  of  strength  when  confined 
for  even  a brief  period  of  time. 

A less  traumatic  procedure  is  the  percutaneous 
tenotomy,  which  is  brief,  essentially  bloodless, 
and  permits  standing  in  a holding  cast  the  evening 
of  surgery  and  ambulation  the  next  day.  The 
technique  is  as  follows: 

General  anesthesia  is  preferred.  Use  of  a tour- 
niquet is  interdict  as  this  can  prevent  hematoma 
localization  by  permitting  skin  to  fall  into  the 
space  created  by  separation  of  the  cut  ends  of  the 
tendon.  With  the  patient  supine,  a fine  tenotome 
is  introduced  through  a stab  wound  just  medial 
to  the  dorsal  surface  of  the  insertion  of  the  tendo 
achillis.  The  knife  enters  in  a longitudinal  direc- 
tion through  the  medial  wound.  The  blade  is  then 
directed  toward  the  dorsal  surface  of  the  tendon, 
stretching  the  skin  as  it  proceeds.  Thus,  when  the 
skin  retracts  after  the  procedure,  the  stab  wound 
comes  to  lie  away  from  the  transected  tendon. 
The  blade  is  then  rotated  90  degrees,  so  that  the 
cutting  edge  faces  the  posterior  surface  of  the  ten- 
don. It  is  important  to  keep  the  blade  on  the 
tendon  to  avoid  cutting  either  the  skin  or  its  un- 
derlying supporting  layer  of  tissue;  otherwise,  a 
skin  slough  may  ensue. 

The  foot  is  forcefully  dorsiflexed  while  pressure 
is  placed  on  the  blade.  Only  pressure,  not  a “saw- 
ing motion”  is  used,  allowing  the  tendon  to  “cut 
itself”  on  the  blade.  One  half  to  two  thirds  of  the 
cross  section  of  the  tendon  is  transected.  The  ten- 
otome is  removed.  On  forceful  dorsiflexion  of 
the  ankle  the  remainder  of  the  tendon  stretches 
or  tears,  correcting  the  equinus.  A small  dressing 
is  placed  on  the  wound  (occasionally,  a single  3- 
O plain  catgut  suture  is  necessary)  and  a long 
plaster  applied.  This  cast  should  hold  the  ankle 
at  90  degrees  and  the  knee  in  full  extension.  The 
heel  and  sole  of  the  foot  must  be  well  padded; 
we  use  wide  strips  of  sheep  skin  for  this  purpose. 
The  sole  of  the  cast  is  pounded  soft  and  the  pos- 
terior portion  fish-mouthed  to  avoid  undue  pres- 
sue  on  the  stretched,  sensitive  skin  over  the 
patient’s  heel.  Children  suffer  little  pain  from  this 
procedure,  and  nothing  more  than  a mild  anal- 
gesic is  necessary  postoperatively.  They  are  able 
to  stand  the  evening  of  surgery  and  ambulate  the 
next  day.  A walker  may  be  necessary  for  a short 
while  until  the  patient  recovers  his  sense  of  bal- 
ance, but  this  aid  is  usually  discarded  early  as 
walking  confidence  is  gained.  Casts  are  worn  for 
three  weeks,  after  which  the  extremities  are  fitted 


Figure  3 

Postoperative  calcification  in  healed  Achilles  Tendon 


with  light  plastic  orthoses,  incorporating  drop  ring 
knee  locks  but  maintaining  the  ankles  at  90  de- 
grees.10 Occasionally,  the  quadriceps  are  graded 
strong  enough  (fair  or  better)  to  permit  the  use 
of  a below  knee  appliance. 

With  this  simple  technique  operating  time  is 
minimized  and  post  surgical  complications  are 
unusual.  Infrequently  calcification  occurs  in  the 
healing  tendon  but  this  is  of  no  clinical  signifi- 
cance (Figure  3).  This  procedure  has  been  used 
successfully  in  over  one  hundred  cases  (bilateral 
percutaneous  Achilles  tenotomy)  of  dystrophic 
boys  7 to  16  years  old,  with  full  correction  and 
no  recurrence. 

Summary 

Heel  cord  contracture  is  the  major  musculo- 
skeletal deformity  in  muscular  dystrophy. 
Awareness  of  its  inevitability  in  this  disease  is 
necessary  for  early  diagnosis  and  the  institution 
of  appropriate  treatment.  Minimal  contracture  is 
usually  amenable  to  conservative  measures,  such 
as  passive  stretch  and  night  splints.  Fixed  equinus 
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requires  tendon  lengthening  which  is  optimally 
performed  through  the  percutaneous  route. 

A vigorous  effort  must  be  exerted  to  prevent 
Achilles  contracture  from  becoming  the  Achilles 
heel  of  this  disease. 
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Surgical  Grand  Rounds 


John  M.  Beal,  M.D.,  Contributing  Editor 

This  month’s  Grand  Rounds  were  co-edited  by  Julius  Conn,  Jr.,  M.D. 


Tertiary  Hyperparathyroidism 


Surgical  Grand  Rounds  are  held  weekly  on  Tuesday,  5:00  P.M.,  in  the  Offield 
Auditorium  of  the  Passavant  Pavilion  of  Northwestern  Memorial  Hospital.  Patient 
presentations  from  Northwestern  Memorial  Hospital  and  the  Veterans  Adminis- 
tration Lakeside  Hospital  form  the  basis  of  the  discussions.  This  case  report  was 
part  of  the  Surgical  Grand  Rounds  of  September  16,  1980. 


Dr.  Ralph  Bashioum:  The  patient  in  today’s 
discussion  is  a white  female  who  was  first  treated 
at  Northwestern  University  Medical  Center  for 
chronic  glomerulonephritis  at  the  age  of  18.  Pro- 
gressive hypertension  and  chronic  renal  failure 
had  previously  terminated  a pregnancy.  When 
she  was  25  years  of  age,  hemodialysis  was  ini- 
tiated. At  that  time,  she  complained  of  bone  pain. 
Due  to  persistent,  severe  hypertension,  and  in 
preparation  for  a renal  transplant,  she  underwent 
bilateral  nephrectomy  41/?  months  after  starting 
hemodialysis.  She  did  well  post-operatively,  but 
continued  to  complain  of  bone  pain.  Six  weeks 
after  nephrectomy,  at  age  28,  she  received  a living- 
related  renal  transplant  from  her  HLA  identical 
brother.  Preoperatively,  her  serum  calcium  was 
10.8  mg%  (normal  8.5-10.5),  serum  phosphate 
7.2  mg%  and  alkaline  phosphatase  was  635  units. 

One  week  after  transplant,  her  serum  creatinine 
was  0.66mg%,  blood  urea  nitrogen  15  and  cre- 
atinine clearance  was  lOOcc/min.  At  the  same 
time,  her  calcium  had  risen  to  1 1.5mg%,  serum 
phosphate  decreased  to  1.7mg%  and  alkaline 
phosphatase  was  400  units.  During  subsequent 
postoperative  course,  bone  pain  resolved. 

Follow-Up  Data 

Eight  months  following  renal  transplantation, 
calcium  was  noted  to  be  12.6mg%,  serum  phos- 
phate had  risen  to  2.0mg%  and  alkaline  phos- 
phatase had  fallen  to  134  units.  At  that  time,  her 
parathormone  level  was  200  units. 

Twenty  one  months  after  transplantation, 


serum  calcium  had  fallen  to  12%,  serum  phos- 
phorus was  unchanged  and  alkaline  phosphatase 
was  90  units.  Her  parathormone  at  that  time  was 
420  units. 

Two  and  one  quarter  years  after  renal  trans- 
plantation, she  was  admitted  for  persistent 
hyperparathyroidism.  At  that  time,  her  para- 
thormone level  was  500,  and  alkaline  phosphatase 
level  was  normal.  Serum  phosphate  was  1 ,6mg% 
and  serum  calcium  was  12.5mg%.  Upon  her  ad- 
mission, she  gave  a two  month  history  of  recur- 
rent bone  pain  and  inappropriate  emotional 
lability.  Shortly  after  admission,  she  underwent 
removal  of  3-7/8  large  parathyroid  glands  which 
weighed  a total  of  4.3  grams.  Within  24  hours 
postoperatively,  serum  calcium  had  fallen  to  8.1 
mg%.  Four  days  following  surgery,  her  serum  cal- 
cium was  9.4  mg%  and  she  was  discharged,  taking 
2gm.  of  oral  calcium  gluconate  supplement  daily. 

One  month  after  surgery,  her  renal  function 
remains  excellent  with  BUN  1 2mg%,  serum  crea- 
tine of  0.59mg%,  creatinine  clearance  of  95,  serum 
calcium  10.1mg%  and  serum  phosphate  of 
2.8mg%.  She  had  relief  of  all  symptoms  and  does 
not  require  supplemental  calcium  gluconate. 

Dr.  James  S.  Wolf:  This  case  has  been  clas- 
sically called  tertiary  hyperparathyroidism.  It  may 
be  appropriate  to  review  some  of  the  current 
thinking  concerning  the  relationship  of  para- 
thormone and  the  kidney.  I hope  to  demonstrate 
that  there  is  no  such  entity  as  tertiary  hyper- 
parathyroidism. 

If  we  review,  first  of  all,  the  action  of  para- 


436 


Illinois  Medical  Journal 


thormone  in  light  of  the  more  recent  thinking,  it 
is  now  clear  that  there  are  at  least  two  immu- 
nologically  distinct  fragments  of  parathormone 
and  probably  two  different  biological  activities 
of  these  different  fragments.  We  are  probably 
looking  at  the  sum  total  of  two  activities  when 
we  speak  of  parathormone,  rather  than  a single 
activity.  There  is,  as  has  been  classically  taught, 
a direct  action  of  parathormone  on  the  bone 
which  increases  bone  reabsorption.  In  addition, 
it  is  clear  that  along  with  Vitamin  C or  1,25  de- 
hydrovitamin C,  parathormone  is  also  important 
in  the  absorption  of  calcium  from  the  GI  tract. 
The  primary  action  of  parathormone,  and  the 
primary  regulator  of  calcium  metabolism  in  the 
body,  is  renal  tubular  reabsorption  of  phosphate. 
Everything  breaks  down  if  the  excretion  of  phos- 
phate does  not  occur.  Hence,  in  renal  disease,  the 
most  striking  changes  in  parathormone  produc- 
tion occur  because  the  basic  and  primary  function 
is  totally  lost:  the  regulation  of  tubular  reabsorp- 
tion of  phosphate.  In  addition,  parathormone  has 
some  activity  on  the  absorption  of  calcium  by 
the  tubules,  but  this  is  a very  minor  function. 

It  is  clear,  also,  that  the  adenyl  cyclase  system 
is  an  important  regulator  of  calcium  metabolism. 
This  is  the  mediating  system  to  move  calcium  in 
and  out  of  the  bone.  It  works  by  altering  the  cel- 
lular membrane  permeability  to  ionized  calcium. 
One  can  use  cyclic-AMP  as  a measurement  of 
activity.  Because  it  is  excreted  in  the  kidney,  one 
can  measure  it  only  if  the  patient  has  normal 
renal  function. 

Hypercalcemia,  by  itself,  will  increase  the  level 
of  calcitonin  so,  if  there  is  any  defect  of  calcitonin, 
such  as  in  medulary  tumors  of  the  thyroid,  one 
may  see  changes  in  calcium  metabolism  that  have 
nothing  to  do  with  parathormone.  We  have  clas- 
sically taught  that  in  some  solid  tumors  there  is 
some  parathormone-like  activity  which  produces 
hypercalcemia.  There  is  now  evidence  that  the 
mediator  here  is  prostaglandin  E which  has  os- 
teoclastic activity  in  the  absense  of  any  para- 
thormone increase.  We  must  recognize  that 
instead  of  being  the  regulator,  parathormone  is 
only  one  of  the  regulators  of  calcium  metabolism. 

I think  our  understanding  of  Vitamin  D me- 
tabolism is  now  more  complete.  Hydrocalciferol 
is  irradiated  in  the  skin  to  produce  active  Vitamin 
D3.  Active  Vitamin  D3  can  also  be  absorbed 
through  the  GI  tract.  This  is  hydrolyzed  in  the 
liver  to  25-Vitamin  D,  and  then  in  the  kidney  to 
1 ,25  dyhydroxyvitamin  D3.  If  the  kidney  is  either 
absent  or  functioning  poorly,  the  final  hydroxy- 
lation  does  not  occur.  Patients  on  dialysis  for 
renal  failure  may  not  add  enough  of  the  1-hy- 
droxal  group  to  the  Vitamin  D3  and  as  a result 


the  Vitamin  D3  is  inactive.  The  patients  with  renal 
failure,  in  addition  to  having  high  phosphate,  have 
defects  in  calcium  absorption  because  they  lack 
the  1,25  hydroxyvitamin  D3.  The  action  for  this 
pro-hormone  is  to  combine  with  parathormone 
to  mobilize  the  calcium  from  the  bone.  Its  pri- 
mary activities  are  to  enhance  intestinal  absorp- 
tion of  calcium  and  to  be  active  in  the  renal 
tubules.  It  may  function  in  the  absence  of  par- 
athormone to  alter  the  tubular  rate  of  re-absorp- 
tion of  phosphate.  The  pro-hormone  may,  in  fact, 
be  the  prime  regulator  in  the  kidney  itself. 

Overview 

Now,  what  does  all  this  mean  clinically?  It  may 
be  wise  to  depart  from  an  emphasis  on  adenomas 
versus  hyperplasia,  or  primary  versus  secondary. 
It  seems  clear  that  anything  which  will  increase 
parathormone  or  increase  parathyroid  activity 
will  produce  hyperparathyroidism.  The  causes  are 
multiple.  Some  of  those  causes,  the  causes  we 
don’t  understand,  we  call  primary.  We  used  to 
say  that  it  occurred  only  with  an  adenoma.  It  is 
clear  now,  that  it  has  occurred  in  a number  of 
patients  in  which  combinations  of  adenoma,  hy- 
perplastic and  normal  parathyroid  were  found. 
Primary  hyperplasia  occurs  with  normal  renal 
function.  Probably  what  we  now  call  primary  hy- 
perparathyroidism will,  in  the  future,  have  several 
etiologies  and  we  will  no  longer  have  primary 
idiopathic  hyperplasia  or  adenoma. 

It  is  important  to  remember  that  parathyroid 
activity  is  altered  when  renal  function  is  altered. 
Once  calcium  is  deposited  in  the  kidney,  tubular 
function  decreases.  This  decrease  adds  a degree 
of  secondary  hyperparathyroidism  to  the  primary 
hyperactivity.  With  adenoma,  parathormone 
levels  tend  to  rise  slowly  until  renal  function  is 
altered.  When  renal  function  is  altered,  para- 
thormone will  begin  to  rise  very  rapidly  and  to 
very  high  levels. 

In  secondary  hyperparathyroidism,  the  first 
change  occurs  when  there  are  not  enough  neph- 
rons to  excrete  all  the  phosphate.  Even  at  max- 
imum excretion,  or  maximum  turnoff  of  the 
reabsorption  system,  one  cannot  get  rid  of  the 
excess  phosphate.  All  problems  occur  from  that 
point.  With  the  decreased  handling  of  phosphate 
by  the  loss  of  total  nephrons,  there  is  development 
of  hypocalcemia.  With  hypocalcemia,  there  is  in- 
creased parathormone.  In  addition,  renal  failure 
will  produce  a decrease  in  dihydroxylation  of  Vi- 
tamin D,  so  hypocalcemia  is  worsened  because 
calcium  cannot  be  absorbed  properly.  The  hy- 
pocalcemia will  produce  an  increase  in  PTH.  This 
will  raise  the  calcium  initially,  but  because  of 
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hyperphosphatemia,  the  hypercalcemia  does  not 
turn  off  parathormone. 

Conclusion 

Today  we  took  a patient  with  secondary  hy- 
perparathyroidism from  renal  disease  and  added 
a bulk  of  nephrons  from  her  brother’s  kidney  to 
correct  the  primary  cause  of  calcium  metabolism 
defect. 

Now,  what  happens  to  calcium  metabolism? 
The  term  tertiary  hyperparathyroidism  was 
coined  in  the  early  1 960’s,  when  kidney  transplant 
became  clinically  available.  It  was  used  to  indicate 
that  secondary  hyperparathyroidism  had  now 
changed  to  primary  hyperparathyroidism.  It  has 
been  suggested  that  this  is  not  true.  What  one 
really  has  is  a certain  mass  of  parathyroid  tissue 
stimulated  by  the  secondary  hyperparathyroid- 
ism. The  new  kidney  provides  for  excretion  of 
phosphates,  and  results  in  an  immediate  hyper- 
calcemia produced  by  the  increased  parathor- 
mone levels.  If  one  can  sustain  the  hypercalcemia, 
this  will  turn  off  hyperplastic  parathyroid  glands. 

This  is  what  occurs  in  most  successfully  trans- 
planted patients.  We  observe  their  laboratory  data 
during  the  postoperative  period  and  see  that  they 


will  maintain  high  alkaline  phosphatase,  a high 
calcium,  and  a very  low  phosphorus  for  a period 
of  one  to  six  months.  Then  these  will  return  to 
normal.  This  is  the  first  patient  we  have  seen  in 
a number  of  years  who  did  not  turn  off.  However, 
when  we  did  a debulking  procedure,  or  removed 
80%-90%  of  her  parathyroid  tissue,  the  hyper- 
calcemia could  well  suppress  the  remaining  tissue. 
She  now  has  a normal  calcium,  normal  phos- 
phorus and  normal  parathormone.  By  debulking 
the  mass  of  tissue  that  she  could  not  overcome, 
she  was  able  to  respond  to  her  secondary  hyper- 
parathyroidism just  as  any  other  patient  following 
a renal  transplant. 

We  should  speak  of  suppressable  secondary 
hyperparathyroidism  or  nonsuppressable  hyper- 
parathyroidism. We  should  not  use  the  term  ter- 
tiary, but  look  at  the  hyperparathyroidism  either 
as  secondary  to  renal  disease,  secondary  to  an- 
other cause,  or  as  primary  (idiopathic).  If  it  is 
suppressable  by  hypercalcemia  following  return 
of  renal  function,  the  treatment  is  to  do  nothing. 
If  parathyroid  function  becomes  obviously  un- 
suppressable,  then  the  patient  should  have  de- 
bulking to  remove  some  of  the  parathyroid  tissue, 
making  it  a suppressable  secondary,  which  will 
eventually  return  to  normal  function. 
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DREAMS  AND  DREAMING 

Abd  El  Aziz  A.  Salama,  M.D./Sringfield 


Dreams  are  mental  products,  in  which  visual  images  combine  a measure  of 
mystery  with  seeds  of  fascination.  Dreams  are  of  interest  to  almost  everyone,  but 
whether  their  study  really  does  lead  to  a better  understanding  of  personality  than 
can  be  derived  from  waking  behavior  is  still  unproven.  Dreams  are  evidence  of 
weakening  of  the  intensity  of  sleep  or  of  sleep  disturbance.  This  view  implies  that 
sleep  is  devoid  of  mental  activity  and  that  the  cognition  necessary  to  construct  a 
dream  is  made  possible  by  partial  arousal.  Dreams  have  been  found  to  consist  of 
a changing  combination  of  last  day’s  events  and  old  memory  traces.1 


This  month’s  article  is  the  first  of  a two  part  series  examining  that  sleep  phe- 
nomenon. Readers  may  also  wish  to  refer  to  the  author’s  earlier  review  paper, 
“Sleep  Physiology > and  Disorders,’’  which  was  published  in  the  January,  1981, 
issue  of  IMJ. 


Freud,2  hypothesized  that  dreaming  was  a dis- 
guised attempt  to  fulfill  an  infantile,  generally 
sexual,  wish.  If  the  attempt  was  successful,  the 
sleeping  state  of  the  person  would  be  preserved. 
Kramer,3  added  that  Adler  assumed  that  dream- 
ing was  a means  of  generating  appropriate  affect 
in  order  to  rehearse  for  the  activities  of  the  sub- 
sequent day.  Jung  postulated  that  dreaming  had 
a regulatory  function  that  attempted  to  compen- 
sate for  exaggerated  tendencies  in  the  more  con- 
scious aspects  of  the  personality.  He  felt  that,  if 
appropriately  attended,  dreams  could  reveal  some 
of  the  individual  truths  about  the  nature  of  man. 

Freud4  observed  that  during  sleep,  our  interest 
is  withdrawn  from  the  outside  world;  and  if  we 
dream  we  believe  our  dream  experiences,  no 
matter  how  absured  or  strange  they  seem  when 
we  awaken.  These  dream  experiences  were 
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stressed  in  part  by  Freud  by  pointing  to  the 
dreams  of  children  under  five.  Their  dreams  are 
simple  and  understandable  once  we  know  what 
happened  to  the  child  the  day  before.  A similar 
process  operates  with  adults;  something  happened 
during  the  day  or  few  days  before,  which  rea- 
wakens a forgotten  childhood  conflict— a wish  we 
once  had  which  was  never  gratified.  The  actual 
incident  may  have  been  a chance  phrase  or  a 
more  important  occurrence.  But  whatever  it  was, 
it  has  something  in  common  with  the  repressed 
childhood  conflict.  At  night,  this  important  event 
acts  upon  our  mental  processes  as  a stimulus, 
which  would  disturb  our  sleep  if  the  wish  re- 
mained unsatisfied.  So,  in  order  that  sleep  can 
continue,  the  wish  is  gratified  via  a hallucinatory 
experience,  usually  visual.  But  unlike  the  simple 
dream  of  a child,  adult  dreams  are  generally  dis- 
torted, because  our  mind  acts  more  freely  than 
it  does  in  waking  life,  and  because  the  wish  to 
which  the  dream  gives  rise  is  always  forbidden. 
If  we  recognized  what  we  were  doing  in  our 
dream,  we  would  awaken  or  have  a nightmare. 

Dreams  are  very  much  like  free  association; 
they  express  basic  unconscious  conflicts  in  a dis- 
torted symbolic  form.  Research  suggests  that 
dreams  are  physiologic  necessity  and  that  if  we 
are  deprived  of  them,  traumatic  effects  may  result. 

Jung  added  that  dreams  are  of  little  use  in  fore- 
telling the  future.  He  may  have  been  right  in 
thinking  that  they  include  expressions  of  an  an- 
cient heritage,  mingled  with  repressed  features  of 
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our  individual  natures.5  We  might  even  consider 
Freud,  and  the  hidden  passions  that  our  dreams 
clothe. 

Dreams  are  of  special  importance  in  fostering 
self-observation.  When  a person  reports  a dream 
as  if  he  is  telling  a story  about  someone,  little 
will  come  from  it  analytically.  For  dreams  to  be- 
come optimally  meaningful,  the  person  and  an- 
alyst together  must  attempt  to  recreate  the 
experience  of  the  dreamer  as  he  dreamed  the 
dream.  Few  persons  will  do  this  spontaneously, 
and  achieving  this  experience  requires  the  interest 
of  the  analyst  as  well  as  his  awareness  of  its  im- 
portance. A dream  dryly  told  without  re-creating 
the  dream  experience  is  like  a rose  under  glass. 
One  can  see  it,  but  the  touch  and  smell,  those 
qualities  that  make  it  alive,  are  lost. 

To  understand  a dream,  French,6  advises 
identifying  the  reality  problem  the  person  is 
struggling  to  solve,  to  which  the  dream  is  a re- 
action. The  dream  can  be  understood  if  we  stop 
looking  for  a rational  structure  that  can  be  put 
into  words,  and  think  in  terms  of  a structure  that 
is  formed  by  dream  behavior.  This  includes 
awareness  of  choices  and  judgement,  though  spe- 
cific actions  in  the  dream  may  not  have  a direct 
and  chronologic  cause  and  effect  sequence. 

Nocturnal  dreaming  is  different  from  day 
dreaming.  Starker7  concluded  that  the  two  can 
be  reviewed  as  related,  parallel  processes,  and 
that  positive  affect  in  day  dreams  was  associated 
with  positive  affect  in  nocturnal  dreams. 

A conscious  wish  can  influence  the  dream  con- 
tent. Cartwright8  reported  that  although  the  wish 
influenced  the  content  of  the  dream,  the  emo- 
tional tone  was  not  always  similar  between  dream 
and  waking  states.  She  concluded  that  one  func- 
tion of  dreaming  is  to  reconcile  tension  in  areas 
where  a discrepancy  exists  between  waking  values 
and  behavior. 

REM  and  Dreaming 

It  is  generally  accepted  that  mental  activity  oc- 
curs throughout  the  entire  sleeping  period  but 
assumes  a slightly  more  dreamlike  character  dur- 
ing REM.g  Subjects  awakened  from  REM  as  well 
as  NREM  sleep  report  mental  activity.10  Ob- 
viously, cognition  never  ceases  while  we  are  alive, 
whether  awake  or  sleeping,  tired  or  alert.  Periods 
of  cognition  are  distinguished  by  degree  of  or- 
ganization rather  than  presence  or  absence  of 
mentation. 

When  awakened  from  REM  sleep,  subjects  re- 
port a rather  dramatic,  often  bizarre  and  unreal 
story  of  the  type  we  commonly  define  as  a 
“dream.”  When  awakened  from  NREM  sleep, 
the  subject  reports  a thought  rather  than  a dream 


(as  if  he  were  thinking);  less  elaborated  and  often 
expressly  related  to  forthcoming  activities.  The 
NREM  mentation  appears  to  be  controlled  and 
reality-adapted,  in  contrast  to  the  “dreaming” 
mentation  of  REM  sleep.  In  other  words,  if  we 
accept  the  products  of  cognition  as  a behavioral 
measurement  of  cerebral  arousal,  we  have  to  con- 
clude that  NREM  sleep  is  lighter,  and  more  alert 
sleep. 

Dream  Recall 

To  Freud,  a dream  was  a personal  conflict  sym- 
bolized, condensed,  and  displaced  through 
“dream  work.”  This  conversion  is  necessary  in 
allowing  the  dream  to  enter  into  awareness  and 
to  be  recalled.  Associative  work  will  be  required 
to  reestablish  connections  that  were  disconnected 
by  the  dream  work.  Subjective  and  experimental 
evidence  indicate  that  marked  individual  differ- 
ences exist  in  the  ability  to  recall  dreams  upon 
morning  awakening." 

There  is  almost  universal  agreement  that 
dreams  consist  primarily  of  visual  images  and 
imagery.12  Short-term  memory  might  function 
both  for  the  immediate  recall  of  dreams  upon 
awakening  from  a REM  period  and  for  the  sub- 
sequent rehearsal  of  dream  content  which  would 
allow  the  dream  to  enter  long-term  memory.  Any 
dream  content  reported  in  psychotherapy  or  re- 
membered sometime  after  awakening  would  have 
to  be  stored  in  long-term  memory. 

Giora,13  pointed  out  that  the  typical  REM  pe- 
riod is  followed  by  a brief  period  of  arousal, 
usually  too  brief  for  the  consolidation  of  the  pro- 
ceeding dream  content  into  long-term  memory. 
However,  when  sleep  is  tenuous,  arousal  from 
REM  periods  may  be  longer,  which  explains  wjiy 
we  are  much  more  likely  to  recall  our  dreams 
when  sleep  is  disturbed. 

Cohen,14  stated  that  personality  variables  ap- 
parently account  for  very  little  of  the  variance  in 
dream  recall.  It  may  well  be  that  the  patient  who 
fails  to  recall  dreams  in  analysis  or  therapy  is  not 
being  resistive,  but  simply  does  not  have  as  good 
a memory  as  the  individual  who  frequently  recalls 
dreams. 

Frequently  people  claim  that  they  do  not 
dream;  actually,  they  simply  do  not  remember 
their  dreams.  Persons  who  wake  up  while  dream- 
ing, have  been  found  to  be  better  able  to  remem- 
ber their  dreams  than  are  those  who  continue 
with  their  sleep. 

To  strengthen  dream  recall,  the  subject  is  ad- 
vised to  make  up  his  mind  to  recall  the  dream 
immediately  on  awaking  and,  when  he  does  wake 
up,  to  keep  his  eyes  shut  and  concentrate  on  the 
dream.  An  increase  in  motivation  would  increase 
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the  subject’s  attention  to  his  dream  life,  possibly 
increasing  the  frequency  of  dream  recall. 

Functions  of  Dreams 

The  dream  functions  as  an  unconscious  attempt 
to  formulate  and  clarify  personal  conflicts. 

It  represents  an  effort  to  find  possible  solutions 
to  these  conflicts.  Unconscious  and  conscious 
functions  confront  each  other  in  dreams.  By 
deepening  the  awareness  of  what  had  been  un- 
conscious, dreams  facilitate  the  process  of  per- 
sonality integration;  they  reduce  tensions, 
releasing  energy  which  has  been  tied  up  in  the 
conflict. 

Dreams  also  reflect  the  dreamer’s  feelings, 
opinions  and  attitudes  concerning  types  of  per- 
sons represented  by  his  dream  figures,  male,  fe- 
male, old,  young,  etc.  These  might  in  turn 
dramatize  the  dreamer’s  internal  conflicts. 

Typical  Dreams  and  Difference  in  Sexes 

Typical  dreams  which  probably  have  a uni- 
versal meaning  include  being  chased,  being  naked, 
taking  an  examination  and  being  rescued.  Themes 
of  typical  dreams,15  in  rank  order  of  their  fre- 
quency are:  (1)  conflicts  within  the  nuclear  family; 
(2)  libidinal  wishes;  (3)  concern  due  to  anxiety 
or  conscience  and  (4)  birth  fantasies  or  regressive 
needs. 

It  was  found  also,  that  male  dreams  were  more 
active,  friendly  or  hostile  than  female  ones.  In 
the  dreams  of  both  sexes,  men  were  the  more 
frequent  characters.  Men  dreamt  about  fighting 
men  and  loving  women,  while  women  were  more 
ambivalent  about  both  sexes  in  their  dreams.  Men 
were  concerned  with  the  aggressive  use  of  the 
penis  and  with  castration  anxiety,  while  women 
showed  a fear  of  the  penis,  castration  wishes  and 
a rejection  of  the  penis.  Dream  content  also  differs 
according  to  age  in  both  sexes. 

Dreams  and  Drugs 

Effect  of  benzodiazepines : Flunitrazepam,® 
when  given  to  patients,  induced  unpleasantness, 
more  verbal  and  physical  aggression  and  more 
sexuality  in  their  dreams,  clearly  indicating  a dis- 
inhibitory  influence.  There  was  a slight  trend  to 
a decrease  in  unreality  and  bizarreness.  The  same 
was  also  observed  with  the  use  of  Nitrozepam.® 

Effects  of  antidepressants:  M.A.O.I.  are  capable 
of  suppressing  REM,  and  presumably,  indefinitely 
sustained  and  total  dream  deprivation.  Fisher16 
described  his  own  use  of  phenalzine  (Nardil®) 
with  three  patients.  Two  of  the  patients  suffered 
from  narcolepsy,  the  third  from  painful  nocturnal 
erections.  Nardil®  succeeded  in  totally  suppress- 
ing REM  sleep  for  as  long  as  eight  months.  The 


psychotic  depression  treated  with  Nardil®  began 
to  improve  at  the  point  of  total  suppression  of 
REM  sleep.  Most  psychotropic  drugs  suppress 
REM  sleep. 

Dreams  and  Mental  Illness 

Some  data  on  dreams  in  the  acute  phase  of 
depression  seem  fairly  well  established.  When 
clearly  psychotic,  depressed  patients  report  rel- 
atively bland  and  barren  dreams,  usually  involv- 
ing mainly  family  members  and  few  strangers.17 
As  depression  lifts,  dreams  seem  to  become  more 
troubled.  Similarly,  masochism  and  dependency 
themes  apparently  remain  persistent  even  after 
relative  clinical  improvement  during  the  hospital 
stay.3  Beck  and  Ward,18  suggest  that  masochism 
remains  higher  in  depressives.  Even  after  the  acute 
depression  phase  has  vanished,  the  patient  still 
sees  the  world  as  a generally  hostile  place. 

In  a study  by  Hartmann  and  Russ,19  it  was 
concluded  that  the  presence  of  D-nightmares 
(nightmares  occurring  late  during  the  night,  with 
a great  deal  of  dream  content),  may  constitute  a 
“marker”  for  vulnerability  to  schizophrenia. 

Diseases  of  the  cerebral  hemispheres  may  alter 
dreaming.  Dreaming  may  cease  after  parieto-oc- 
cipital  injury.20  Recurrent  frightening  dreams  may 
occur  in  temporal  lobe  epilepsy  as  seizure  phe- 
nomena. Patient’s  dreams  tend  to  include  body- 
image  alterations  and  typical  themes,  such  as 
death,  falling  or  drowning. 

Interpretation  of  Dreams 

Every  dream  owes  its  contents  to  both  past  and 
present.  From  the  remote  past  come  the  infantile 
experiences  and  memories,  as  well  as  the  drives 
seeking  gratification.  No  dream  can  exist  without 
the  impetus  of  a wish  representing  the  claim  of 
an  instinctual  drive,  which,  although  infantile  in 
origin,  retains  an  appetite  for  gratification 
throughout  life. 

Current  experiences,  affects,  hopes,  fantasies, 
conflicts  and  disappointments,  whether  conscious 
or  unconscious,  make  a contribution  to  the  dream. 
While  it  is  true  that  dreams  owe  part  of  their 
content  to  a current  mental  event,  the  day’s  res- 
idue is  not  sufficient  to  produce  them.  A dream 
is  formed  only  when  the  current  event  makes 
contact  with  an  impulse  from  the  past,  especially 
with  an  infantile  wish. 

The  belief  that  night  dreams  deal  with  the  anx- 
ieties and  intentions  of  the  conscious  waking  life 
has  been  widespread,  strong  and  constant.  When 
dreaming,  the  dreamer  reacts  very  much  as  he 
would  if  his  dream  events  were  actual  occurrences 
in  waking  life.  Though  differing  in  details,  defi- 
nitions of  the  dream  function  describe  it  as  a 
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problem  solving  process.  Psychoanalysts  believed 
that  interpretation  of  dreams  was  “the  Royal 
Road  to  a knowledge  of  the  unconscious  activities 
of  the  mind.” 

Every  interpretation  of  a dream  must  be  cus- 
tom-tailored, based  upon  the  best  evidence  avail- 
able to  evaluate  and  select  the  essential  from  a 
mass  of  information  and  impressions.  Interpre- 
tation has  two  meanings:  the  one  the  therapist 
makes  for  himself  and  the  one  he  offers  the  pa- 
tient. 

A dream  has  three  distinct  entities:  manifest 
dream,  latent  dream  thoughts  and  dream  work. 
What  the  patient  recalls  and  relates  as  his  dream 
is  the  manifest  dream.  Underlying  the  manifest 
dream  are  ideas  and  feelings,  some  of  which  be- 
long to  the  present,  some  to  the  past,  some  pre- 
conscious  and  some  unconscious  (the  latent 
dream).  Latent  thoughts  and  the  method  by  which 
they  are  transformed  into  the  images  that  are 
recalled  is  the  dream.  The  process  that  is  re- 
sponsible for  this  alteration  is  called  the  “dream 
work.” 

In  attempting  to  interpret  a dream,  the  therapist 
should  look  for  the  motivating  pressure.  This  is 
revealed  by  what  the  patient  says.  In  reviewing 
the  dream,  the  therapist  may  observe  how  the 
patient  reacted  to  the  dream,  what  kind  of 
emotional  response  he  showed  and  what  the  pa- 
tient was  most  concerned  about  in  the  dream 
text.  Next,  the  therapist  may  trace  the  dynamic 
pressure  back  to  the  probable  sources  and  then 
try  to  determine  to  what  degree  the  dream  con- 
tents were  distorted.  The  therapist  may  observe 
the  action  of  the  dream.  The  way  the  ego  con- 
structs the  dream  is  indicated  by  the  position  of 
various  people,  their  roles  and  attitudes.  It  is  quite 
remarkable  how  much  information  one  can  get 
from  just  a quick  scanning  of  the  dream.  Thus, 
the  dream  always  relates  to  the  patient’s  current 
problems  and  the  dream  is  a reaction  to  them. 

Most  studies  on  dreams  have  been  concerned 
with  the  manifest  content  of  the  dream  rather 
than  the  latent  content,  which  is  puzzling  in  view 
of  Freud’s  belief  that  the  manifest  dream  content 
is  of  relatively  minor  importance.  The  manifest 
content  was  viewed  as  only  the  starting  point  in 
dream  analysis  in  which  free  association  was  used 
as  the  method  of  uncovering  underlying 
thoughts13. 

The  Meaning  of  Universal  Symbols  in  Dreams 

Freud,2  in  his  general  introduction  to  psycho- 
analysis, described  some  of  the  universal  symbols 
which  appear  in  dreams: 

s Kings,  queens,  presidents  and  people  of 
status  as  parental  figures. 


■ brothers  and  sisters  as  little  animals. 

■ water  represents  birth. 

■ setting  out  on  a journey  or  taking  a train 
indicate  dying. 

■ a house  represents  the  human  body. 

■ clothes  and  uniforms  may  mean  naked- 
ness. 

■ a woman  has  a number  of  symbols:  wood, 
paper  and  objects. 

■ a clock  stands  for  a man. 

■ male  genitals  are  represented  by  the 
number  three. 

■ the  breast,  as  apples,  peaches  and  fruit. 

■ female  genitals  are  represented  by  objects 
which  enclose  a space  or  act  as  receptacles. 

■ the  penis  has  many  representatives,  any- 
thing long  or  erect.  The  property  of  the 
penis  is  its  ability  to  become  erect,  there- 
fore balloons  or  airplanes  are  also  sym- 
bols. 

■ pubic  hair  of  both  sexes  is  represented  by 
woods. 

■ sexual  pleasure  as  candy. 

■ intercourse  as  mounting,  riding  or  danc- 
ing. 

Jung  and  Dreams 

Jung21  states  that  the  use  of  dream  interpre- 
tation is  justified  from  a scientific  standpoint  as 
an  aid  to  psychoanalysis.  Like  all  psychoanalysts, 
Jung  thinks  of  dream  interpretation  as  an  aid  to 
restoring  and  maintaining  mental  health.  He  says 
that  one  who  accepts  the  belief  that  the  uncon- 
scious plays  a leading  role  in  function  of  neurosis 
will  attribute  significance  to  dreams  as  the  direct 
expression  of  the  unconscious.  Without  the  un- 
conscious the  dream  is  only  a freak  of  nature  and 
a confusion  of  memory  fragments  of  the  preceding 
day.  Dream  analysis  uncovers  hitherto  unsus- 
pected psychic  material,  and  apart  from  its  ther- 
apeutic value,  gives  us  scientific  insight  into  what 
Jung  called  “Psychic  Casuality.”  The  dream  gives 
a true  picture  of  the  “Subjective  State,”  or  how 
we  really  feel  about  ourselves,  which  the  conscious 
mind  cannot  or  will  not  give.  In  the  waking  state, 
the  dreamer  sees  himself  as  he  wants  to  be  or 
should  be.  Dreaming,  he  sees  himself  as  he  is. 
Dreams,  then,  rank  with  physiologic  facts  as  a 
method  of  diagnosis.  He  adds  that  they  not  only 
help  in  understanding  the  past  but  also  offer  sug- 
gestions as  to  desirable  future  activities.  Thus, 
Jung  gives  his  sanction  to  psychic  dreams  and 
offers  various  interpretations  in  verification  of 
this  belief.  He  finds,  with  other  analysts,  that 
dreams  at  the  beginning  of  an  analysis  are  clear 
and  revealing,  but  later  on  the  dreamer  takes  over 
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many  of  the  analyst’s  ideas  and  reactions  and 
ceases  to  reveal  himself  clearly.  His  dreams  be- 
come confused  and  unintelligible.  Should  they 
remain  clear,  some  critical  unconscious  emotion 
or  attitude  has  not  yet  been  reached. 

Jung  declares  that  the  analyst  must  be  ready 
to  evolve  an  entirely  new  theory  of  interpretation 
for  every  dream.  This  would  appear  to  constitute 
an  impossible  demand,  much  simpler  in  theory 
than  in  practice.  According  to  Jung,  Freud’s  the- 
ory that  every  dream  is  a fulfillment  of  repressed 
wishes  has  long  ago  been  suspended  as  true  of 
some  dreams  but  not  all.  Dreams  give  expressions 
to  “ineluctable  truths,  to  philosophical  pro- 
nouncements, experiences,  even  telepathic  vi- 
sions.5 

Almost  half  our  lives  is  spent  in  the  unconscious 
state  and,  according  to  Jung,  the  dream  is  the 
utterance  of  the  unconscious.  It  is  likely  that  the 
unconscious  mind  contains  a body  of  content 
equal  to  or  even  greater  than  that  of  conscious- 
ness, which  is  subjected  to  limitations  and  ex- 
clusion. 

Jung’s  views  prove  that  he  knew  the  truth  of 
his  statements.  In  his  earlier  writings,  he  said:  “It 
is  advisable  in  the  beginning  to  make  use  of 
dreams  for  the  purpose  of  reaching  the  important 
subconscious  material  by  means  of  the  patient’s 
free  association  with  them.”21  Later  he  says:  “Free 
association  is  of  no  value,  we  must  concentrate 
on  the  dream  images  themselves.”  Dreams  reveal 
the  secrets  of  the  inner  life  and  hidden  factors  of 
the  personality.  No  individual  can  understand 
himself,  nor  can  he  be  understood,  from  the  side 
of  consciousness  alone.  Freud,  Jung  says,  looks 
on  the  unconscious  and  its  identity  with  primitive 
instincts  as  “little  better  than  a wild  beast.”5 

In  the  treatment  of  symbolism  in  dreams,  Jung 
says  that  we  must  take  into  account  the  dreamer’s 
convictions,  both  philosophical  and  moral. 
Dream  symbols  must  not  be  regarded  as  having 
a fixed  meaning.  Freud,  declares  Jung,  operates 
with  fixed  sexual  symbols,  and  sexuality  is  sup- 
posed to  mean  something  definite.  “Freud’s  con- 
cept of  sexuality  is  thoroughly  elastic  and  so  vague 
that  it  can  be  made  to  include  almost  anything.” 


Dr.  Salama’s  examination  of  dreams  and 
dreaming  will  be  continued  in  the  next  issue  of 

IMJ. 
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Answers:  1.  A.  C.  2.  C.  D. 


The  ECG  rhythm  strip  shows  a well  functioning 
demand  pacemaker  at  a rate  of  60  beats  per  min- 
ute. There  were  frequent  supraventricular  capture 
beats  in  a pattern  of  double,  then  single  capture 
beats,  separated  by  two  pacemaker  beats  (wide- 
QRS  beats).  This  is  compatible  with  high  grade 
or  severe  atrioventricular  block  in  the  absence  of 
any  drugs.  In  addition  our  patient  had  severe 
calcific  aortic  valvular  stenosis  and  an  elevated 
left  ventricular  end  diastolic  pressure.  Patients 
with  severe  aortic  stenosis  can  present  with  com- 
plaints of  convulsions,  lightheadedness,  conges- 
tive heart  failure,  and  cerebral  or  coronary  artery 
insufficiency.  Our  patient  had  two  explanations 
for  his  symptoms:  severe  aortic  stenosis  and  heart 
block.  Conduction  system  disease  has  been  as- 
sociated with  calcific  aortic  stenosis.  Most  of  these 
patients  have  His-Purkinje  system  disease  (pro- 
longed H-V  intervals  at  His  bundle  study).  This 
could  be  the  result  of  pressure  on  the  bundle  of 
His  from  the  calcified  valve.  Atrioventricular 
node  and  sino-atrial  node  disease  are  uncommon 
in  aortic  stenosis.  This  patient  had  his  aortic  valve 
replaced  and  a permanent  epicardial  demand 
pacemaker  successfully  implanted.  Digitalis  was 
also  given  in  an  attempt  to  improve  his  ventric- 
ular function  further.  For  reading  on  the  topic  of 
aortic  valve  disease  and  conduction  system  dis- 
ease, see  Dhingra,  et  al.  Annals  Int.  Medicine 
87:275-280,  1977.  <4 
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Doctor's  News 


PHYSICIANS  IN  THE  NEWS— L.  Ann  Nunnally,  M.D.,  Chicago,  has  been  appointed  to  serve 
on  the  AMA  Committee  on  Allied  Health  Education  and  Accreditation.  . . . The 
AMA  Board  of  Trustees  has  also  appointed  former  ISMS  President  Joseph  H. 
Skom,  M.D.,  Chicago,  to  the  National  Council  on  Drugs. 

Robert  J.  Freeark,  M.D.,  Maywood,  has  been  awarded  the  1981  Stritch  Medal 
by  the  Loyola  University  Stritch  School  of  Medicine.  Dr.  Freeark  is  a professor 
and  chairman,  department  of  medicine,  at  Stritch  and  surgeon-in-chief  at  Loyola’s 
Foster  G.  McGaw  Hospital.  The  Stritch  Medal  is  granted  annually  to  an  individual 
making  outstanding  contributions  to  the  medical  profession. 

Eugene  J.  Rogers,  M.D.,  and  Herbert  Sohn,  M.D.,  both  of  Chicago,  recently 
received  distinguished  alumnus  awards  from  the  Chicago  Medical  School  Alumni 
Association.  Dr.  Rogers  is  professor  and  chairman  of  rehabilitation  medicine, 
University  of  Health  Sciences/Chicago  Medical  School,  a member  of  the  1MJ 
Editorial  Board  and  chairman  of  the  ISMS  Committee  on  Workmen’s  Compen- 
sation. Dr.  Sohn,  clinical  associate  professor  of  surgery,  Abraham  Lincoln  School 
of  Medicine,  chief  of  the  combined  residency  program,  Weiss  Hospital  and  Sec- 
retary of  the  University  of  Health  Sciences/Chicago  Medical  School  board  of 
trustees,  is  chairman  of  the  ISMS  Public  Affairs  Committee.  Doctors  Rogers  and 
Sohn  are  among  seven  alumni  honored  for  scientific  and  professional  contributions 
and  community  service. 

MEDICAL-LEGAL  CONFERENCES  ANNOUNCED -The  American  Society  of  Law  and 
Medicine  will  sponsor  several  conferences  on  medical-legal  issues  in  the  Spring 
of  1 982.  Programs  on  Health  Care  Labor  Law  will  be  held  February  1 9 in  Denver, 
Colorado;  March  15  in  Houston,  Texas  and  April  30  in  New  York,  New  York. 
Impaired  Health  Care  Professionals  will  be  the  topic  for  a March  5 program  at 
the  Detroit  Plaza  Hotel,  Detroit,  Michigan.  On  March  1 1,  ASLM  will  co-sponsor 
a two  day  conference  with  the  Institute  for  Interprofessional  Study  of  Health  Law, 
University  of  Texas.  That  seminar  will  be  entitled  “Human  Life  Symposium:  An 
Interdisciplinary  Approach  to  the  Concept  of  Person.”  Finally,  “Legal  and  Ethical 
Aspects  of  Health  Care  for  Children,”  will  be  the  title  for  a March  31 -April  1 
meeting  at  the  Los  Angeles  Biltmore  Hotel.  Further  information  about  the  meetings 
may  be  obtained  by  contacting  ASLM  at  765  Commonwealth  Ave.,  16th  Floor, 
Boston  MA  02215;  (617)  262-4990. 

PRODUCT  PROBLEM  REPORTING— the  U.S.  Pharmacopeial  Convention  (USPC)  coordinates 
a physician’s  reporting  system  intended  to  improve  product  quality  and  encourage 
communication  between  industry  and  government  regarding  health  hazards.  The 
Drug  Product  Problem  Reporting  Program  and  the  Medical  Device  and  Laboratory 
Product  Problem  Reporting  Program  are  funded  by  the  Food  and  Drug  Admin- 
istration and  co-sponsored  by  state  and  national  organizations  in  health  care  areas. 

Reported  problems  would  include  anything  that  might  be  noted  when  a drug 
is  received,  used  or  dispensed;  when  adverse  reactions  are  experienced  with  ra- 
diopharmaceuticals or  when  problems  with  labels,  components,  packaging,  in- 
structions or  other  parts  of  medical  devices  or  laboratory  products  are  noted.  The 
USP  stresses  that  anything  which  could  be  considered  to  be  a problem  should 
be  reported. 

USP  computerizes  reports  for  trend  analysis,  copies  reports  to  the  FDA  and 
manufacturer  and  acknowledges  receipt.  Reporters  may  be  contacted  by  the  FDA, 
manufacturer  or  both  for  additional  information  about  observed  problems.  Reports 
or  requests  for  further  information  may  be  obtained  by  contacting  the  U.S.  Phar- 
macopeial Convention,  12601  Twinbrook  Parkway,  Rockville  MD  20852;  (800- 
638-6725).  Other  telephone  numbers  apply  in  Alaska,  Hawaii  and  Maryland. 
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SUMMARY  OF  MINUTES 


1981  Interim  Meeting 
House  of  Delegates 


The  ISMS  House  of  Delegates  met  at  the  Springfield  Hilton  in  Springfield,  November  7-8,  1981,  and 
took  the  following  actions.  The  official  minutes  of  the  House  are  on  file  at  the  Illinois  State  Medical 
Society  office. 

Due  to  the  complexity  of  amendments  to  policy  manual  statements,  only  the  approved,  revised  policy 
statements  are  reflected  in  this  text.  Members  wishing  to  study  the  nature  of  approved  changes  may 
refer  to  the  November,  1981,  reference  issue  of  the  Illinois  Medical  Journal,  where  the  former  policy 
statements  are  published. 


OLD  BUSINESS 

Substitute  80 A-2  — Adopted 

(BOT  Rep.  B)— Brain  Death 

Introduced  by  Vernon  H.  Bartley  for  the  Du  Page 

County  Medical  Society 

Deleted  the  current  ISMS  Policy  Statement 
entitled  “Death,  Legal  Definition  of’  and 
replaced  it  with  the  following: 

DEATH,  LEGAL  DEFINITION  OF 
A determination  of  death  is  a medical  di- 
agnosis which  must  be  made  in  accordance 
with  accepted  medical  standards  by  a phy- 
sician licensed  to  practice  medicine  in  all 
its  branches,  which  may  be  made  when  an 
individual  has  sustained  either:  (1)  Irrevers- 
ible cessation  of  circulatory  and  respiratory 
functions,  or  (2)  Irreversible  cessation  of  all 
functions  of  the  entire  brain,  including  the 
brain  stem. 

The  House  also  directed  ISMS  to  cause  leg- 
islation to  be  introduced  to  the  General  As- 


sembly incorporating  the  definition  of  death 
language  as  adopted  by  this  House. 

Substitute  16  (A-8 1 )— Adopted  as  Amended 
(BOT  Rep.  C)— Stopping  Expansion  of  HMOs 
and  IPAs 

Introduced  by  Samuel  J.  Schimel,  M.D. 

Directed  the  Board  of  Trustees  to  “develop 
for  component  medical  societies,  upon  re- 
quest, public  information  materials  delin- 
eating all  aspects  of  existing  modes  of 
medical  care.” 

Substitute  26  (A-8 1)— Adopted  as  Amended 
(BOT  Rep.  D)  — Physician  Support  for  President 
Reagan’s  Stand  on  Medical  Care 
Introduced  by  Thomas  Meirink,  M.D.,  for  the 
St.  Clair  County  Medical  Society 

Directed  ISMS  to:  (1)  Send  to  President 
Reagan  a letter  of  appreciation  for  his  de- 
cision not  to  promote  National  Health  In- 
surance and  for  his  wisdom  in 
comprehending  the  problems  that  can  result 
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from  government  interference  in  the  practice 
of  medicine;  and  (2)  Offer  its  cooperation 
in  assisting  President  Reagan  in  preventing 
enactment  of  any  National  Health  Insurance 
Plan.  Following  adoption  of  the  resolution, 
the  House  agreed  that  the  letter  should  also 
urge  President  Reagan  to  support  the  prin- 
ciple that  “under  federal  rules  and  regula- 
tions the  costs  and  premiums  for  health  care, 
whether  incurred  directly  by  an  individual 
or  conferred  as  an  employee  benefit,  should 
be  equally  deductible.” 

REFERENCE  COMMITTEE 
ON  CONSTITUTION  & 
BYLAWS 

23  (1-81)— Not  Adopted 
Unified  Membership  With  AMA 
Introduced  by  Richard  Rudman,  M.D.,  for  the 
Marion  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  amend  the  Bylaws  “to  allow  mem- 
bership in  AMA  optional  rather  than  com- 
pulsory for  members  and  potential  members 
of  ISMS.” 

26(1-81)— Adopted 

Code  of  Ethics 

Introduced  by  Lawrence  L.  Hirsch,  M.D. 

Directed  that  the  following  Code  of  Ethics 
be  adopted  by  the  Illinois  State  Medical  So- 
ciety not  as  laws,  but  standards  of  conduct 
which  define  the  essentials  of  honorable  be- 
havior for  the  physician: 

1.  A physician  shall  be  dedicated  to 
providing  competent  medical  service 
with  compassion  and  respect  for  hu- 
man dignity. 

2.  A physician  shall  deal  honestly  with 
patients  and  colleagues,  and  strive  to 
expose  those  physicians  deficient  in 
character  or  competence,  or  who  en- 
gage in  fraud  or  deception. 

3.  A physician  shall  respect  the  law 
and  also  recognize  a responsibility  to 
seek  changes  in  those  requirements 
which  are  contrary  to  the  best  interest 
of  the  patient. 

4.  A physician  shall  respect  the  rights 
of  patients,  of  colleagues,  and  of  other 
health  professionals,  and  shall  safe- 
guard patient  confidences  within  the 
constraints  of  the  law. 


5.  A physician  shall  continue  to  study, 
apply  and  advance  scientific  knowl- 
edge, make  relevant  information 
available  to  patients,  colleagues,  and 
the  public,  obtain  consultation,  and 
use  the  talents  of  other  health  profes- 
sionals when  indicated. 

6.  A physician  shall,  in  the  provision 
of  appropriate  patient  care,  except  in 
emergencies,  be  free  to  choose  whom 
to  serve,  with  whom  to  associate,  and 
the  environment  in  which  to  provide 
medical  services. 

7.  A physician  shall  recognize  a re- 
sponsibility to  participate  in  activities 
contributing  to  an  improved  com- 
munity. 

REFERENCE  COMMITTEE  A 

1 (1-81)— Adopted 

Revision  in  Policy  on  Legislation 

Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 

Board  of  Trustees 

Amended  the  ISMS  Policy  Manual  State- 
ment to  read: 

LEGISLATION 

All  matters  presented  to  the  House  of  Del- 
egates or  Board  of  Trustees  pertaining  to 
state  or  federal  legislation  shall  be  reviewed 
by  the  Governmental  Affairs  Council  which 
shall  evaluate  its  potential  impact  on  the 
Society’s  current  legislative  efforts.  The 
Council  shall  submit  its  report  to  the  Board 
of  Trustees,  which  shall  advise  and  rec- 
ommend action  to  the  House  through  the 
Chairman  of  the  Board. 

Matters  pertaining  to  federal  legislation  shall 
be  checked  against  recommendations  or 
policies  of  the  American  Medical  Associ- 
ation by  the  Council  on  Governmental  Af- 
fairs of  the  Illinois  State  Medical  Society 
prior  to  making  a recommendation  to  the 
Board  of  Trustees. 

Before  any  legislation  is  developed  for  pres- 
entation to  the  Illinois  General  Assembly, 
the  proposed  law  shall  be  considered  by  the 
Council  on  Governmental  Affairs  which 
shall  work  in  close  cooperation  with  any 
other  Society  committee  involved.  The  in- 
stigating committee  should  determine  the 
content  of  the  law  and  the  Governmental 
Affairs  Council  primarily  should  consider 
relationship  of  the  proposed  legislation  to 
the  total  legislative  program. 

Any  council  or  committee  recommending 
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legislation  to  the  attention  of  the  Govern- 
mental Affairs  Council  must  provide  expert 
witnesses  when  called  upon  to  testify  before 
Senate  and  House  committees  in  support 
of,  or  in  opposition  to,  the  legislation  rec- 
ommended by  the  council  or  committee. 

2 (1-81)- Adopted 

Deletion  of  Policy  on  Reference  Committee  Ap- 
pointments 

Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 
Board  of  Trustees 

Deleted  “Reference  Committee  Appoint- 
ments” statement  from  Policy  Manual  be- 
cause “it  is  unnecessary  for  the  House  of 
Delegates  to  provide  the  Speaker  and  Vice 
Speaker  with  guidance  for  appointment  of 
reference  committee  personnel  as  continuity 
of  experience  is  only  one  of  several  criteria 
considered  by  the  Speakers  in  making  such 
appointments.” 

3 (1-81)- Adopted 

Amendment  of  Policy  Manual  Statement  on 
“Physicians” 

Introduced  by  Morris  T.  Friedell,  M.D.,  for  the 
Board  of  Trustees 

Amended  the  ISMS  Policy  Manual  State- 
ment on  “Physicians”  to  read: 

PHYSICIANS 

The  term  “Physician”  may  only  be  applied 
to  one  who  has  equivalent  qualifications  of 
a “physician  licensed  to  practice  medicine 
in  all  its  branches.” 

4 (1-81)- Adopted 

Distinguishing  Between  Health  Planning  and 
Health  Regulatory  Functions 
Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 
Board  of  Trustees 

Directed  ISMS  to  “urge  appropriate  state 
and  federal  legislators  and  health  planning 
officials  to  distinguish  and  separate  health 
planning  functions  from  health  regulatory 
functions  in  accordance  with  the  definition 
of  health  planning  in  the  AMA  Statement 
on  Voluntary  Health  Planning.” 

14  (1-8 1)— Adopted 

Health  Planning  by  State 

Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 

Board  of  Trustees 

Directed  the  Board  of  Trustees  to:  (1)  In- 
vestigate the  potential  for  state  legislation 
on  health  planning  in  the  event  of  nonre- 
newal of  the  federal  health  planning  legis- 
lation; (2)  Make  recommendations  about 


what  would  constitute  acceptable  and  un- 
acceptable elements  of  a State  health  plan- 
ning program;  and  (3)  Report  back  to  the 
House  of  Delegates  at  its  next  meeting. 

5(1-81)- Adopted 

Amendment  to  Policy  on  ISMS  Candidates  for 
AMA  Positions 

Introduced  by  Alfred  J.  Kiessel,  M.D.,  for  the 
Board  of  Trustees 

Amended  the  ISMS  Policy  Manual  State- 
ment on  “ISMS  Candidates  for  AMA 
Positions”  to  read: 

ISMS  CANDIDATES  FOR  AMA 
POSITIONS 

Selection  and/or  endorsement  of  ISMS  can- 
didates for  positions  on  AMA  Board,  coun- 
cils or  major  committees  should  be 
submitted  to  the  American  Medical  Asso- 
ciation by  the  ISMS  Delegation,  through  its 
chairman,  after  consultation  with  the  ISMS 
Board  of  Trustees  or  its  Executive  Com- 
mittee, except  when  emergency  action  is 
necessary  because  of  unexpected  vacan- 
cies. 

Nominations  for  appointments  to  subcom- 
mittees, ad  hoc  committees,  other  minor 
committees  of  AMA  or  as  AMA  represen- 
tatives to  certain  other  outside  agencies  may 
be  made  directly  by  the  Chairman  of  the 
ISMS  Board  of  Trustees,  after  consultation 
with  the  Chairman  of  the  ISMS  Delegation, 
without  specific  approval  of  the  full  Board 
of  Trustees  or  AMA  Delegation.  Such  action 
shall  be  reported  to  the  Board  of  Trustees 
and  the  AMA  Delegation. 

Upon  receiving  notice  that  an  Illinois  phy- 
sician has  been  nominated  for  AMA  posi- 
tion by  an  organization  other  than  ISMS, 
the  Chairman  of  the  ISMS  Board  of  Trus- 
tees, unless  directed  to  do  otherwise  by  the 
Board  of  Trustees,  pursuant  to  the  recom- 
mendation of  the  Chairman  of  the  AMA 
Delegation,  shall  inform  AMA  only  whether 
or  not  the  nominee  is  a member  in  good 
standing  of  ISMS. 

Substitute  8 (1-8 1)  — Adopted  in  lieu  of  8 (1-81) 
& 28  (1-81) 

Coverage  of  Surgical  Procedures  by  Blue  Cross/ 
Blue  Shield 

Introduced  by  Frank  B.  Norbury,  M.D.,  for  the 
Morgan-Scott  County  Medical  Society 
Perils  and  Potentials  of  Ambulatory  Surgery 
Introduced  by  Charles  DeKovessey,  M.D. 

Directed  ISMS  representatives  to  “meet 
with  officials  of  Blue  Cross/Blue  Shield  and 
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the  State  of  Illinois  to  attempt  to  resolve 
the  controversy  surrounding  ambulatory 
surgery  under  the  State  of  Illinois  Employee 
Group  Insurance  Program.  Similar  discus- 
sions should  continue  as  necessary  with  the 
Illinois  Department  of  Public  Aid.” 

9 (1-81)— Adopted  as  Amended 
Revision  of  Multi-Disciplinary  Health  Care 
Introduced  by  Ronald  Welch,  M.D.,  for  the  St. 
Clair  County  Medical  Society 

Directed  ISMS  to:  “encourage  the  Illinois 
Department  of  Public  Aid  to  reimburse 
physicians  engaged  in  multi-discipline  care 
of  public  aid  patients  without  requiring  ex- 
tensive justification  procedures.” 

10  (1-81)  — Adopted  as  Amended 

Support  of  ISMS  in  Revision  of  I DP  A Adminis- 
trative Procedures 

Introduced  by  Lloyd  Thompson,  M.D.,  for  the 
St.  Clair  County  Medical  Society 

Directed  ISMS  to  “seek  the  support  of  the 
legislative  and  executive  branches  of  the 
State  of  Illinois  in  a cooperative  effort  to 
work  with  ISMS  for  the  development  of  a 
fair  and  reasonable  system  for  the  admin- 
istration of  the  Illinois  Department  of  Public 
Aid  accounting  in  the  service  of  health  care 
for  the  poor.” 

Substitute  13  (1-8 1)— Adopted  in  lieu  of  13 
(1-81) 

Informed  Consent 

Introduced  by  Kenneth  A.  Hurst,  M.D.,  for  the 
Board  of  Trustees 

A summary  of  this  resolution  was  not  pub- 
lished upon  advice  of  legal  counsel,  who  is 
reviewing  it. 

Reports 

Report  A of  the  Board  of  Trustees  was  filed  for 
information. 

REFERENCE  COMMITTEE  B 

Substitute  7 (1-8 1)— Adopted 
Stiffen  Sentencing  of  Drunk  Drivers 
Introduced  by  Ronald  M.  Davis  for  the  ISMS/ 
MSS 

Directed  the  Society  to  “support  the  im- 
plementation of  S.B.  457  and  encourage  the 
Judiciary  to  recommend  rehabilitative 
treatment  as  an  additional  means  of  dealing 
with  people  convicted  of  driving  while  un- 
der the  influence  of  alcohol.” 


11  (1-81)— Adopted  as  Amended 

Noting  Medical  Society  Concern  for  Abused 

Children  Who  are  Returned  to  Their  Homes 

Introduced  by  Robert  Wanless,  M.D.,  for  the  St. 

Clair  County  Medical  Society 

Directed  ISMS  to:  (1)  Make  known  to  all 
state  agencies  dealing  with  family  services 
and  allied  medical  care  for  families  the  So- 
ciety’s concern  that  necessary  investigation 
of  the  family  environment  be  conducted 
promptly,  prior  to  the  release  of  the  child 
for  return  to  the  same  home  where  the  abuse 
occurred;  and  (2)  Communicate  this  concern 
“to  the  public,  state  health  agencies  and 
family  service  agencies  which  become  in- 
volved in  child  abuse  cases.” 

12  (1-81)— Adopted  as  Amended 

Impact  of  Medicaid  Financing  Changes  on  Illinois 

Residency  Programs 

Introduced  by  William  E.  Golden,  M.D.,  for  the 

ISMS/RPS 

Instructed  the  ISMS  Council  on  Education 
and  Manpower  and  Board  of  Trustees  to 
“issue  a report  at  the  annual  meeting  of  the 
ISMS  House  of  Delegates  that  examines  the 
impact  of  the  Medicaid  financing  changes 
on  the  training  experiences  of  Illinois 
housestaflf  and  its  effect  on  patient  care.” 


Substitute  18  (1-81)— Adopted  as  Amended  in 
lieu  of  18  (1-81)  & 19  (1-81) 

Infant  Car  Seats 

Introduced  by  Ronald  M.  Davis  for  the  ISMS/ 
MSS 

Motor  Vehicle  Child  Safety  Restraint  Education 
Introduced  by  Dennis  J.  Garwacki,  M.D. 

Directed  the  Society  to:  ( 1)  Support  and  en- 
courage public  education  and  legislation 
promoting  child  safety  restraint  use  (infant 
and  toddler  car  seats)  and  encourage  phy- 
sicians and  others  to  discuss  their  benefits 
with  all  parents;  and  (2)  Encourage  physi- 
cians “to  learn  about  important  safety  fea- 
tures which  have  been  proven  to  be 
effective.” 


29  (1-8 1)— Adopted  as  Amended 
Emergency  Medical  Centers 
Introduced  by  Joseph  R.  O’Donnell,  M.D.,  for 
the  DuPage  County  Medical  Society 

Directed  that:  (1)  The  American  Medical 
Association  be  urged  to  expedite  its  defi- 
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nition  of  a true  emergency  medical  center 
and  establish  criteria  for  its  operation,  with 
the  express  purpose  of  avoiding  any  mis- 
representation to  the  public;  and  (2)  The 
Illinois  State  Medical  Society  delegation 
present  a similar  resolution  to  the  American 
Medical  Association  Interim  House  of  Del- 
egates meeting  in  December,  1981. 

31  (1-8 1)— Adopted 

Adequate  Health  Insurance  Coverage 
Introduced  by  Arthur  Traugott,  M.D.,  for  the 
Champaign  County  Medical  Society 

Called  upon  ISMS  and  its  AMA  Delegation 
to:  (1)  Strongly  oppose  any  medical  insur- 
ance plans  which  would  result  in  less  than 
adequate  health  coverage  of  the  total  well- 
being of  individuals  in  this  state  and  coun- 
try; and  (2)  Present  a similar  resolution  to 
the  American  Medical  Association  Interim 
House  of  Delegates  meeting  in  December 
1981. 

32  (1-81) — Not  Adopted 

Unified  Membership  Status  and  Extra  Delegates 
Introduced  by  Arthur  Traugott,  M.D.,  for  the 
Champaign  County  Medical  Society 

Defeated  this  resolution,  which  called  upon 
ISMS  and  its  AMA  Delegation  to;  (1)  Sub- 
mit a resolution  to  the  1 98 1 interim  session 
of  the  House  of  Delegates  urging  the  AMA 
Board  of  Trustees  to  recommend  for  ad- 
mission as  new  delegates  only  from  those 
specialty  societies  or  other  physician  organ- 
izations which  accept  the  current  goal  that 
AMA  shall  speak  with  one  voice  for  all  of 
medicine;  and  (2)  Request  the  AMA  Board 
of  Trustees  to  seek  amendments  to  the  By- 
laws to  provide  recognition  for  those  states 
which  encourage  speaking  with  a unified 
voice  by  allotting  an  extra  delegate  to  those 
states  committed  to  unified  membership. 

36  (1-81)— Adopted  as  Amended 
Reorganization  of  the  College  of  Medicine 
Introduced  by  Forrest  H.  Riordan,  III,  M.D.,  for 
the  Winnebago  County  Medical  Society 

Directed  ISMS  to  inform  Dr.  Ikenberry, 
President  of  the  University  of  Illinois,  that 
“we  would  desire  in  considering  the  reor- 
ganization of  the  College  of  Medicine  (that) 
President  Ikenberry,  the  Board  of  Trustees 
of  the  University  of  Illinois,  and  the  Board 
of  Higher  Education  recognize  the  impor- 
tance of  the  Regional  Medical  Centers  being 
semi-autonomous  from  the  Chicago  cam- 
pus, with  their  own  deans  and  department 


heads,  and  with  academic  freedom  in  or- 
ganization of  their  educational  structures  so 
long  as  they  conform  to  the  standards  of 
excellence  within  the  University  of  Illinois.” 


REFERENCE  COMMITTEE  C 

20  (1-8 1)— Adopted 

Physician  Control  Over  Peer  Review 
Introduced  by  Fred  Z.  White,  M.D.,  for  the  Board 
of  Trustees 

Endorsed  the  principles  that:  (1)  “ISMS 
supports  physician  assessment  of  the  quality 
of  medical  care  regardless  of  the  future  fate 
of  PSROs;”  and  (2)  “Physicians  (should) 
maintain  control  and  direction  over  peer 
review,  regardless  of  what  mechanisms 
evolve  for  peer  review,  and  over  public  or 
private  funds  that  are  directed  to  such  ac- 
tivities.” 

21  (1-8 1)— Adopted  as  Amended 
ISMS’  Role  in  Future  of  UR  Activities 
Introduced  by  Fred  Z.  White,  M.D.,  for  the  Board 
of  Trustees 

Directed  the  Board  of  Trustees  to:  (1)  Un- 
dertake a study  of  the  future  of  utilization 
review  activities,  delineating  the  various  al- 
ternative approaches  available  to  the  med- 
ical profession;  and  (2)  Report  the 
recommendations  contained  in  the  study  to 
the  next  meeting  of  the  House  of  Delegates. 

22  (1-81)— Not  Adopted 

Proposed  Position  Paper  on  Utilization  Review 
Introduced  by  Fred  Z.  White,  M.D.,  for  the  Board 
of  Trustees 

Defeated  this  resolution  which  called  upon 
ISMS  to  endorse  a proposed  Position  Paper 
on  Utilization  Review  as  representing  the 
views  of  the  Illinois  State  Medical  Society. 

24  (1-81)- Not  Adopted 

Conflict  of  Interest  A mong  Leaders  of  Foundations 

and  Medical  Societies 

Introduced  by  Samuel  J.  Schimel,  M.D. 

Defeated  this  resolution  which  called  upon 
ISMS  to:  (1)  Urge  “any  member  of  a foun- 
dation for  medical  care  in  a leadership  ca- 
pacity who  is  elected  president,  vice- 
president,  or  secretary  of  a local  medical 
society  (to)  resign  from  his  office  in  the 
foundation  for  medical  care  or  PSRO  in  or- 
der not  to  create  a conflict  of  interest;”  and 
(2)  Urge  county  medical  societies  to  amend 
their  Bylaws  accordingly. 
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30  (1-81)— Adopted  as  Amended 
PSRO 

Introduced  by  Joseph  R.  O’Donnell,  M.D.,  for 
the  DuPage  County  Medical  Society. 

Directed  that  “any  further  peer  review  ac- 
tivities be  performed  by  a local  medical  so- 
ciety, or  its  designee,  on  a local  level 
whenever  possible.” 


33  (1-8 1 ) — Not  Adopted 

Appropriate  Role  for  Outside  Peer  Review  Or- 
ganizations 

Introduced  by  Morris  T.  Friedell,  M.D. 

Defeated  this  resolution  which  called  upon 
ISMS  to  endorse  the  following  statements: 
(1)  “Peer  review  of  individual  physician 
practices  (should)  be  a function  and  re- 
sponsibility of  hospital  medical  staffs  uti- 
lizing methods  that  conform  with  the 
standards  and  goals  established  by  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
as  well  as  the  rules  and  regulations  of  the 
hospital  and  applicable  law;”  (2)  “Outside 
peer  review  organizations  shall  not  monitor 
individual  physician  practices  but,  instead, 
assess  the  practice  of  the  hospital  as  a whole 
and  compare  it  to  other  hospital  functions 
in  the  community  or  in  similar  communities 
(generic  review);”  and  (3)  “The  Illinois  State 
Medical  Society  (should)  not  undertake  any 
peer  review  function  as  a superior  review 
body,  but  leave  that  responsibility  to  local 
medical  societies  and  other  designated  local 
organizations.” 


34  (1-81)  — Not  Adopted 

Appropriate  Functions  for  Hospital  UR  Com- 
mittees 

Introduced  by  Morris  T.  Friedell,  M.D. 

Defeated  this  resolution  which  called  upon 
ISMS  to  endorse  the  following  statements: 
(1)  “Quality  assessment,  peer  review  and 
cost  containment  are  appropriate  functions 
for  a hospital  Utilization  Review  Commit- 
tee;” and  (2)  “Hospital  Utilization  Review 
Committees  should  continue  to  assess  the 
quality,  appropriateness,  length  of  stay  (in- 
cluding pre-admission  testing),  pre-opera- 
tive and  post-operative  length  of  stay, 
selection  of  patients  for  ambulatory  care 
services  and  other  services  including  med- 
ical and  pharmaceutical  services;  and  mon- 
itor the  admitting  and  discharge  patterns  of 
individual  staff  physicians.” 


35  (1-8 1)— Not  Adopted 
Peer  Review  Organizations 
Introduced  by  Morris  T.  Friedell,  M.D. 

Defeated  this  resolution  which  urged  that: 
(1)  Peer  review  organizations  sponsored  by 
physicians  have  only  physician  input  into 
activities  of  UR  Committees;  (2)  Such  re- 
view organizations  confine  their  activities 
to  data  collection  and  comparison  of  data 
from  hospital  to  hospital  within  the  same 
areas  and  that  such  data  be  made  available 
only  to  qualified  organizations  approved  by 
the  local  medical  society;  (3)  The  Illinois 
State  Medical  Society  (shall)  serve  only  as 
a support  center  for  local  peer  review  or- 
ganizations; and  (4)  The  Illinois  Cooperative 
Health  Data  Systems  be  the  organization 
having  statewide  responsibility  for  the  col- 
lection, analysis  and  publication  of  data  re- 
sults. 

37  (1-81)- Adopted 

1DPA  and  Utilization  Review 

Introduced  by  Audley  F.  Connor,  Jr.,  M.D.,  for 

the  Board  of  Trustees 

Directed  ISMS  to  “urge  IDPA  to  continue 
to  use  existing  physician  peer  review  or- 
ganizations, and  . . .vigorously  oppose  the 
use  by  IDPA  of  any  alternative  peer  review 
structure.” 

38  (1-81)  — Not  Adopted 
Definition  of  Peer 

Introduced  by  Lorris  M.  Bowers,  M.D.,  for  the 
Peoria  County  Medical  Society 

Defeated  this  resolution  which  called  upon 
ISMS  to  endorse  the  following  statement: 
“For  purposes  of  peer  review,  a ‘peer’  shall 
be  a properly  and  currently  licensed  indi- 
vidual whose  type  of  practice  is  appropriate 
for  the  medical  question  under  considera- 
tion and,  whenever  possible,  whose  primary 
practice  is  in  the  community  involved.” 

OTHER  ACTIONS 

The  House  of  Delegates  also  approved  the  fol- 
lowing motion  from  the  floor: 

It  shall  be  the  policy  of  the  House  of  Del- 
egates that  the  business  of  the  House  and 
its  reference  committees  not  be  interrupted 
by  the  distribution  of  extraneous  informa- 
tion or  information  from  non-constituent 
organizations  during  the  conduct  of  its 
business. 
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RESOLUTIONS  DEFERRED 


RESOLUTIONS  WITHDRAWN 


The  following  resolutions  were  deferred  for  con- 
sideration at  the  1982  Annual  Meeting: 

• Res.  6 (1-81) 

Deterioration  of  Health  in  Inner  City 
Areas 

Introduced  by  Ronald  M.  Davis  for  the 
ISMS/MSS 

• Res.  16  (1-81) 

Motorcycle  Helmet  Use 

Introduced  by  Ronald  M.  Davis  for  the 
ISMS/MSS 

• Res.  17  (1-81) 

Seatbelt  Use 

Introduced  by  Ronald  M.  Davis  for  the 
ISMS/MSS 

• Res.  27  (1-81) 

Deadline  for  Submission  of  Resolutions 

Introduced  by  Raymond  Hoffman,  M.D., 
for  the  Winnebago  County  Medical  So- 
ciety 


The  following  resolutions  were  withdrawn  by  their 
sponsors  prior  to  consideration  by  the  House: 

• Res.  15  (1-81) 

Registration  for  Students  and  Residents 
at  ISMS  Sponsored  Workshops  & Sem- 
inars 

Introduced  by  Ronald  Davis  for  the 
ISMS/MSS  and  William  Golden,  M.D., 
for  the  ISMS/RPS 

• Res.  25  (1-81) 

Service  Tax  on  Medical  Profession 
Introduced  by  Samuel  J.  Schimel,  M.D. 

LATE  RESOLUTION  NOT 
ACCEPTED 

• Res.  39  (1-81) 

Hospital  Medical  Staff  Appointments  and 
Privileges 

Introduced  by  Donald  W.  Aaronson, 
M.D.  <4 


Invest  $2,000  or  more  for  90 
days  and  receive  a better  than 
average  return  with  US. 

US  is  the  new  United  Savers 
plan  available  to  members  of 
the  Illinois  Hospitals 
Employees  Credit  Union. 

It’s  a plan  that  pays  a 
guaranteed  rate.  The  US  rate 


is  competitive  with  the  weekly 
Money  Market  or  United 
States  Treasury  Bill  rate. 

US  funds  are  also  insured  up 
to  $100,000  by  the  National 
Credit  Union  Administration, 
an  agency  of  the  Federal 
government. 

If  you’re  on  staff  with  a 
participating  hospital  or 
health  facility  you  can  invest 
in  US. 

Call  325-6735  (within  the  312 
area  code)  or  800-942-3185 
for  membership  information. 


Illinois  Hospitals 
Employees  Credit 
Union 

1200  Jorie  Boulevard 
Oak  Brook,  IL  60521 


h 


for  December,  1981 


451 


Abstracts  of  Board  Actions 

(Continued  from  page  418) 

SOCIETY  TO  HONOR  DR.  JAMES  W.  WEST 

Dr.  James  W.  West,  Evergreen  Park— founder  and  chairman  of  the  ISMS  Pane!  for  the  Impaired 
Physician  — will  be  honored  by  ISMS  for  his  contributions  to  the  Society  as  well  as  public  service 
groups.  An  appropriate  award  will  be  presented  to  Dr.  West  in  1982.  Dr.  West  plans  to  relocate 
in  California. 

IDPA  DRUG  MANUAL 

The  Board  approved  the  following  drugs  for  inclusion  in  the  IDPA  Drug  Manual:  Cortisponsin 
Otic  Sol/  Susp/Opht  Ont/Susp.,  Bactrium  IV  and  Reglan.  The  Board  also  recommended  that  the 
following  drugs  be  deleted  from  the  IDPA  Drug  Manual:  Phenybutazone/ Aluminum  Hydroxide, 
Cordran-N  Cream/Ointment,  Neggram,  Trimethoprim,  Methenamine,  Troleandomycin,  Vancocin 
Injection,  Furoxene  and  Dexpanthenol. 

ELECT  ICCME  BOARD  FOR  1982 

The  Executive  Committee  reported  that— as  the  corporate  members  of  ICCME— it  elected  the 
following  ISMS  representatives  to  the  ICCME  Board  of  Directors  for  1982:  Drs.  Robert  A.  Behmer, 
Rockford;  E.  Chester  Bone,  Jacksonville;  Dean  R.  Bordeaux,  Peoria;  Jere  Freidheim,  Chicago; 
Lawrence  L.  Hirsch,  Chicago;  Kenneth  A.  Hurst,  Naperville;  Donald  F.  Pochyly,  River  Forest; 
Robert  L.  Prentice,  Springfield;  and  Fred  Z.  White,  Chillicothe. 

The  corporate  members  also  elected  the  following  medical  school  representatives  to  the  ICCME 
Board  of  Directors  for  1982: 

• Ben  B.  Blivaiss,  Ph.D.,  Chicago  Medical  School 

• Michael  Dykes,  M.D.,  Northwestern  University  Medical  School 

• Linda  K.  Gunzburger,  Ph.D.,  Loyola  University,  Stritch  Sch.  of  Med. 

• Marten  M.  Kernis,  Ph.D.,  University  of  Illinois  College  of  Medicine 

• Chase  P.  Kimball,  M.D.,  University  of  Chicago  Pritzker  Sch.  of  Med. 

• Charles  E.  Osborne,  Ed.D.,  Southern  Illinois  University  Sch.  of  Med. 

• Harold  A.  Paul,  M.D.,  M.P.H.,  Rush  Medical  School 

• Ward  E.  Perrin,  D.O.,  Chicago  College  of  Osteopathic  Medicine 

APPOINTMENTS/NOMINATIONS 

Drs.  James  Lewis,  Lake  Forest,  and  Augusta  Webster,  Chicago,  were  named  consultants  to  the 
ISMS  Committee  on  Maternal  Welfare. 

Drs.  Robert  Behmer,  Rockford,  and  Fred  Z.  White,  Chillicothe,  were  nominated  for  appointment 
to  an  Accreditation  Council  for  Continuing  Medical  Education  task  force  which  will  develop 
uniform  standards  by  which  states  accredit  local  institutions  and  organizations  and  methods  for 
assuring  compliance  with  those  standards. 

Drs.  Peter  Heinbecker,  Belleville,  and  Maynard  Shapiro  and  Harry  Springer,  both  of  Chicago, 
were  nominated  for  appointment  to  an  ACCME  task  force  which  will  prepare  a handbook, 
interpreting  and  explaining  the  revised  Essentials  as  they  relate  to  community  hospitals  and  other 
intrastate  institutions  and  organizations. 

OTHER  ACTIONS 
In  other  actions,  the  Board  of  Trustees: 

• Selected  the  Palmer  House  in  Chicago  as  the  site  for  ISMS’  1982  Annual  Meeting,  Friday 
through  Sunday,  April  16-18. 

• Agreed  to  loan  the  Society’s  newly-developed  HMO-IPA  slide  presentation  to  component 
and  affiliated  medical  societies  at  no  cost,  other  than  handling  charges. 
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• Authorized  a mailing  to  component  societies  requesting:  (A)  Assistance  in  identifying  problems 
of  hospital  medical  staffs;  and  (B)  Recommendations  on  how  hospital  medical  staff  problems 
can  be  resolved  successfully.  The  information  will  be  utilized  by  the  Council  on  Economics 
in  the  implementation  of  Resolution  37  (A-81),  which  directed  the  Society  to  assist  medical 
staffs  in  negotiating  with  hospital  administrators  and  boards. 

• Authorized  PruCare  of  Illinois— formerly  Northcare— to  make  a presentation  to  the  ISMS 
staff  regarding  its  health  maintenance  organization  benefits  package.  PruCare,  a federally- 
qualified  HMO,  is  an  operating  division  of  the  Prudential  Health  Care  Plan,  which  is  a 
wholly  owned  subsidiary  of  the  Prudential  Insurance  Company  of  America.  Federal  regulations 
provide  that  employers  “shall  offer  the  option  of  membership  in  a qualified  HMO  to  each 
eligible  employee  . . . who  resides  within  the  service  area  of  the  qualified  HMO”  if  it  requests 
inclusion  in  the  employer’s  health  benefits  plan. 

• Declined  an  invitation  to  establish  liaison  with  naprapathy  and  agreed  to  continue  its  mon- 
itoring activities  relating  to  creation  of  new  categories  of  licensure  in  the  health  professions. 

• Ratified  an  action  terminating  Peat,  Marwick,  Mitchell  & Co.  and  retaining  Ernst  & Whinney 
as  the  Society’s  certified  public  accountants  through  Dec.  31,  1982. 

• Appointed  Gerald  J.  Sullivan  and  Associates  as  the  new  broker  and  consultant  for  the 
Society’s  Employee  Retirement  Plan. 

• Directed  Corroon  & Black,  ISMS  insurance  plans  administrator,  to  change  insurance  carriers 
on  the  Society’s  professional  overhead  expense  plan  from  The  Provident  Life  and  Accident 
Insurance  Co.  to  the  Hartford  Accident  and  Indemnity  Co.,  effective  Jan.  1,  1982. 

• Approved  revisions  in  the  ISMS  sponsored  Disability  Income  Plan  effective  April  1, 

1982.  4 


Call  Lynn  Alleman, 
Agency  Manager 


Providing 

Physicians'  & Surgeons' 

Professional 


Underwritten  by 

0) 

jESt.  Paul 

Fire  & Marine  Ins.  Co. 


Liability 


We  can  help  you  control  the  cost  of  your  insurance  while  giving 
you  the  coverage  you  need,  with  a company  that  has  the  stability 
and  expertise  you  have  a right  to  expect. 


Liesse-Barnum  Agency,  Inc. 

1261&  Marquette  Street 

LaSalle,  IL  6 1 30 1 (815)223-1505 
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Consider  the  Alternative 


Not  long  ago,  I asked  a 94-year-old  patient  how  he  was  feeling.  His  response  was  very  insight- 
ful: “Considering  the  alternative,  not  too  bad!” 

The  positive  and  negative  aspects  of  any  situation  must  be  judged  against  some  comparative 
data  base.  When  changing  or  eliminating  any  structure,  one  must  consider  alternatives  during 
the  decision-making  process. 

Consider,  for  example,  the  issue  of  health  planning.  It  seems  apparent  that  HSAs  will  lose  their 
funding  and  pass  from  the  national  scene.  That  occurrence  probably  was  inevitable  since  health 
planning  legislation  with  its  negative  regulatory  mechanisms  (certificate  of  need,  etc.)  was  designed 
to  fail. 

However,  health  planning  will  not  simply  disappear.  It  will  continue  at  the  institutional  level 
wjthin  the  administration  and  governing  boards  of  hospitals.  It  surely  will  continue  at  the  state 
level  within  the  Department  of  Public  Health.  And  a new  form  of  health  planning— the  coalition— 
also  is  emerging.  For  example,  businesses  or  industries,  who  are  major  purchasers  of  health  care, 
are  forming  such  coalitions  because  they  recognize  the  need  to  be  part  of  the  planning  and  decision- 
making process  to  control  their  costs. 

While  these  approaches  to  health  planning  may  be  laudable  in  their  intent,  a major  defect 
exists.  HSAs  and  the  Comprehensive  Health  Planning  (CHP)  agencies  they  replaced  had  physician 
and  medical  society  input.  We  physicians  learned  to  work  with  these  agencies.  And  our  voices 
were  heard  even  if  we  did  not  win  on  a particular  issue.  HSAs  also  had  some  democratic  char- 
acteristics in  that  physicians  could  participate  as  members  of  technical  advisory  committees  or 
HSA  boards  themselves. 

It  is  best  not  to  rejoice  at  the  fact  that  the  days  of  HSAs  are  numbered.  Instead,  we  should 
simply  accept  that  fact  while  we  consider  the  alternatives. 


Fred  Z.  White,  M.D.,  President 
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IMPAC 


Illinois  State  Medical  Society 
Political  Action  Committee 

55  East  Monroe  Street 
Chicago,  Illinois  60603 
312/782-1963 


Season’s  greetings 
from  your  friends 


at  IMPAC. 


Contributions  are  not  limited  to  the  suggested  amount  Neither  the  Illinois  State  Medical  Society  nor  the  AMA  will  favor  or  disadvantage  anyone  based  upon  the 
amounts  of  or  failure  to  make  pac  contributions  Contributions  are  subject  to  the  limitations  of  FEC  regulations.  Sections  110  1,  1 10  2.  &1 10  5 (Federal  Regulations 
require  this  notice  ) IMPAC  reports  are  filed  with  the  State  Board  of  Elections,  and  are  or  will  be  available  for  purchase  from  the  State  Board  of  Elections.  1 020  South 
Spring  Street.  Springfield.  Illinois,  82704.  Voluntary  membership  contributions  support  political  action  committee  membership  In  IMPAC  for  candidates  for  public 
office  In  Illinois  and  candidates  for  federal  office  elsewhere  through  AMPAC 
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Physician  Recruitment  Program 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians,  the  Physician  Recruitment  Program  and  the 
Doctor 's  Job  Fair,  are  publishing  synopses  in  the  Journal. 

Physicians  who  arc  seeking  a place  to  practice  or  who  know  of  any  out-of-state  physicians  seeking  an  Illinois  residence 
arc  asked  to  notify  the  Program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment  Program,  ISMS,  55  E.  Monroe,  Suite  3510, 
Chicago.  60603. 


AURORA:  Population  85,000-opening  for  cardiologist  in  well- 
established  group  of  45  physicians.  Excellent  hospital  and 
clinic  space  available.  Located  50  miles  from  downtown  Chi- 
cago on  E/W  Tollway.  CONTACT:  L.  E.  Snyder,  M.D.,  1870 
W.  Galena  Blvd.,  Aurora  60506  (312-859-6700).  (12) 


BENTON:  Family  Physician  wanted  to  join  growing  medical 
stafTassociatcd  with  a modern,  1 13-bed  community  hospital 
in  southern  Illinois.  Guarantee  and  other  benefits.  Excellent 
recreational  and  university  facilities  nearby.  CONTACT:  Ann 
Acton.  Franklin  Hospital,  Benton,  62812,  (618)  439-3161, 
Ext.  367/368.  (4) 


CARBONDALE:  Family  or  General  Practice.  Community 
Health  Center  in  southern  Illinois,  10  miles  from  SlU-Car- 
bondale.  Affiliation  with  Black  Lung  Clinic  Programs  possible. 
Established  practice  with  multi-disciplinary  staff.  Position 
available  immediately.  Salary,  fringe  benefits  are  very  com- 
petitive; malpractice  insurance  and  vacation  also  provided. 
CONTACT:  George  M.  O'Neill,  Shawnee  Health  Service  & 
Development  Corporation.  103  S.  Washington,  #210,  Car- 
bondalc  62901  (618-457-3351)  (4) 


CENTRAL  ILLINOIS:  Two  community  hospitals  within 
twenty  minutes  of  each  other  are  currently  seeking  a urologist. 
Possible  partnership  with  consulting  urologist  now  servicing 
this  area.  More  patients  than  one  urologist  can  handle.  Area 
is  known  for  recreational  activities.  Contact:  Search  Com- 
mittee, P.O.  Box  430,  Pana,  62557.  (217-562-2131  x271)(4) 


CLIFTON:  Service  Area,  8,500— Immediate  opening  for 
family  practitioner  in  rural  setting.  First  year:  guarantee,  office 
spacc/staffing  provided.  Seventy  miles  south  of  Chicago  on 
interstate  highway.  Excellent  school  system.  Obstetrics  or 
general  internal  medicine  background  helpful.  CONTACT: 
George  Rasmussen,  Central  Community  Hospital,  Clifton 
60927.  AC  815-694-2392.  (10) 


CLINTON,  IA:  Internist  (with/without  subspecialty).  Surgeon, 
OB-GYN,  and  ENT  physicians  are  needed  in  Clinton.  Multi- 
specialty  group  serving  large  part  of  Western  Illinois.  Excellent 
opportunity  for  quality  care,  professional  interaction  with 
friendly  colleagues  and  financial  security.  Contact  Dr.  Daniel 


J.  Baxter,  collect:  319-243-4600  days  or  319-242-6451  nights. 

(2) 


DU  QUOIN:  Opportunities  for  solo  or  group  practice  in  well 
known  small  community.  St.  Louis  75  miles.  S.I.U. -Carbon- 
dale  25  miles.  Excellent  schools,  churches,  shopping,  housing 
and  recreation.  JCAH  hospital  specializing  in  quality  care. 
Du  Quoin  and  Marshall  Browning  Hospital  would  love  to 
tell  you  more.  Call  David  R.  Hosier,  Adm.,  collect  at  618- 
542-2146.  (12) 


FAIRBURY:  Family  Practice  Physician  to  join  fast  growing 
practice  in  thriving  rural  area.  Well-equipped,  JCAH  ac- 
credited, 1 1 2-bed  hospital  offers  income  guarantees  and  other 
financial  assistance.  Send  Curriculum  Vitae  in  confidence  to 
Frank  Brady,  Administrator,  Fairbury  Hospital,  519  South 
Fifth  Street.  Fairbury  61739.  (12) 


FAIRBURY:  Family  practice  physician  — Excellent  oppor- 
tunity to  join  General  Practice  Physician  planning  retirement 
in  two  years.  Cross  coverage  is  available  in  this  thriving  rural 
practice.  Fairbury  Hospital,  a 1 12-bed  JCAH  accredited  hos- 
pital. offers  income  guarantees  and  other  financial  assistance. 
Contact:  Kate  H.  Dickey.  Director,  Physician  Recruitment, 
Fairbury  Hospital,  519  South  Fifth  Street,  Fairbury  61739. 
(815-692-2346  x2 15)  (4) 


FRANKFORT:  Multispccialty  group  seeks  young  family  phy- 
sician. willing  to  do  OB  and  also  seeking  OB-GYN  — to  join 
expanding  practice,  which  is  located  some  thirty  miles  south- 
west of  Chicago.  Incentive  plan,  profit  sharing;  as  well  as  a 
new  building.  Excellent  practice  opportunities.  CONTACT: 
Howard  Osmus,  Administrator,  Hedges  Clinic,  Frankfort 
60423  (815-469-2123).  (1) 


FREEPORT:  Otolaryngologist,  Cardiologist,  Gastroenterol- 
ogist. General  Internist,  Family  Practice,  Urologist  — to  join 
expanding  20  physician  multi-specialty  Clinic.  This  30  yr. 
old  group  practices  in  a new  facility  across  from  a recently 
expanded  general  hospital  in  a community  of  30,000.  CON- 
TACT: C.  Wm.  Metcalf.  M.D.,  Medical  Director,  Freeport 
Clinic,  S.C.,  1036  W.  Stephenson  St.,  Freeport  61032,  815- 
235-5111.  (12) 
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REAL  CONTROL 
OF  YOUR  PRACTICE. 


The  revolutionary  Annson  Patient  Medical 
Billing  System  lets  you  take  control — real  control 
of  your  practice.  So  that  all  those  small,  but 
important,  details  no  longer  slip  away  from  you. 

The  Annson  System  centralizes  and 
simplifies  all  your  accounting  procedures 
and  record  keeping.  Routine  drudgery  is 
eliminated.  The  Annson  System  is  a computer 
program  package  specifically  tailored  to  the 
medical  profession.  Used  in  conjunction  with 
the  convenient  IBM  5120  Computing  System,  it 
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4350  Oakton  Skokie,  IL  60076 
673-1184 

GIVES  YOU  TOTAL  CONTROL 
NOWAND  TOMORROW 


will  also  give  you  previously  unattainable  management 
information  and  practice  analysis. 

The  obvious  impressive  benefits  to 
you  are:  Total  organization  that’s  easy 
to  maintain  and  improved  cash  flow. 
And  these  but  scratch  the  surface  of 
the  Annson  System  potential  for 
your  practice.  Look  into  it.  You 
deserve  it. 
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POSITIONS  & PRACTICE  OPPORTUNITIES 


MIXED  MULTI-SPECIALTY  INCORPORATED  GROUP- 30  miles  south  of 
Chicago  seeks  Family  Practitioner.  Life,  disability,  malpractice  insurance  and  all 
medical  dues  paid.  X-ray  and  lab  in  building.  Excellent  hospital  facilities  half 
block  from  olficc.  Salary,  profit  sharing  and  pension  plan  $54,000.  Partnership 
alter  one  year.  Write  or  call  collect.  Mr.  E.  Karmis,  1400  Otto  Blvd.,  Chicago 
Heights.  Illinois  6041 1.  Phone  (312)  756-4400. 


MULTISPECIALTY  GROUP  thirty  miles  southwest  Chicago  seeks  young  family 
practitioner  willing  to  do  Obstetrics  and  Ob-Gyn  man  to  join  expanding  practice. 
Incentive  plan,  profit  sharing,  new  building.  Excellent  practice  opportunity  and 
schools.  Contact  Howard  Osmus.  Administrator,  Hedges  Clinic,  Frankfort,  IL 
60423.  (815-469-2123) 


INTERNISTS,  Board  Certified  or  Eligible,  needed  for  hospital  satellite.  Excellent 
opportunity  to  begin  private  practice  with  financial  support  from  hospital.  Some 
teaching  responsibilities  in  accredited  internal  medicine  residency  program.  Can- 
didates who  have  recently  completed  a residency  program  in  internal  medicine 
preferred.  Send  resume  to:  Richard  A.  Enirich.  Asst,  to  Chief  Executive  Officer, 
Edgewatcr  Hospital.  5700  N.  Ashland  Ave..  Chicago,  III.  60660. 


OBSTETRICIAN-GYNECOLOGIST  to  join  two  other  Ob-Gyn’s  in  18  member 
multi-specialty  group.  Located  in  midwest  college  community  of  40,000.  Easy 
access  to  major  metropolitan  areas.  Community  has  exceptional  recreational  and 
cultural  facilities  and  an  excellent  school  system.  Beginning  salary  $70,0004-  and 
outstanding  fringes.  Position  available  now.  Reply  Box  1014,  c/o  Illinois  Medical 
Journal.  55  E.  Monroe,  Suite  3510.  Chicago,  IL  60603. 


OTOLARYNGOLOGY-MULTISPECIALTY  CLINIC-smaller  community 
close  to  Peoria.  14  doctor  group,  service  population  55,000.  225  bed  accredited 
hospital  within  2 blocks.  Modern  facilities  and  equipment.  Lucrative  1st  year 
guaranteed  salary  and  complete  benefits.  Second  year  salary  or  % of  billings. 
Excellent  school  system,  parks,  rivers,  country  clubs,  conservation  areas  nearby. 
For  further  information  call  Phil  Kelbe  414/785-6500  (collect)  or  write  to  Fox 
Hill  Associates.  260  Regency  Court.  Waukesha,  Wisconsin  53186. 


IMMEDIATE  OPENING  — board  certified  anesthesiologist.  Downtown  Chicago 
area.  No  emergency  surgery.  No  obstetrics.  Please  contact  Dr.  Fred  Wiegman  at 
(312)  266-9781. 


EMERGENCY  MEDICINE  POSITION  AVAILABLE:  Emergency  physician  to 
join  professional  group  practicing  in  superior  emergency  department  in  Aurora. 
Illinois.  Contact  Dr.  Alan  B.  Spaconc.  Emergency  Treatment,  S.C.,  at  (312)  327- 
0777. 


SACRIFICIAL  PRICE  on  rural  family  practice  to  replace  solo  physician  leaving 
for  missionary  medicine.  Well  equipped  attractive  1300  ft.  brick  office  building 
includes  new  300  m.a.  X-ray.  Ritter  table.  Minolta  copier,  and  multitudinous 
other  business  and  professional  utilities,  along  with  thousands  of  dollars  in  supplies. 
About  40  hr.  week  with  excellent  gross.  Will  be  selective  for  the  sake  of  the 
community  we  love.  $100,000.  M.C.  Morris,  M.D.,  P.O.  Box  726,  Delavan,  II. 
(309)  244-7138. 


R ADIOLOGIST  OR  SENIOR  RESIDENT  needed  to  cover  new  office  part-time. 
Hours  flexible  Excellent  compensation.  Write  Box  1019,  c/o  Illinois  Medical 
Journal.  55  E.  Monroe,  Suite  3510.  Chicago.  IL  60603. 


OPPORTUNITY  FOR  QUALITY  PRACTITIONER  or  specialty  group  to  par- 
ticipate in  use  of  an  exclusive  outpatient  surgical  facility.  Finest  location  on  North 
Michigan  Avenue.  Respond  to  Box  1020.  Illinois  Medical  Journal,  55  E.  Monroe, 
Suite  3510.  Chicago.  IL  60603. 


PRIMARY  CARE  PHYSICIANS.  (Family  Practice,  Internal  Medicine,  Pediatrics, 
OB-GYN).  Board  certified  or  eligible.  About  March  1st,  we  arc  opening  a primary 
care  medical  facility  in  a highly  prestigious  north  shore  suburb.  Considered  to  be 
the  most  dynamic  new  project  in  the  midwest.  We  offer  an  excellent  salary-benefit 
package  and  eventual  ownership.  We  have  presently  met  one-half  of  our  physician 
staffing  requirement.  Please  submit  your  resume  as  soon  as  possible  to:  Box  1022, 
c/o  Illinois  Medical  Journal.  55  E.  Monroe,  Suite  3510,  Chicago  60603. 

ATTENTION:  Internists,  Family  Practitioners,  Pediatricians,  OB/GYN.  We  have 


excellent  opportunities  for  experienced  physicians  in  Florida,  the  fastest  growing 
sunbelt  slate.  Prepaid  Health  Plan  with  30,000  members.  Sophisticated  practice 
atmosphere,  modern  facilities  and  pleasant  surroundings.  Competitive  salary  and 
benefits.  Submit  Curriculum  Vitae  to  Joan  Harris,  Manager  of  Administrative 
Services.  IN  A Hcalthplan,  1001  N.W.  62nd  Street.  Suite  205,  Ft.  Lauderdale, 
Florida  33309.  (305)  944-4433. 


FAMILY  PRACTITIONER— To  locate  in  Nashville,  Illinois.  Excellent  educational 
system  and  recreation.  Financially  sound  community.  One  hour  from  St.  Louis. 
JCAH  72-bcd  hospital  in  Nashville.  Contact:  T K.  Janssen,  Administrator,  Wash- 
ington County  Hospital,  Nashville.  Illinois  62263,  618  327-8236. 

INTERNIST  needed  in  Hopcdale,  Illinois.  Hopedale  Medical  Complex  is  a highly 
impressive  group  of  medical  facilities.  Medical  complex  management  and  com- 
munity physicians  are  offering  strong  support,  including  extraordinary  financial 
security.  Please  write  to:  Fred  Kopp.  Fox  Hill  Associates,  Ltd.,  260  Regency  Court, 
Waukesha,  Wi.  531 86  or  phone  4 1 4/785-6500  collect. 

SUPERIOR  EMERGENCY  DEPARTMENT  seeking  physician  to  complete  group. 
Excellent  pay  (best  in  area),  full  benefits,  6 weeks  paid  vacation  and  CME,  $3000 
CME  allotment.  Brand  new  15  room  facility  to  open  next  spring  (ground  floor 
of  new  8 floor  intensive  care  pavillion).  Call  or  write  (send  CV)  to  Jim  Thomas, 
M.D..  Methodist  Medical  Center.  221  NEGIcn  Oak  Avenue,  Peoria.  Illinois  (309) 
672-5000. 


EMERGENCY  PHYSICIAN— join  5 full  time  physicians  with  peak  load  double 
coverage.  Average  28  hours  weekly  but  scheduled  such  that  are  off  4 of  each  6 
weeks.  Income  and  bonuses  average  $100,000  plus  $37,000  non-taxable  fringe 
benefits  yearly,  including  $100,000,000  liability-  $50,000  life-  $2000  monthly 
disability-  $100,000  accidental  death-  basic  and  major  medical  health  and  accident 
insurance  programs.  Pension  and  Profit  Sharing  plans,  dues,  licenses  and  up  to 
$5000  non-taxed,  yearly  reimbursements  all  provided  by  Corporation.  Clean, 
central  Illinois  town  with  new  Civic  Center,  private  University,  much  industry 
and  rich  farm  land.  Apply  with  C.V.  to:  Box  1026,  c/o  Illinois  Medical  Journal, 
55  E.  Monroe,  Suite  3510,  Chicago,  Illinois  60603. 


EMERGENCY  MEDICINE  POSITION  AVAILABLE- Full-time  emergency 
physician  wanted  for  moderate  volume  trauma  center.  Two  hour  drive  from 
Chicago.  Friendly  agricultural  community  of  12,000.  Competitive  hourly  rates 
and  excellent  benefits  including  malpractice  insurance.  Call  Linda  Miller,  Emergency 
Consultants,  Inc.  collect  at  (312)  222-9696. 

FAMILY  PRACTITIONER- 1 mmediate  practice  open  in  satellite  clinic  area  for 
board  eligible  or  board  certified  family  practitioner  to  affiliate  with  45  man  multi- 
specialty group  in  a southeastern  suburb  of  Chicago.  First  year  guarantee  of  $55,000 
with  immediate  opportunity  to  earn  more  thru  incentive  plan.  Write  to  Box  No. 
1029,  c/o  Illinois  Medical  Journal.  55  E.  Monroe,  Suite  3510,  Chicago  IL  60603. 

WANTED:  PHYSICIAN  to  share  office  or  take  over  lease,  344  College  Ave, 
Rockford  (Southwest  area),  seeing  20-30  patients  daily.  # 815-964-0500.  11-5 
PM. 

RESIDENT  IN  ANESTHESIOLOGY  wanted  for  research,  diagnosis  and  patient 
care  in  all  areas  of  anesthesiology.  Requires  M.D.  degree  and  one  year  residency 
in  anesthesiology.  40  hours  per  week,  $20,000  per  year.  Contact  Donald  W.  Benson, 
M.D..  PhD.,  Chairman,  Dept,  of  Anesthesiology,  University  of  Chicago,  950 
East  59th  Street,  Chicago,  Illinois  60637.  Telephone:  (312)  947-6128. 

EXCELLENT  NEUROSURGICAL  OPPORTUNITY.  50+  physician  multi- 
specialty group  in  western  suburbs  seeks  dynamic  neurosurgeon  for  immediate 
opening.  Excellent  guarantee  plus  incentive  from  first  month,  competitive  benefits 
and  unusual  opportunity  for  independence  and  development  within  a stronggroup 
practice.  Contact:  James  A.  Mini.  M.D..  President,  Glen  Ellyn  Clinic,  S.C.,  454 
Pennsylvania  Avenue,  Glen  Ellyn.  Illinois,  60137  (312-469-7700). 

FAMILY  PRACTICE/EMERGENCY  MEDICINE-Combine  the  satisfaction 
of  a family  practice  with  the  challenge  of  emergency  care.  Full  time  position 
available  in  April.  1 982,  for  board  cligible/ccrti fied  FP.  Outpatient  service  only- 
no  OB,  surgery,  or  in-patient  responsibilities.  Generous  compensation  with  paid 
malpractice,  four  weeks  vacation  and  financial  incentive.  Forward  CV  or  contact 
H.  Stratton,  M.D.,  2404  E.  Washington  Road,  E.  Peoria,  Illinois,  61611,  (309) 
694-6464. 

WANTED:  Part  time  physician,  internal  medicine  or  general  practice  for  Winnebago 
County.  Choose  own  hours  and  days.  Call  (312)  432-4250. 
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Medicaid-Medicare-Champus  Report 


For  approximately  three  months,  physicians  in  Illinois  have  been  billing  the  Illinois  Department  of  Public  Aid 
under  the  new  claims  processing  mechanism  of  the  Medicaid  Management  Information  System  (MMIS). 
Although  this  program  is  relatively  new  to  physicians’  offices,  the  Illinois  State  Medical  Society  has  spent  more 
than  three  years  negotiating  with  IDPA  on  numerous  aspects  of  the  MMIS  program  and  its  impact  on  physicians. 
The  purpose  of  this  article  is  to  explain  these  ISMS-IDPA  negotiations  and  discussions  with  other  government 
health  care  reimbursement  agencies  on  behalf  of  member  physicians. 

These  issues  continue  to  affect  the  financial  viability  of  a physician’s  practice.  Articles  on  the  Medicaid, 
Medicare  and  CHAMPUS  programs  will  now  be  a regular  feature  of  the  IMJ. 

The  articles  will  be  about  potential  reimbursement  problems  that  can  directly  affect  a physician’s  medical  prac- 
tice. The  Society  is  committed  through  its  Committee  on  Third  Party  Payment  Processes  to  assisting  the  member- 
ship in  resolving  these  government  health  care  reimbursement  disputes.  ISMS’  Division  of  Professional  Rela- 
tions has  the  responsibility  of  working  directly  with  members  on  a daily  basis  to  help  mediate  problems  and 
clarify  policies  of  government  health  care  reimbursement  programs.  If  you  or  your  office  staff  have  inquiries 
about  reimbursement  policies  under  these  programs,  and  are  unable  to  obtain  satisfactory  assistance  from  pro- 
gram administrators,  contact  your  ISMS  Field  Representative  in  Chicago  at  312/782-1654. 

EARLY  MMIS  NEGOTIATIONS  — In  1978,  ISMS  entered  into  negotiations  with  IDPA  to  discuss  many  objec- 
tionable aspects  of  the  MMIS  Program.  The  Society  and  the  Department  have  worked  to  modify,  eliminate  or 
compromise  on  many  of  the  more  objectionable  features  of  the  new  IDPA  claims  processing  system.  One  major 
concession  that  resulted  from  these  discussions  was  IDPA’s  agreement  to  adopt  the  AMA  Universal  Health  In- 
surance Claim  Form  in  lieu  of  the  original  MMIS  invoice  prepared  by  the  Department.  Listed  below  are  addi- 
tional aspects  of  MMIS  that  the  ISMS  Committee  on  Third  Party  Payment  Processes  has  negotiated  with  the 
Department  since  1978: 

MODIFICATIONS  TO  THE  MMIS  PROVIDER  ENROLLMENT  APPLICATION  — Subsequent  to  an 
ISMS  proposal,  IDPA  agreed  to  accept  the  physician’s  Illinois  state  license  number  in  lieu  of  the 
Social  Security  or  AMA  number  as  the  MMIS  provider  identifier.  ISMS  successfully  negotiated  the 
multiple  payee  options  for  physicians  whose  IDPA  income  derives  from  a group,  clinic  or  other  cor- 
porate practice.  IDPA  will  now  allow  the  opportunity  for  participating  physicians  to  designate 
payments  under  MMIS  to  more  than  a single  address. 

MODIFICATIONS  TO  THE  MMIS/AMA  CLAIM  FORM  — IDPA  agreed  to  re-classify  many  data  fields  on 
the  invoice  from  “Required”  to  “Optional”  or  “Conditionally  Required”  fields.  For  example, 
ISMS  dissuaded  the  Department  from  requiring  both  a written  and  a coded  diagnosis  on  the  form. 
IDPA  also  agreed  that  physicians  need  not  check  “No”  in  the  “Accident,”  “EPSDT,”  and  “Family 
Planning”  boxes  when  these  conditions  were  not  applicable.  At  ISMS  urging,  the  Department  scut- 
tled its  original  plan  to  require  that  physicians  complete  inapplicable  third  party  liability  fields.  Many 
of  these  items  are  minor,  but  collectively,  they  would  be  a substantial  burden. 

IDPA  agreed  to  publish  in  their  Handbook  For  Physicians  a listing  of  most  common  ICD-9-CM 
diagnosis  codes  for  use  by  physicians  when  billing  under  MMIS.  Under  IDPA’s  original  plan,  Illinois 
physicians  would  have  been  required  to  purchase  the  three-volume  ICD-9-CM  series  at  a cost  of  ap- 
proximately $45.00  in  order  to  submit  claims  to  IDPA. 

IDPA  accepted  ISMS  proposals  for  more  clearly  defined  medical  record  keeping  requirements. 
Moreover,  the  Department  published  much  of  the  technical  data  solicited  by  ISMS  from  the  Illinois 
Psychiatric  Society  regarding  special  procedures  and  documentation  requirements  for  psychiatric 
coding. 

IDPA  agreed  to  accept  CPT-IV  as  its  procedure  code. 

MMIS  MONITOR  ACTIVITY  — Since  the  MMIS  program  was  implemented,  the  Society  has  continued  to 
monitor  the  actions  of  the  Department.  For  example,  ISMS  learned  that  most  participating  providers  were  inade- 
quately informed  by  the  Department  about  the  mechanics  of  the  new  MMIS  billing  system  and  were  not  prepared 
to  submit  claims  for  processing.  Additionally,  the  necessary  materials  for  submitting  claims  were  not  mailed  to 
physicians’  offices  in  sufficient  time  to  submit  bills  to  the  Department.  The  Society  staff  alerted  IDPA  ad- 
ministrators to  these  issues  in  an  effort  to  resolve  the  problems  for  physicians  who  participate  in  the  Medicaid 
program. 

ISMS  negotiated  with  the  Department  to  conduct  additional  orientation  seminars  at  more  convenient  locations 
in  the  State  for  physicians  and  their  staffs.  ISMS  also  identified  other  problems  in  IDPA’s  processing  of  Provider 
Enrollment  Applications  and  distributing  MMIS  claim  forms  to  physicians’  offices.  ISMS  discussed  this  problem 
at  length  with  Department  officials  in  order  to  provide  immediate  assistance  to  those  physicians  who  had  not 
received  these  materials.  In  October,  the  Society  instituted  a system  of  calling  IDPA  daily  with  the  names  of 
physicians  who  have  not  received  the  necessary  MMIS  materials.  The  ISMS  Field  Service  staff  will  continue  this 
system  until  the  MMIS  problems  are  completely  resolved. 


Many  physicians  have  expressed  interest  in  the  information  published  in  recent  ISMS  Action  Reports  and  the 
July  1981 IMJ  article  entitled,  “IDPA  Implements  MMIS.”  ISMS  published  the  IMJ  article  to  explain  the  tech- 
nical aspects  of  completing  the  physician  enrollment  application  and  MMIS  claim  form.  This  effort  was  initiated 
by  the  Society  because  the  explanations  given  in  IDPA’s  Handbook  were  found  to  be  unclear  and  difficult  to  in- 
terpret. Reprints  of  “IDPA  Implements  MMIS”  can  be  obtained  by  contacting  the  Division  of  Professional 
Relations 

EFFECTS  OF  BUDGET  CUTS  — Under  the  FY  82  Illinois  State  budget,  IDPA  is  required  to  impose  numerous 
cost  containment  measures  on  hospitals,  physicians  and  allied  health  services  to  drastically  reduce  current  IDPA 
spending.  House  Bill  81 1 is  the  legislation  that  provides  for  these  cost  containment  measures.  The  hospital  cuts 
under  this  bill  are  $106  million.  The  Department  and  the  Illinois  Hospital  Association  (IHA)  engaged  in  formal 
negotiations  to  reach  an  agreement  that  would  achieve  the  desired  savings  without  the  sanctions  mandated  by 
H.B.  811.  The  formula  originally  contained  in  this  bill  would  have  placed  the  vast  majority  of  the  cuts  on  the 
teaching  hospitals.  IHA  has  successfully  negotiated  a tentative  agreement  with  IDPA  which  will  spread  the  cuts 
out  more  equitably  among  all  institutions.  The  financial  pressures  on  hospitals  to  save  Public  Aid  dollars  will 
continue  to  occur  in  the  coming  fiscal  year. 

Physicians  have  also  been  affected  by  the  budget  cuts.  In  a notice  dated  October  1,  1981,  IDPA  announced 
plans  to  require  prior  approval  from  IDPA  for  selected  inpatient  surgical  procedures  and  for  more  than  one  inpa- 
tient day  prior  to  the  date  of  a surgical  procedure.  ISMS  began  intensive  negotiations  regarding  the  content  of  this 
notice.  ISMS  officers  and  members  of  the  Third  Party  Payment  Processes  Committee  stressed  the  impracticality 
in  Public  Aid’s  creation  of  State  bureaucracy  performing  functions  similar  to  that  of  a PSRO.  IDPA  subsequent- 
ly published  another  notice,  dated  October  21,  1981,  modifying  and  clarifying  the  notice  of  October  1. 

The  October  21  clarification  states  that  a physician  wishing  either  to  specify  additional  preoperative  days,  or  to 
perform  one  of  the  listed  surgeries  on  an  inpatient  basis  should  indicate  medical  necessity  by  a brief  explanation 
and  justification  in  the  patient’s  medical  record. 

The  Department  also  provided  further  clarification  on  the  issue  of  “Patient  Specific  Orders”.  The  clarifica- 
tion now  specifies  that:  1)  Only  tests  specifically  ordered  by  a physician  will  be  reimbursed;  and  2)  Physicians 
must  sign  all  applicable  sections  in  the  medical  record  for  each  test  ordered. 

A copy  of  the  IDPA  notice  dated  October  21  reflects  the  ISMS-IDPA  negotiations  on  these  issues.  Please  com- 
pare each  of  the  IDPA  Notices  and  review  the  major  changes  that  resulted  from  the  ISMS  negotiations  with  the 
Department.  Participating  physicians  should  append  the  list  of  outpatient  surgical  procedures  attached  to  the 
October  1,  1981  notice  to  the  notice  dated  October  21,  1981,  to  eliminate  any  staff  confusion. 

If  Illinois  hospitals  and  IDPA  find  an  agreed  method  to  distribute  hospital  budget  cuts,  any  requirement  for 
physicians  to  document  medical  necessity  for  the  designated  inpatient  surgical  procedures  or  allowing  more  than 
one  preoperative  surgical  inpatient  day  will  be  eliminated. 

Participating  physicians  must  understand  that  the  regulations  promulgated  in  the  October  21  notice  are  in  ef- 
fect until  a notice  by  IDPA  is  published  with  different  requirements.  ISMS  will  also  keep  you  informed  of  future 
developments.  The  requirements  for  physicians  to  order  and  sign  for  all  tests  in  the  hospital  are  final  and  will  not 
be  changed  as  a result  of  the  IHA-IDPA  agreement. 

MEDICARE  — The  recent  changes  in  Medicaid  claim  processing  have  provoked  physician  inquiries  to  the  Socie- 
ty regarding  changes  in  the  Medicare  billing  system.  Earlier,  EDS-Federal  conducted  training  seminars  in  Illinois 
regarding  Medicare’s  conversion  to  the  AMA  Universal  Health  Insurance  claim  form  with  the  prospect  of  its 
implementation  by  October  1,  1981. 

Illinois  Medicare  - Part  B did  not  obtain  approval  from  the  Health  Care  Financing  Authority  (HCFA)  arm  of 
the  Department  of  Health  and  Human  Services  because  of  the  costs  associated  with  printing,  distributing,  con- 
verting and  processing  the  new  claim  forms.  ISMS  is  monitoring  this  issue  and  will  report  to  you  on  further  devel- 
opments as  they  become  available.  In  the  meantime,  EDS  will  only  accept  the  HCFA  1490  as  the  claim  form  for 
Medicare  Part  B services. 

EDS-Federal  has  mailed  a notice  to  physicians  about  the  availability  of  the  second  edition  of  Medicare’s  Pro- 
cedure Code  Book.  Physicians  will  find  a wider  and  hopefully  more  accurate  selection  of  procedure  codes  to  use 
in  describing  the  services  that  they  provide  to  their  Medicare  patients.  ISMS  strongly  suggests  that  physicians 
consult  this  updated  edition  and  update  their  Medicare  claims  with  the  new  procedure  codes.  Physicians  who  pre- 
code their  Medicare  claims  will  reduce  the  likelihood  of  carrier  processing  error.  Physicians  should  also  make 
sure  that  codes  accurately  correspond  with  the  procedure  narrative.  Based  upon  the  narrative,  EDS-Federal 
(under  its  contract  with  HCFA)  can  change  the  physician’s  code  to  reflect  their  interpretation  of  available  narra- 
tive. This  change  can  increase  or  decrease  reimbursement  levels,  depending  upon  the  interpretation.  Physicians 
who  correlate  accurate  procedure  narratives  with  appropriate  codes  should  find  fewer  errors  in  processed  bills. 
CHAMPUS  — Prior  to  mid-Summer,  ISMS  Field  Representatives  served  as  CHAMPUS/CHAMPVA  repre- 
sentatives for  Wisconsin  Physician  Services  (WPS).  Currently,  WPS,  the  CHAMPUS  fiscal  intermediary  in  Illi- 
nois, is  conducting  their  own  field  service  activity  for  physicians  who  submit  claims  to  CHAMPUS.  The  Illinois 
CHAMPUS  representative  is  Marlene  Woleske  in  Madison,  Wisconsin  at  (608)  221-4711 . ISMS  will  continue  to 
assist  its  members  in  interpreting  and  clarifying  CHAMPUS  reimbursement  policies.  Please  feel  free  to  contact 
your  ISMS  Field  Representative  for  assistance. 
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